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MEDICAL RECORDS RELEASE

Patient Name:  _____________________________
Address:  __________________________________
City/State/Zip:  _____________________________
Phone:  ___________________________________

I hereby grant permission for Eye Care Professional Associates to exchange information from my case records with the following person/ facility:

Name:  ____________________________________
Address:  __________________________________
City/State/Zip:  _____________________________
Phone:  ___________________________________
Fax:  ______________________________________

[bookmark: _GoBack]***This release expires ONE YEAR from the signed date***


_________________________		__________________________            	____________
	       Patient Signature			         Patient Printed Name			         Date


_________________________		__________________________            	____________
	  Parent/Guardian Signature		    Parent/Guardian Printed Name		         Date
    (For clients under the age of 18)		      (For clients under the age of 18)


__________________________		__________________________            	____________
       Employee Signature		        Employee Printed Name			         Date
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