
 

Medical Records Release Authorization 

PATIENT NAME: ______________________________________________________________  

DATE OF BIRTH: __________________  

ADDRESS: ___________________________________________________________________  

    ___________________________________________________________________  

HOME PHONE: ________________________ ALT. PHONE: ____________________________  

DATE OF REQUEST: ________________________  

____________________________________________________________________________________ 

I authorize a one-time disclosure of the information listed below to the recipient listed below. I 
understand that when this release of information is made to the below recipient, Tri-Century Eye Care, 
PC is no longer responsible for the privacy of the released information.  There may be a charge for 
processing of records. 
 
What medical information do you want released (check all that apply)? 
 

 Entire medical record 
 Specific date of service or range: ___________________ (to ________________________) 
 A specific condition _________________________________________________________ 
 Lab or Test Results (e.g. visual field, OCT) ______________________________________ 
 Financial statement ________________________________________________________ 
 Other ___________________________________________________________________ 

 
Purpose of disclosure: _________________________________________________________________ 
 
List the complete name and address of the recipient of this information. 
 
Recipient _________________________________ Practice Name _____________________________ 
Address ____________________________________________________________________________ 
City, State, Zip _______________________________________________________________________ 
Phone ____________________________________ Fax ______________________________________ 
 
Patient (or representative) signature: __________________________________ Date: ____________ 
 
Moving? Please provide your new address and phone number: 
Address _____________________________________________________________________________ 
City, State, Zip ___________________________________________ Phone ______________________ 
 

 

 


