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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS


Patient Name: ____________________________________ DOB: _______________ 
This is my full and sufficient authorization to release my medical records from / to:
Elite Vision Care LLC

And their representatives/employees, all treatment and medical information obtained at any time while I was a patient at their facility. Please release my records to / from: 

Name: ____________________________________________________________ 
[bookmark: _GoBack]
Address: __________________________________________________________ 
Phone: ___________________________ Fax: ___________________________ 


Patient/Guardian Signature: _____________________ Date: ______________
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