AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

Patient Name: Date of Birth:
Address: Telephone No.
City: State: Zip:

I hereby authorize Texarkana Eye Associates to disclose medical record information and/or
protected health information of the patient listed above to:

Name:

Address:

City: State: Zip:
Telephone No. Fax No.

Disclose the following protected health information:

o Glasses and/or Contact Lens Prescription
o Last Exam

o Entite Medical Record ($15.00)

o Other:

Date:

Signature of Patient

Date:

Signature of Parent and/or Guarding (if minor)

THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED

2703 Richmond Road Elvin W. Fenton, OD 1425 E. Lincoln Road
Texarkana, TX 75503 Sean M. Summers, OD Idabel, OK 74745
Tel: 903-838-0783 Mark R. Lanka, OD Tel: 580-286-6000

Fax: 903-831-6145 www.texarkanaeye.com Fax: 580-286-6015



