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AUTHORIZATION FORM

The Health Insurance Portability and Accountability Act of 1996 (HIPAA)
took effect on April 14, 2003.

In order to comply with this regulation, we need an authorization from you
to release any health care information to family members, friends, etc.

Below, please list all the people you would like to authorize on your
behalf:

NAME PHONE NUMBER

I, the undersigned patient, give Intermountain Eye Center permission to share any of
my information with the named people above. I authorize the release of information
including the diagnosis, records; examination and claims information rendered to me
and the persons named above.

*The release of information will remain in effect until terminated by me in writing.

Patient Name:
Patient DOB:
Patient Signature:
Date:
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