
Authorization to Disclose Protected Health Information (PHI) to Another Individual 

                                                           Burke Optometry 

                                                441 S Ham Lane Ste B 

                                                        Lodi, Ca 95242 

Patient Information 

• Full Name: _______________ 

• Date of Birth: I I __ 

• Phone Number: _____________ _

I authorize Burke Optometry to release my health information to: 

• Name of Authorized Individual: ______________ _

• Relationship to Patient: ________________ _

• Phone Number: _____________ _

Information to Be Disclosed (Check all that apply): 

□ All medical records

□ Billing information

□ Treatment and progress notes

□ Imaging reports

□ Other: ___________________ 

Purpose of Disclosure: 

□ Personal use

□ Continuity of care

□ Insurance or legal purposes

□ Other: _______________ 




