
 
 
 

I, ____________________________________ authorize  
   PLEASE PRINT 

Nevada Eye & Ear to release information, either in writing or verbally, 
relating to my medical condition to the following people: 

 
______________________________   _______________________________ 
NAME                                                                                         RELATIONSHIP 

 

______________________________   _______________________________ 
NAME                                                                                         RELATIONSHIP 

 

______________________________   _______________________________ 
NAME                                                                                         RELATIONSHIP 

 

______________________________   _______________________________ 
NAME                                                                                         RELATIONSHIP 

 
 
 

______________________________   _______________________________ 
SIGNATURE                                                                               SOCIAL SECURITY NUMBER 
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Dr. Rudy R. Manthei, Medical Director                              Dr. Scott E. Manthei, Medical Director 
 
Dr. Douglas C. Lorenz      Dr. Glen Hatcher, Jr.                             Dr. Ryan E. Mitchell 
Dr. Rajy M. Rouweyha     Dr. Kathleen M. Mahon                      Dr. Sean D. Palacios 
Dr. Andrew Mohammed    Dr. Leo H. Kan 
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