
Authorization for Disclosure of PHI to Family/Friends
This form is optional. Please print information if you would like to include someone in your care -even if they are listed as your 
emergency contact, they must be on this form to receive Protected Health information (PHI). Sign and Date at bottom.  Please 
note, if a person is not listed on this form, we will be unable to relay to them any of your health information including test results, 
appointments, prescriptions, etc. 

Patient Name:    

Account #: Date of Birth: 

I authorize Vistaura Eye to discuss my appointment and/or medical information with another person, please list their name(s) and 
relationship below.  If you have a Power of Attorney, please document below.  A copy of POA papers must be on file as well.   

Name of Person Authorized  Relationship 

Name of Person Authorized  Relationship 

Name of Person Authorized  Relationship 

I authorize the practice to disclose the following protected health information about me to the entity, person, 

or persons identified above:  

 Entire patient record; or, check only those items of the record to be disclosed: 

□ All Medical Records

□ Lab results, pathology reports □ Eyeglass Prescriptions

□ Visual Testing □ Contact Lens Prescriptions

Purpose of disclosure (please record the purpose of the disclosure or check patient request): 

□ Patient Request □ Other (please specify):

• This authorization will expire at the end of the calendar year, unless you specify an earlier termination.  You

must submit a new authorization form after the expiration date to continue the authorization. Please list the

date of expiration if earlier than the end of the calendar year:

• You have the right to terminate this authorization at any time by submitting a written request to our Privacy

Manager.  Termination of this authorization will be effective upon written notice, except where a disclosure

has already been made based on prior authorization.

Patient or authorized representative signature 

_______________________________ 

Date

You have the right to receive a copy of signed authorizations upon request. 


