AUTHORIZATION FOR RELEASE OF
 IDENTIFYING HEALTH INFORMATION
OUSLEY VISION PLLC
2430 JUSTIN ROAD, SUITE A
HIGHLAND VILLAGE, TX 75077
Phone (972) 317-3937 Fax (972) 317-2320
Dr. A. Ousley, Privacy Official

Patient Name: ______________________________________	Date of Birth: ________________
Address: ____________________________________________	Phone: _____________________
City, State, Zip: _____________________________________________________________________

I authorize Ousley Vision Center to release health information identifying me under the following conditions:

Release information to:
Name: _______________________________________	Phone: ______________________
Address: _____________________________________	Relationship to patient: _________

Name: _______________________________________	Phone: ______________________
Address: ______________________________________	Relationship to patient: _________

Identifying health information to be released for the purpose of clarifying and enhancing my care and treatment:	
· Eye Examination Records
· Diagnosis, Treatment Plan & Progress Notes
· Eyewear and Contact Lens Order Information
· Financial, Insurance and Billing Records

Expiration of Authorization: ___________________________________

Ousley Vision Center is hereby released from all liability arising out of, in any way incidental to, providing information pursuant to this authorization. This authorization may be revoked at any time by contacting in writing, FAX or email the Privacy Official noted above.

I HAVE READ AND UNDERSTAND THIS FORM. I AM SIGNING IT VOLUNTARILY.

______________________________________________	____________________________
Patient	Date	

If you are signing as a personal representative of the patient, please indicate your relationship

______________________________________________	_____________________________
Representative	Date
