REQUEST, AUTHORIZATION, AND INSTRUCTIONS
FOR RELEASE OF MEDICAL RECORDS* 



[bookmark: _GoBack]To: 	______________________________________________________

From:	______________________________________________________

	Date of Birth: _________________

I hereby authorize and instruct you to copy the complete medical/optometric records in your possession which pertain to me or which concern visits or treatments to or by you and rendered upon me, and either 

 deliver them to me by mail to my address on record, or 

 fax the complete records to ______________ at ___________. 

 mail them to:

______________________________________________

______________________________________________

______________________________________________

______________________________________________

Please include copies of ALL RECORDS for all services rendered from my first visit to you and including my last. Please include a statement for costs in accord with the copying fees permitted by law and I will send you a check for payment upon receipt of the records.


Signed: 	__________________________________________

Printed: 	__________________________________________

Relation: 	 Self       Child        Spouse        ______________________

Date Today: 	_________________________



