
Medical Records Release Form

Patient Information:

Patient Name: ________________________________________________________________
Address: ________________________________________________________________
Home Phone: ________________________________________________________________
Birth Date: _____ / ______/ ________

Please transfer my medical records from:

Clinic & Dr's name: __________________________________________________________
Address: __________________________________________________________
City, State, Zip: __________________________________________________________

Please transfer my medical records to:

Clinic & Dr's name: __Farragut Eye Clinic 
Drs. Milind and Lina Desai

Address: __11232 West Point Drive
City, State, Zip: __Farragut, TN 37934     

These are the records I would like released:

____ All medical records _____ Records dated  _____/_____/_____ to _____/_____/_____

Purpose of information being released:

_____Continued care by another provider _____Personal Use _____Other

This authorization may be revoked at any time except to the extent that action has been taken in reliance upon it.  
Revocation must be made in writing to the provider/facility releasing the information.  I may be charged for copies in 
accordance with state law.  The provider/facility will not condition treatment on whether I sign the authorization.  
Information used or disclosed pursuant to this authorization may be subject to redisclousre by the recipient and may 
no longer be protected by federal law.

Signature of Patient or legally authorized representative:
____________________________________________________
Name & Relationship of legally authorized representative to patient:
____________________________________________________
Reason patient did not sign:  _____________________________________
Date: _____/_____/_____ (This authorization will expire 1 year from this date)

Records for the past two years will be sent unless noted otherwise.

 

Farragut  Eye  Clinic 


