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I hereby authorize Illinois Eye Center to release information regarding my 
protected health information to the following persons and/or agency.  I also 
understand if there is a change in the information given below, I must notify 
the Illinois Eye Center in writing.  This authorization can be revoked at 
anytime with my written permission. 
 
 
Signature_______________________________        Date_______________ 
 
 
 

NAME/AGENCY        RELATIONSHIP 
 

1.)________________________________    _____________________ 
 
2.)________________________________         _____________________ 
 
3.)________________________________   _____________________ 
 
4.)________________________________         _____________________ 
 
5.)________________________________    _____________________ 
 
 
 

Patient Name _____________________ 

 

DOB ____________________________ 

 

Account No. ______________________ 


