
Confidentiality Release 

I hereby authorize Janigian Retina Associates to speak with the following (relatives, friends, etc) 
individuals regarding my medical condition. 

Name: ________________________________ Relationship: ________________________ 

Phone: ________________________________ 

Name: ________________________________ Relationship: ________________________ 

Phone: ________________________________ 

Name: ________________________________ Relationship: ________________________ 

Phone: ________________________________ 

Name: ________________________________ Relationship: ________________________ 

Phone: ________________________________ 

I understand I may revoke this authorization at any time by informing Janigian Retina Associates 
in writing. 

_________________________________________ 
Patient Name – Please print 

______________________________________ __________________________ 
Signature of Patient or Representative Date 

______________________________________ 
Relationship to the patient (if other than patient) 

Robert H. Janigian, Jr, MD 
Richard G. Bryan, MD, PhD 
Brian T. Savoie, MD
Dean F. Loporchio, MD 
Jacob S. Duker, MD 

120 Dudley Street, Suite 303 
Providence, Rhode Island 02905 

Phone: 401-369-7773 
Fax: 401-369-7336

46 Holley Street, Suite IA 
Wakefield, Rhode Island 02879 

Phone: 401-284-1737 
Fax: 401-369-7336

1524 Atwood Ave, Suite 240 
Johnston, RI 02919 

Phone: 401-369-7773 
Fax: 401-369-7336

2138 Mendon Road, Suite 101 B 
Cumberland, RI 02864 
Phone: 401-205-1759 

Fax: 401-369-7336 
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