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 Ophthalmology & Ophthalmic Surgery  
 

Jack M.Cooper, M.D. 
Trang D. Le, M.D. 

Beverly B. Bishop, M.D. 

Jeffrey B. Robertson, M.D. 

 
907 S. Main Street 
Duncanville, TX 75137 
Ph    972-296-2929 
FAX 972-709-5151 

 
1408 N. Ninth Street 
Midlothian,TX 76065 
Ph    972-723-9400 
FAX 972-723-9600 

 
507 W. Crossland 
Grand Prairie,TX 75052 
Ph    972-642-2121 
FAX 972-642-9997 

 
 
 

RREECCOORRDD  RREELLEEAASSEE  
 
 
                                                                                                  Date:________________ 
    
___________________________________    ____/___/____    ______-______-_____ 
Patient Name Printed                   DOB            SS# 
_____________________________________________________________________ 
Address 
____________________________    ______________________    _______________ 
City                                                       State                                       Zip  
 
 
I am requesting that you forward a copy of my complete medical records to the 
doctor’s office listed below.  I hereby release you from all legal responsibility that 
may arise from this authorization. 
 
 
SEND COPY OF MEDICAL RECORDS TO: 
 
_____________________________________________________________________ 
Doctor’s Name 
_____________________________________________________________________ 
Address 
_____________________________   ______________________   _______________ 
City                                                        State                                     Zip  
 
 
 
Thank you. 
Sincerely, 
 
 
____________________________________________ 
Patient’s Signature 

EYECARE 
ASSOCIATES 
OF TEXAS, PA 

 


