AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION


By signing this Authorization, I authorize Erie Retinal Surgery, Inc. (“Medical Group”) to use or disclose the health

           information described below pertaining to me.


1.
This Authorization covers the following health information about me:



__Entire eye history.____________________________________________________________________



_____________________________________________________________________________________



_____________________________________________________________________________________

2. Medical Group is hereby authorized to disclose this health information to the following person(s):

Name: __________________________________Relationship__________________________________

Name: __________________________________Relationship__________________________________

____________________________________________________________________________________


3.
This Authorization expires on ___until revoked______________________________________________.


(date or event)

4. I understand that I have the right to revoke this Authorization at any time except to the extent that Medical Group has already acted in reliance upon it, or if this Authorization was signed as a condition of obtaining insurance coverage, if other law provides the insurer with the right to contest a claim under the policy.  In order to revoke this Authorization, I understand that I must revoke this Authorization in writing to the Medical Group.  


Medical Group maintains forms for you to use if you wish to revoke this Authorization at any time prior to its expiration.

5. I understand that information used and/or disclosed pursuant to this Authorization may potentially be redisclosed by the recipient of the information, and may no longer be subject to the privacy protections provided to me by law.

Dated: ______________________
Signature:________________________________________________________


Print full name:  ___________________________________________________

If you are the legal representative of the patient, please check off the basis for your authority:

· Power of Attorney (attach copy)


(    Guardianship Order (attach copy)






(    Parent of Minor

(    Other: 
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