
CATARACT & FAMILY EYE CARE 
Carolyn Cutney, MD 

 
RECORD RELEASE REQUEST 

 
Date:_______________________ 

 
 

To:___________________________________________________________________________
______________________________________________________________________________
________________________________________________Fax:__________________________
_____________________ 
 
 
Please send a copy of my complete medical records, including office visits, visual fields, HRT, 
A-scan and other diagnostic studies to: 
 

Cataract & Family Eye Care 
925 Route 73 North, Suite C 

Marlton, NJ 08053 
Phone: 856-983-2020 

Fax: 856-988-1087 
 
Patient Signature:____________________________________ 
Patient Name:_______________________________________ 
Date of Birth: _______________________________________ 
 
 
 
 


