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Request for Medical Records 

I authorize that the following records be released to Apex Performance Vision.  Please 

fax records to 979.541.2739.   

 

❑ All of my/ my child’s medical records (circle one). 

❑ All medical records dated from __________________ to __________________. 

❑ Only medical records related to: 

 ❑ Most recent glasses and contact lens prescription (if applicable) 

 ❑ Strabismus surgery 

 ❑ Patching or lazy eye treatment 

 ❑ Other _______________________________________________________. 

 

 

 

  

 

 

______________________________   ________________________ 

Signature             Relation to Patient 

 

______________________________   ________________________ 

Patient Name      Patient Date of Birth 

 

______________________________    

Date 


