MEDICAL RECORDS REQUEST AUTHORIZATION

Kings Eye Center Medical Group, Inc.

1395 W. Lacey Blvd.

Hanford, CA  93230

Phone: (559) 585-3937
Fax: (559) 582-3645

By signing this form, you consent to our use and/or disclosure of protected health information.  The specific health and/or medical information is described below. Please be aware that once your information leaves Kings Eye Center, we will no longer be able to protect that information.   
Request Date:_______________________________________________________________

Patient Name:________________________________  Date of Birth:_________

Mailing Address:____________________________________________________

I authorize that you release:

The complete history in your possession concerning my illness and/or treatment

     Records concerning my illness and/or treatment from ___________ to __________

     Contact lens specifications 

Glasses and materials specifications
I hereby authorize and request that you release to:
Name of Person or Facility:__________________________________________________
Address:_____________________________________________________________________

Phone:  ______________________________    Fax: ________________________________

I understand that Kings Eye Center may not use or disclose the above medical information for any other purpose unless another authorization is obtained from me or unless such use or disclosure is specifically required or permitted by law.  I hereby release Kings Eye Center from any/all legal liability that may arise from the release of this information to the party named above.
Patient Signature: _______________________________  Date:_______________

If signed by someone other than patient, indicate relationship:_________________

Date mailed: ___________  Date faxed:___________  Hand Carried:___________

                                                                                                         
    Revised 01/25/22
