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Medical Records Release RequestPatient Information:
Patient Name: ________________________________   	DOB: _______________ Last 4 Social Security #: ________
Address: _____________________________________   City: ________________ State: _______ Zip: ___________
Phone #:_(____ )______________________________	Email (optional) __________________________________


Requested by/from Information: 
Name: ____Broome Eye Care & Optical                        __________________________________________________
Address: _125 SW Midtown Place Suite 101_____   City: __Lake City________ State: __FL_____ Zip: _32025_____
Phone #: (386)   466-1062___________________	Fax #:  (386)__466-1061___________________________
Expiration Date: _______________________________   or 2 years (24 months) of the signature date below. 
  	□ Fax Records		□ Email Records 	□ Mail paper records		□ Mail CD 

[bookmark: _GoBack]Requested by/from Information: 
Name: _______________________________________________________________________________________
Address: _____________________________________   City: ________________ State: _______ Zip: __________
Phone #: (____ )______________________________	Fax #: _(_____)___________________________________
 □ All Records in PHI	     □ Ocular / Optometry / Ophthalmology         □ Patient Face Sheet / Med List
Reason for release of information:  
 
(Choose all that Apply)      □ ALL
□ Treatment/Continuing Medical Care   □ Billing or Claims   □ Insurance   □ Other (Specify): __________________

Signature Authorization: I have read this form and agree to the uses and disclosure of the information as described.  I understand that refusing to sign this form does not stop disclosure of health information that has occurred prior to revocation or that is otherwise permitted by law without my specific authorization or permission.  I understand that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state privacy laws.
SIGNATURES:
Patient/Legal Representative: __________________________________________    Date: _______________________
   If Legal Representative, relationship to Patient:  _________________________________________________________
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