[image: ]


Medical Authorization Form 
AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION 

PATIENT NAME: ______________________________________ DATE OF BIRTH: __________________

ADDRESS: ___________________________________________________________________________

PHONE: ____________________________ EMAIL: __________________________________________


TO SEND RECORDS OUT:

I, ______________________ (please print name) am requesting and authorizing Westview Eye Care to release information to: 

PROVIDER/ORGANIZATION: _____________________________________________________________

ADDRESS/CITY/STATE/ZIP: ______________________________________________________________

PHONE: ____________________________________ FAX: ____________________________________

FOR RECORDS TO BE RECEIVED BY WESTVEW EYE CARE:

I, ________________________ (please print name) am requesting and authorizing the provider/clinic indicated below to release protected health information to Westview Eye Care.  

PROVIDER/ORGANIZATION: _____________________________________________________________

ADDRESS/CITY/STATE/ZIP: ______________________________________________________________

PHONE: ____________________________________ FAX: ____________________________________

[bookmark: _GoBack]This authorization will expire ONE YEAR from the signature date below or until _____________________________________________________(provide expiration date or event). 

· I understand that I may revoke this authorization at any time by notifying Westview Eye Care in writing. I understand that my revocation will not affect any actions taken by Westview Eye Care before receipt of my revocation. 
· I certify that I am the patient or legal guardian with the authority to authorize disclosure of this individual’s protected health information. 

____________________________________________________________________________________
Patient or Legal Guardian Signature						DATE
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