
 
 

Patient Name:      Date of Birth:      

Previous Name:      Social Security #:     

 

I request and authorize NEW TAMPA EYE INSTITUTE to release the healthcare information of the patient 

named above to: 

Name:            

Address:            

City:     State:    Zip:     

Phone:     Fax:       

 

This request and authorization applies to: 

__ Healthcare information relating to the following treatment, condition, specific tests or dates: 

           

           

__ All Healthcare information 

 

Patient/Responsible Party Name:            

Patient/Responsible Party Signature:          

Date Signed_________________________________________ This authorization expires 90 days after it is signed. 

 

 CONFIDENTIALITY NOTICE: The information contained in this fax is legally privileged and confidential.  This message and any attachments 

are confidential information and may be privileged or otherwise protected by Federal and State law including, without limitation, HIPAA or 

other legal restrictions. This message is intended only for the use of the individual(s) or entity named above.  If you are not the intended 

recipient named above, or an agent or employee of the intended recipient who is responsible for delivering the message to the intended 

recipient, you are prohibited from reading, disseminating, copying or distributing the information contained in this communication. If you have 

received this fax in error, please notify our staff immediately. 


