RESTON EYE ASSOCIATES, PLLC
1800 TOWN CENTER DRIVE, #316
RESTON, VA 20190
TEL (703) 787-4700 FAX (703) 787-4707

AUTHORIZATION FOR DISCLOSURE OF HEALTHCARE INFORMATION

PATIENT NAME: DATE OF BIRTH:

BY SIGNING THIS FORM, | AUTHORIZE THE USE AND DISCLOSURE OF MY HEALTH INFORMATION AS
DESCRIBED BELOW:

1. DESCRIPTION OF INFORMATION:

___ALL CLINICAL MEDICAL RECORDS

__ OTHER RECORDS - PLEASE LIST (E.G. BILLING, VISUAL FIELDS, NFLA RESULTS):

2. NAME OR IDENTIFICATION OF PERSON(S) OR CLASS OF PERSONS AUTHORIZED TO MAKE
THE DISCLOSURE:

__ RESTON EYE ASSOCIATES/DR. ELLE MILANI
_ OTHER:

3. NAME OR IDENTIFICATION OF PERSON(S) OR CLASS OF PERSONS AUTHORIZED TO
RECEIVE THE INFORMATION (INCLUDE ADDRESS AND PHONE NUMBER AND./OR FAX NUMBER
WHERE HEALTH INFORMATION SHOULD BE SENT):

® [ UNDERSTAND THAT | HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION, WRITING,
AT ANY TIME, EXCEPT WHERE USES OR DISCLOSURES HAVE ALREADY BEEN MADE
BASED UPON MY ORIGINAL PERMISSION. IN ORDER TO REVOKE THIS AUTHORIZATION, |
MUST DO SO IN WRITING AND SEND IT TO RESTON EYE ASSOCIATES.

® | UNDERSTAND THAT USES AND DISCLOSURES ALREADY MADE BASED UPON MY
ORIGINAL PERMISSION CANNOT BE TAKEN BACK.

® | UNDERSTAND THAT IT IS POSSIBLE THAT INFORMATION USED OR DISCLOSED

WITH MY PERMISSION MAY BE RE-DISCLOSED BY THE RECIPIENT AND IS NO LONGER
PROTECTED BY THE FEDERAL PRIVACY STANDARDS.

® | UNDERSTAND THAT [ MAY INSPECT OR COPY ANY INFORMATION USED OR
DISCLOSED UNDER THIS AUTHORIZATION.

[INITIALS OF PATIENT OR GUARDIAN] | UNDERSTAND THAT RESTON EYE ASSOCIATES
MAY NOT CONDITION TREATMENT ON MY SIGNING THIS AUTHORIZATION AND THAT |
HAVE A RIGHT TO REFUSE TO SIGN THIS AUTHORIZATION.

SIGNATURE: DATE:
PATIENT OR AUTHORIZED REPRESENTATIVE

PRINT NAME OF REPRESENTATIVE RELATION TO PATIENT (IF LEGAL GUARDIAN, SO STATE)



