Eye Physicians and Surgeons of Columbia, P.A.


AUTHORIZATION FOR RELEASE
 OF EYECARE RECORDS
PATIENT’S NAME _________________________________________________

Date of Birth____________________ Social Security # ____________________
I, ____________________________________, hereby authorize and request



(name of patient)

Dr.______________________________________________


Address: __________________________________________


_________________________________________________

to release a copy of my EYECARE RECORD (or a summary thereof),
including 
glasses prescriptions,
contact lens specifications,
Visual Fields 
and other test results to:
Eye Physicians and Surgeons of Columbia, PA
Dr. Caroline L. Gibbes

Dr. Deborah L. Fyffe

Dr. Cynthia M. Snell
2601 Laurel Street     Suite 110

Columbia, SC  29204
Ph: (803) 256-7494        Fax: (803) 799-0746

SIGNED _________________________________________

WITNESSED _____________________________________

DATED __________________________________________
Rev. 09/2008


