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REQUEST FOR MEDICAL RECORDS
		

THIS IS TO AUTHORIZE;  Eye Center of Texas, L.L.P.

To Release My Medical Records To;	 __________________________________________	
						      NAME OF DOCTOR / HOSPITAL / INDIVIDUAL

						      __________________________________________	
						      ADDRESS

						      __________________________________________	
						      PHONE		  FAX	

BY SIGNING BELOW, I HEREBY   
	 1. 	 Authorize release of my medical records as shown above.
	 2.	 I acknowledge that there may be a fee in accordance to the State Board 
		  of Medical Examiners; Chapter 165

	
PATIENT NAME; _______________________________________ DOB; _______________

SIGNATURE; __________________________________________   ____________________ 
                             PATIENT OR GUARDIAN				    DATE

PATIENTS PHONE; ____________________________   ____________________________            
                             			  CURRENT PHONE #		  ALTERNATE PHONE #

REQUEST TYPE;   o Patient    o Medical    o Legal    o Insurance   

				   o Other: _________________________________________________

___________________________________________________________________________ 

FOR OFFICE USE ONLY

FEE; $ __________  Reviewed by; __________  Fax/Mail by; __________  on; _________ 
						      INITIAL 			   INITIAL	 DATE 
___________________________________________________________________________

CONFIDENTIALITY NOTICE;
This Medical Records Release and any accompanying document(s) contain private and confidential information.
This information is intended for the individuals or entity(s) named on this transmission form. If you are not the intended 
recipient(s) you are hereby notified that any disclosure, reproduction, distribution or use of this information is strictly 
prohibited. If you have received this document in error, please notify the sender by telephone immediately so that 
arrangements can be made for the retrieval of the information.
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