
THE COMPLETE HISTORY RECORDS IN YOUR POSSESSION, CONCERNING MY 
ILLNESS AND/OR TREATMENT 
PLEASE PRINT

NAME DOB 

ADDRESS 

CITY, STATE, ZIP

SIGNATURE 
(IF RELATIVE, STATE RELATIONSHIP)

I HEREBY AUTHORIZE AND REQUEST RELEASE OF MY RECORDS:        FROM:

TO:

345 NORTH YORK ROAD, HATBORO, PA 19040 • 215-672-9030 • 215-672-8099 FAX

1550 OLD YORK ROAD, ABINGTON, PA 19001 • 215-784-0220 • 215-784-0631 FAX  

Armstrong • Colt

O p h t h a l m o l o g y
George •  Cohen

THOMAS A. ARMSTRONG, M.D. AVRAHAM N. COHEN, M.D.

ERIC. G. GEORGE, M.D. DANIEL V. WILL, M.D.

CATHY A. COLT, M.D.


