DR. NEILL S. COWLES
Optometry

259 Crowell Road

Chatham, Massachusetts 02633
Telephone: (508) 945-2552

Fax: (508) 945-0533

Member
&

American Optometric
Association

Date:

Patient:

Date of Birth:

This is to certify that | have requested the release of my medical records, a copy
or summary be sent to: Dr. Neill S Cowles O.D. Please fax to 508-945-0533

Signed:

CONFIDENTIALITY NOTICE: This facsimile is intended only for the use of the o
named addressee and may contain information that is confidential or privileged. If

you are not the intended recipient, or you are not the employee responsible for

delivering the facsimile for the intended recipient, you are hereby notified that any

dissemination, distribution or copying of this facsimile is strictly prohibited. If you

have received this facsimile in error, please notify the sender immediately.
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