
INFORMATION RELEASE AUTHORIZATION 

I, _____________________________________, authorize the following person/persons to  

receive medical and account informaGon from Dr. Timothy Walker O.D., Walker EyeCare. 

Name: ______________________________  RelaGonship ______________________________ 

Name: ______________________________  RelaGonship ______________________________ 

Name: ______________________________  RelaGonship ______________________________ 

Name: ______________________________  RelaGonship ______________________________ 

Signature _____________________________________    Date __________________________


