‘ Retina Center of Ohio

University Suburban Health Center AUTHORIZATION FOR RELEASE
1611 S. Green Road, Suite 3068 OF gﬁg@g@ Al INFORRMATION

South Euclid Ohio 44121-4129

Patient Name :
{Please Print) Last - First , A
Date of Birth Social Security Number (last four digits)
Address Phone Number (__-__)-
Medical Record Numbe
Prior MR & S
Treatment Date(s)
Piease Release Nedical Information fo the Following Recipient: - _ -
Name of Person or Organization _Kedina. (enkes of Chio Phone #(246) 3832
Address _teii S Coveen Rood  HF3cn B ___ Mailsiop
Sawtin_Faaclid Qe Selal- 9%  Fax#
City ’ Staie Zip Code
Purpose of Disclosure : 7 at the patient's requast

Dascription of Information to be Released:

1 Periinent Summary (includes all * items) :

1 Admission Form [ Faceshest/Demographics [] Physical Therapy

[0 *Discharge Summary {1 Lab Reports [0 Entire Record

1 *Emergency Room Report  [] *Radioiogy Report {1 Physician's Notes

[J *History & Physical 1 *EKEG Repori X other _L '::m{;ia,-i'e. Eie. Chort

] *Consultation Report {1 *Pathology Report ; ¢

] *Operative Report [0 *Card Cath Report

[, the undersigned, authorize (Disclosing Insiitution) ang iis employess to

release Information from my medical records as descrived shove. | understand and acknowledge that the medical record may caniain
Informaiion regarding psychiatric disorders, Human Immune Virus (HIV) test resulis. Acquired fmmune Deficiency Syndrome (AIDS),
AlDS-related conditions, alconol, and/or drug dependence/abuse. | also understand that Information used or disciosed according fo ihis
authorization may be subject to redisclosure by the raeipient and may no longer be protected. My fallure fo sign ihis auithorization may
result in my Information not being refeased.

[ undersiand that | have a right to revoke this authorization st any fime. | undersiand that ii | revoke this authorization | musi do so in
writing and present my written revacation fo the health informaiion management deparimeni. | understand that the revacation will not
2pply to informaiion that has already been released in response to this auihgmzaﬁon. 1understand that the revocation will not apply to my
insurance company when the law provides my insurer with the right io coniest a claim under my policy. Unless oiherwise revoked, this
authorization will expire on the following dale, event, or condifion: - : . if1faEl
{o specifv an expiration date, event or condition, this autharization will expire in one year.

I undarstand ihat treaiment, payment. enrollment, or eligibility for bensilis will not be conditioned on my failure o sign ihis authorizaiion.

| understand ihere may be charges for the copying and release of Informaiion and accept financial responsibility.

X

1 !/
Signature of Patient/Legal Representative™ Date Signed

{1 Patient unable 1o sign

. Description of Legal Represeniative’s Authority to Act on Behalf of Patient (if appifcable)

i1 By signing this form as the patieni’s legal representative, | am ce.ﬁifying {:ha‘t thers is no court order or other legal reason (such as 2
binding aroitration decision or final mediation agresment) prohibiting me rom obtaining a copy of the requested records.
This box must be checked for ALL releases of records authorized by legal representalives. :

+«|f ther than patisnt’s signature, 2 copy of legal documents (AUST eccompany the autherization whan presantad; the exceplion is a parent of minors vndsr 18 years of aga.




