
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

		
I do hereby consent to and authorize Eye Care & Surgery to release to:

 _____________________________________________________________
                                     (name of doctor)

Address:  ______________________________________________________

                ______________________________________________________

Copies of all records, any testing, lab reports, contact lens, etc, including all 

Dates of service from _____________________to _____________________

Pertaining to the health care services that were provided to:

 _____________________________________________________________
                                    (name of patient)

Address:  ______________________________________________________
      
                ______________________________________________________

Date of Birth:  _____________________________

This authorization is for the sole purpose of treatment of said patient and will expire 
one year from date signed unless otherwise stated.

I understand that this authorization is subject to revocation at any time, except to the 
extent that the individual or entity that is to make the disclosure has already taken 
action in reliance upon it.

I also understand and agree that this authorization will terminate only upon the 
execution of my written statement indicating my intent to revoke this authorization
and that without such written revocation, this authorization shall remain in full force 
and effect and shall not otherwise expire.

Patient’s signature:  ________________________________Date __________

Or Patient’s representative: ________________________________________

Relationship to patient:  ___________________________________________


