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Patient Self - Records Release 
 
Date:   

Patient Name:    

Patient DOB:   

 
I hereby request that copies of my complete ophthalmic medical records. Which may include visual fields and photos be 
released to myself or legal guardian. If requesting records are to be sent to another provider or facility, receiving 
provider/facility may provide you with an authorization form in place of this document. 
 
Please send records via the following method: 

 Method To 

 Fax # 

 US Mail 

Address: 
 
 

 Hand Pickup Hand pick up can only be released to authorized people 

 
 
Authorized Signature:   

Date:   
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Date released:  

Released by:  

Must be scanned into system when completed. 


