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Medical Authorization Release Form

[ No, I do not want my healthcare records shared.

L1 Yes, | authorize the staff and physicians of Milwaukee Eye Care Associates, S. C. to discuss my
personal healthcare information, treatment and/or billing deemed pertinent tomy health care with
the following persons:

Name Relationship Phone Number
Name Relationship Phone Number
Name Relationship Phone Number

This request shall remain in effect until such date that | inform the staff of my desire to makechanges to
this document or cancel this document.

Patient Name (print)
PatientSignature Date
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