
L<!tUISIANA 

EYE&LASER 
231 Windermere Boulevard, Alexandria, LA 71303 
Phone: 318.487.2020 I Toll Free: 1.877.861.7770 

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION (PHI) 

PURPOSE OF THIS DISCLOSURE: PHON£ 

PATIENT NAME {Li>st. Flm, Mlcfdle) 008 

ADDRESS SSN 

CITY STATE ZIP 

PROVIDER AUTHORIZED TO RELEASE THE PHI: ENTITY RECEIVING TtiE PHI: 

NAME 

ADDRESS 

CITY STATE 

rp 
ATTENTION: 

This authorlza1110n will .. xpfre on the followlne <I.ate or event 
DATE EVENT 

PHI AND OATES OF PHI AUTHORIZED FOR USE. OR DI SCLOSURE 

De-s,criptlon Start Date End Date 

□ All PHI in the re cord

0 Progress Notes 

0 l.abora tory Tests

□ X-Ray Tests/Reports

a History and Physic-al E�-aminalion 

0 Consultation Reports 

□ ltemi.ed Billing Statement

a Other: 

I 'UNDERSTAND THAT: 

l, I may refuse to sign ttiis euthorintion and it is strict:tv voluntary. 

2. Mv treatment, paymentenrollment or eligibllit\l benefits mav not be a eonditiOMd on s igning thiS authorization.

3. I may revol<.e this authorization at anv time in writing to the provider authOrlzed to release the PHI, btrt I do, it will
not have any affect on any actions taken prior to rec!!lvlng the revoo:ation.

4. If the requester Of' receiver Is ,not a health plan or l\ealth care provider, the released Information mav no longer be

protected by Federal Privacy Regulalions and rnav t>e disclosed.

S. I hwe the right to receive a copy of thl s form after I s.lgn fL

S.gn11ture ol Patient: Dal<, 

Sle;n•tur• of P�tl�nt'• l'.epruent�t"'" [II nec;essary) O.te 

Pen.onal Ri>presentatllli>'s Relationship 10 Patient 

Alexandria I Eunice I Ferriday I Jonesville , Leesville I Marksville I Monroe 
Natchitoches I Oakdale I Pineville I Urania Ville Plane I Winnfield I Youngsville 




