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Specializing in Diseases of the Retina and Vitreous


Authorization to Release Information
Patient’s Name:




_____ 
 Date of Birth:


____
I hereby authorize:
[Name/ Name of Organization]
 
    Hampton Roads Retina Center
_________
[Address, City, State, Zip]
             516 Innovation Drive Suite 101 Chesapeake, VA 23320
[Phone# / Fax#]

             
Ph: 757-436-0011 Fax: 757-436-0075________
TO (check one):
 _____ obtain/request from the following
_____ release to the following

[Name/ Name of Organization]
  





_________
[Address, City, State, Zip]
             





_________
[Phone# / Fax#]

            





_________
The following documents/information (check one):

· My entire medical record (including drug and/or alcohol records, HIV testing results).

· My medical records from the most recent office visit.

· From date(s) of service:  ​​​​​​​​​​​​​​​___________________     To   ________________________
· Other (specify):








____
___________________________________________________
     







____
To be completed by the patient or patient’s designated representative:

I understand that my authorization will remain effective from the date of my signature until 
· Date of _________________________.
· Until End of Treatment

The information will be handled confidentially in compliance with all applicable federal laws. I understand that I may see the information that is to be sent, and that I may revoke the authorization at any time by written, dated communication. Hampton Roads Retina Center, Inc. will provide this information within 15 days from receipt of request.  I do authorize the information to be sent by either facsimile, email or postal mail. If printed copies are requested, a fee for preparing and furnishing this information will be $.50 per page up to 50 pages and $.25 per page and $5.00 fee for OCT/ MP/ IVFA per page according to rulings set forth by the Virginia Statutory Code. I have read and understand the nature of this release.
 ___________________________________________________
 





Signature of Patient/Patient’s Legal Guardian


           Date

___________________________________________________
 





· If Revoked                                                                                              Date
Signature of Patient/Patient’s Legal Guardian







516 Innovation Drive, Suite 101     
         Chesapeake, VA 23320                               Phone: 757-436-0011

828 Healthy Way, Suite 200
Virginia Beach, VA  23462
Fax:  757-436-0075
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