
AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Jeremy Olsen, O.D.

Doctor of Optometry

Arizona Red Mountain Eyecare

6136 E Brown Rd., Ste. 102

Mesa, AZ 85205

(480)985-6211
Patient Name _________________________________________
I authorize Arizona Red Mountain Eyecare p.c. and Dr. Jeremy Olsen, O.D. to release my health information, including a copy of my complete records, to insurance companies and other medical professionals.  It is completely your decision to sign this authorization form. We cannot refuse to treat you if you choose not to sign this authorization.  If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we have already acted in reliance upon this authorization. If you want to revoke your authorization; send us a written note telling us that your authorization is revoked. 

I HAVE READ AND UNDERSTAND THIS FORM. I AM SIGNING IT VOLUNTARILY.  I AUTHORIZE THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.
Patient Signature ________________________________ Date ____________________
ACKNOWLEDGEMENT OF RECEIPT

I acknowledge that I have been given the opportunity to receive or review a copy of Dr. Jeremy Olsen, O.D., notice of privacy practices. 

Patient Signature__________________________________ Date_____________________ 
**Note** 

The HIPPA notice is posted in the office for all to see.  If you would like one to take home please let us know.

