DRIESEN EYE CENTER, P.C.

777 N. Main Ave., PO Box 20

Sioux Center, IA 51250

(712) 722-2051

Fax: (712) 722-4531

Request for Release of Medical Records

Patient:
Name:_____________________________________________



Date of Birth: ____________



Previous Name/Parents: _______________________________

Provider (Previous Dr.):


Name: _____________________________________________



Address: ___________________________________________



Phone: ____________________  Fax: ____________________

Please Fax The Information Requested:

· Complete Records

· Contact Lens Information

· Last Prescription & Frame Information (including circumference) 

· Other: _____________________________________________

I authorize the release of information to Driesen Eye Center, P.C.  This authorization is valid for one year from the date below.  I understand that I have the right to inspect this information and can revoke the release permission at any time.

Signature of Patient/Guardian: ___________________________________

Date: __________________

