
Palm Beach Eye Cllnlc
130 BuUor St, Woct Palm Beach, FL 33407

(56r) 832{fi3 PHONE
(888) 366-t852 FAX

AUTHORIZATION FOR RELEASE OF YOUR HEALTH INFORMATION

Patient name: Date of birth:

Phone #: SS #: )O(X-XX-

I authorize Paln Bcach Eyc Clinic to usc or disclosc my hcalth information as dcscribcd bclow to the
following individuals or cntitics:

E mvsBlr

E Offron 6ist nsme .nd rddrcases bclow)

RELEASE CONTENT: Drtcs of Scrvlcc:
D Facc Shcct tr Allcrgics
o Visit Notcs
O Insurance Information

E Medication Infomration
E Billing Rccord

O Other
tr Past Medical History
tr All Information

Palm Beach Eye Clinlc
AUTHORIZATION FOR RELEASE OF YOUR HEALTH INFORMATION

REASON FOR DISCLOSIIRE: My health inforDation b bcing rclcascd or discloscd for thc following

reSsolls:

O Penonal O Rcscarch and Rcscarch Ovcrsiglt

E Further medical care tr Changing Physicians

! Irgal Investigation or Action O Othcr 

-

o Insurancc Eligibility/Bencfits

Prlnt Namo o, Patlont

I undcrstand that this arlhorization is voluntary. If I do not sign this form, my hcalth carc by Palm BcaJh

f"e Ciinic *itt not Uc afrcctcd. IfI do not sig! this forD, paymsnt for this care will only bc affccted if my

n-iuftt, 
""r. 

i*ur". i" rcqucsting his information and is pcnnittcd o rc4uire this authorization.

If Authoriz'ed Reoresentative siEns form. oleqEe c[qckrepson:
P"tt"rt t ,tr Mtt* o It"ompctent U Disabled o Dccc.s.d LgBl Authority O Custodial Parent

O Lrgal Guardian E Exccutor ofEstate Dcceascd O Powcr ofAtomcy O Auttorizcd L€gal Rcprcscutative

@ntatve-Eate
(D-o not sign unlit the infornation above is lilled in conpletely')


