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RELEASE OF RECORDS

Patient Information:

Patient Name (first last): Maria Brozik
poB: May 20/1979
PHN: 9125184076

Address: 215B 3144 Jacklin road Victoria BC VOBOW1

The abovepatientis under my careand hasgivenpermissionfor her pastmedicalrecordsto be
receivedlf thereis anythingin the history that you feelis importantand which would be
valuableinformation for managingher case pleaseforward the details,or copiesof any reports
that would be useful.

Pleasenclude the following information; COPYOF MOST RECENT COMPREHENSIVE
EXAMINATION INCLUDING SUBJECTIVE, OBJECTIVE, ASSESSMENTAND PLAN

All documentsertaining to the abovepatient'scare should be forwardedto the practice FAX
number(710)410-7033

RELEASE OF INFORMATION

| herebyauthorizethe releaseof my ocular health and vision information from

Dr. Katherine Paton at UBC ocular oncologytQ Dr. Alexander Jobe | understandthat these
recordswill beconsideredconfidential.

WA

Signed at:
SignaturepdPatientor Guardian

Date
04-10-2026

Provider: AlexanderJobe OD


Dr. Alexander Jobe
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