
 

Dr. Michael N. Kleamenakis 
4114 Marigny Street 
New Orleans, LA 70122 
P: 504-288-2333 
F: 504-288-2227 
 
 

Authorization to Obtain and Release Medical Records 

 

Date: ________________________ 

 I, ______________________________________________, hereby authorize the release of  
         Legal Guardian/Parent or Patient’s Name (Print) 

medical records for ___________________________________________, D.O.B.: ____ /____ /______,  
    Patient’s Name (Print) 

 
SSN: _____-____-______, to/from Gentilly Vision Source. 

Thank you, 

__________________________________________   ____/____/______ 

   Legal Guardian/Parent or Patient’s Name (Print)         Date of Birth 

__________________________________________   _____________________ 

    Legal Guardian/Parent or Patient’s Signature                          Date 

 

Requesting:    Exam notes   CL RX   Glasses RX 

    Other:________________________________ 

 
 

Send Records: ATTN:    Front Desk   504-288-2227____________________________ 
  Contact Representative / Fax Number  

 
 
 
Confidentiality Notice: 
The information in this facsimile message is legally privileged and confidential information, intended only for the 
use of the individual or entity named above. If the reader of this message is not the intended recipient, you are 
hereby notified that any dissemination, distribution or copy of this facsimile is strictly prohibited. If you have 
received this facsimile in error, please immediately notify me via phone at 504-288-2333. 


