KALAMAZOO VALLEY EYECARE
Consent for Release of Information

Patient Name 


__________________________________________Date of Birth_______________
Address__________________________________________________________________Phone___________________ 

Physician to release records:

Name ____






Address 







Phone 






Fax 






Physician/Person to receive records:

Name Kalamazoo Valley Eyecare__________________
Address 
4855 W. Centre Ave Ste B




Portage, MI 49024





Phone 
269.375.3937

_______________
Fax 
269.375.3938


_______
Medical Information to be sent  (check one):
IF RECORDS ARE NEEDED FOR AN APPOINTMENT, GIVE DATE OF APPOINTMENT_______________________________

 FORMCHECKBOX 

Entire medical record

 FORMCHECKBOX 

Record of care from 

________________
 to ____________




 FORMCHECKBOX 

Contact Lens Prescription
 FORMCHECKBOX 

Glasses Prescription
 FORMCHECKBOX 

Other_____________________________________________________________________________________

 FORMCHECKBOX 

If deemed necessary by Doctor 




, I authorize this information to be sent via FAX transmission.

This consent applies to all information in my medical record protected under the regulations in 42 Code of Federal Regulations Part 2.  I understand that if I release my medical record to another person or provider, they can release my medical record.  I know I need to check with them about their privacy rules.

I authorize the above medical information to be released as indicated above.  I understand this release is effective until (date) 




, but that I may revoke my consent at any time by providing written consent to the above named party.

(Patient or Representative)



(Date)

