
EMERGENCY CONTACT & RELEASE OF INFORMATION 
 
 

Emergency Contact Name________________________________  Phone #_________________ 
 

Relationship____________________________________________________________________ 
 
 

Emergency Contact Name________________________________  Phone #_________________ 
 

Relationship____________________________________________________________________ 
 
 

Emergency Contact Name________________________________  Phone #_________________ 
 

Relationship____________________________________________________________________ 
 
 

 
 
 
I _______________________________Give Mohave Eye Center, Ltd. permission to release any 
personal or medical information to the above contact(s).  
 
Signature___________________________________________ Date_______________________ 

 


