Pediatric Ophthalmology and Strabismus Associates
AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION

2 Dudley St, Suite 505 Providence RI 02905
Phone 401-444-7008   Fax 401-444-4862

I hereby authorize Pediatric Ophthalmology and Strabismus Associates, Inc. to:

_____  OBTAIN FROM:

_____  RELEASE TO:

_____  EXCHANGE WITH:

Name:  __________________________________________________________

Address  _________________________________________________________

City  ___________________________ State______ Zip Code ______________

The following information:

Medical Records _____

Verbal Communication _____

Patient Name  _____________________________________________________

Patient Date of Birth________________________

I understand that my records are protected under Federal Confidentiality Regulations (42 CFR Part 2), Confidentiality of Alcohol and Drug Abuse Treatment, RI Mental Health Law (40.1-2-26), and Health Care Information Act (RI General Laws 5.37.3-4), and cannot be disclosed without my written consent except as otherwise specifically provided by law.  I understand that I have a right to revoke (or cancel) this authorization at anytime, and I must do so in writing.  I understand that revocation will not apply to the extent that action has already been taken in response to this authorization.  I also understand that I have a right to receive a copy of this authorization.  A photocopy of this authorization shall be as effective and valid as the original.

This consent will automatically expire one (1) year from the date of authorization for the sharing of information related to ongoing service provision.

I further release Pediatric Ophthalmology and Strabismus Associates, Inc. and its employees from any liability arising from the release of this information to such persons/agencies, provided the said release of information is done substantially in accordance with applicable law.

Signature of Patient or Parent/Guardian                                             Date

