
AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient Information

Name:______________________________________ Previous Name:_________________________________

SS#/ID#:____________________________________ Date of Birth:___________________________________

Address:____________________________________ Phone:________________________________________

Releasing Individual or Group

Name:__________________________________________________________________________________________

Address:_____________________________________ City:__________________ State:_____ Zip:______

Phone:______________________________________ Fax:__________________________________________

Receiving Individual or Group

Name:__________________________________________________________________________________________

Address:_____________________________________ City:__________________ State:_____ Zip:______

Phone:______________________________________ Fax:__________________________________________

I authorize the releasing individual or group listed above to release health information identifying me to the receiving
individual or group including if applicable, information about HIV infection or AIDS, information about substance abuse
treatment, and information about mental health services under the following terms and conditions:

• Detailed description of the information to be released:

[ ]  All eye care information.  [ ] Other:______________________________________________________________

• The purpose(s) for the release:
[ ]  At the request of the individual.  [ ] Other:_________________________________________________________

• Expiration date or event relating to the individual or purpose for the release:
[ ]  None.  [ ] Other______________________________________________________________________________

It is completely your decision whether or not to sign this authorization form.  We cannot refuse to treat you if you choose not
to sign this authorization.  

If you sign this authorization, you can revoke it later.  The only exception to your right to revoke is if we have already acted in
reliance upon the authorization.  If you want to revoke your authorization, send us a written or electronic note telling us that
your authorization is revoked.  Send this note to the office contact person listed at the top of this form.

When your health information is disclosed as provided in this authorization, the recipient often has no legal duty to protect its
confidentiality.  In many cases, the recipient may re-disclose the information as he/she wishes.  Sometimes, state or federal
law changes this possibility.  

I have read and understand this form.  I am signing it voluntarily. I authorize the disclosure of my health information as
described in this form. 

________________________________________________________________ _____________________
Signature of patient or patient's authorized representative Date

If you are signing as a personal representative of the patient, describe your relationship to the patient and the source of your
authority to sign this form:

Relationship to Patient:_________________________ Print Name:____________________________________

Source of Authority: [ ] Parent  [ ] Guardian  [ ] Power of attorney  [ ] Other, must specify:________________________

Providing personalized eye health care, distinctive eyewear and comfortable contact lenses 

M. Christopher Barry, OD
Jon H. Bosland, MD
Mary P. Coday, MD
William J. Prothero,OD

1837 156th Ave. N.E., Suite 201
Bellevue, WA  98007-4387
Telephone (425) 643-2020
Fax (425) 643-0859
www.OverlakeEyeCare.com


