Retina-Vitreous Associates Medical Group-=-«-scseecereeeeeccceenns
AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

TODAY’SDATE: __/__/____

PATIENT NAME:

ACCOUNT NUMBER:

DOB:

| HEREBY REQUEST AND AUTHORIZE YOU TO RELEASE: TO / FROM (CIRCLE ONE)

[ ] David S. Boyer, MD, Inc

[ ] Daniel D. Esmaili, MD [ ] Jeffrey J. Tan, MD

[ ] Roger L. Novack, MD, PhD, FA.C.S. [ ] Thomas G. Chu, MD, PhD, Inc [_] Firas M. Rahhal, MD, Inc.
[ ] Homayoun Tabandeh, MD, MS, FRCP, FRCOphth [_] Richard H. Roe, MD, M.H.S.

[ ] Pouya N. Dayani, MD, Inc
[ ] Alexander C. Walsh, MD

[ ] David S. Liao, MD, PhD

O O O

Los Angeles Beverly Hills North Hollywood
1245 Wilshire Blvd., # 380 9001 Wilshire Blvd., #301 12840 Riverside Dr., #333
Los Angeles, CA 90017 Beverly Hills, CA 90211 North Hollywood, CA 91607
Tel:213.483.8810 Tel:310.854.6201 Tel : 818.754.2090
Fax: 213.481.1503 Fax: 310.652.7520 Fax: 818.508.9420

O O O

Torrance Pasadena Tarzana
3400 Lomita Blvd,, #202 301S. Fair Oaks Ave., #407 5525 Etiwanda Ave,, #112
Torrance, CA 90505 Pasadena, CA 91105 Tarzana, CA 91356
Tel:310.891.1000 Tel: 626.204.1410 Tel: 818.578.7408
Fax: 310.891.1003 Fax: 626.204.1420 Fax: 818.578.7409

RELEASE: FROM / TO (CIRCLE ONE)

INSTITUTION/DOCTOR/SELF PHONE #:
ADDRESS FAX #:
EMAIL:

TYPES OF RECORDS REQUESTED:

0 Work-Ups

I All Consult Letters

[ Patient Ledger

[J Op Reports and Lab Results
I Other:

[0 Photos (w/$26 fee — confirm payment, if applicable):

0 IVFA

O Fundus Photos
O ocTt

O Other:

The medical records in your possession concerning my illness and/or treatment during the period:

e ___to__[__[____
CONFIDENTIALITY POLICY (PLEASE READ BEFORE SIGNING)

kept for a period of seven (7) years.

A copy of this authorization is valid as an original.

This authorization may be revoked in writing by the undersigned at any time prior to the release of information from the disclosing party. Written revocation will not affect
any action taken in reliance on this authorization before the written revocation was received. | understand that the requester may not lawfully further use or disclose the
health information unless another authorization is obtained from me or unless disclosure is specifically required or permitted by law.

Medical records are maintained to service the patient and the healthcare providers in accordance with legal and regulatory requirements. The information contained in

medical records is considered highly confidential. All patient care information shall be regarded as confidential and available only to authorized users. The term “medical
records” includes test results, medical reports, the medical record itself, claim files, and correspondence relating to the care of a patient. Please be advised that records are

1, the patient, have the right to receive a copy of this authorization. The copy is for me to keep.

SIGNATURE (PATIENT OR NEAREST RELATIVE)

IF NEAREST RELATIVE, PLEASE STATE RELATIONSHIP TO PATIENT

SIGNATURE OF WITNESS

THIS AUTHORIZATION SHALL BE EFFECTIVE IMMEDIATELY AND SHALL REMAIN IN EFFECT UNTIL _ _/ _

Y S

OR FOR ONE YEAR FROM THE DATE OF SIGNATURE IF NO DATE IS ENTERED.

12-17-18



