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Request For Patient Access To Health Information 
East Bay Retina Consultants, Inc. 
Ph: (510) 444-1600  |  Fax: (510) 444-5117 

 

All Parts must be completed for the authorization to be valid. 
 

 

As required by the Health Insurance Portability and Accountability Act of 1996 and California law, you 
have a right to request the opportunity to inspect and copy health information that pertains to you.  We will 
evaluate your request and will either grant it or explain the reason why the request will not be granted.  Your 
right to access does not extend to information compiled in reasonable participation of, or for use in, a civil, 
criminal or administrative action or proceeding, or to information we received in confidence from someone 
other than another health care provider. 

Part 1 - Patient Information 

   
(Print Patient’s name) (Patient’s Date of Birth) 

   

(Print Patient’s Address, City, State & Zip Code)  (Patient’s Phone Number) 

Part 2 – Individual/Organization Authorized to RELEASE PHI 
EAST BAY RETINA CONSULTANTS, INC. – All Locations – All Providers 
Part 3 – Individual/Organization Authorized by Signatory to RECEIVE PHI 

   
(Print Recipient’s name) (Recipient’s Phone #) 

  

(Print Recipient’s Address, City, State & Zip Code) Relationship to Patient 

Part 4 – Authorization Expiration Event or Date 
Unless otherwise revoked by the patient, this authorization for the release of PHI to the above-named 
individual/organization will expire on the event or date specified below, or 12 months from the date 
in Part 10.    

 Expiration Event Expiration Date 
Part 5 – Health Records to be Released - General 
I authorized the following records to be released: 

 Medical Records  Other:  
   

Part 6 – Health Records to be Released - Specific 
 Inspection.  Please let me know when I may come to inspect the records, and the amount of the 

charge, if any.  I understand that an employee of this medical practice may be present and that I 
may not make any marks or alter the records in any way. 

 Copies.  I would like copies of:  All records requested or 

   
All records other than Fluorescein Angiograms and Fundus 
Photographs 

 Transfer.  Please transfer  Copies of all records requested or 

   Fluorescein Angiograms & Fundus Photographs Only 

 Other:  
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Request For Patient Access To Health Information 
East Bay Retina Consultants, Inc. 

All Parts must be completed for the authorization to be valid. 
 

Part 7 – Purpose for the Release or Use of the Information 
 Health Care  Personal  Legal 

 Other (please specify):  
  

Part 8 – Charges 
Inspection.  I understand that you may charge me for reasonable clerical costs incurred in making the 
records available for inspection at a rate of [$6.00] per quarter hour and I may be required to pay these 
costs before I may inspect the records. 
Copies or Transfer. I understand that you may charge me for reasonable charge of up to twenty-five 
cents ($0.25) per page, or fifty cents ($0.50) per page for copies from microfilm, plus any additional 
reasonable clerical costs incurred in making the records available. I further understand that you may 
charge me your actual costs for copies of any Fluorescein Angiograms or Fundus Photography. 
 I hereby agree to pay the charges specified above. Please bill me. 

 Please call me to let me know how much these copies will cost. 

 I am requesting these records be provided without charge to appeal the denial of eligibility for 
Medi-Cal, SSDI or SSI/SSP benefits. A copy of the program’s denial notice is attached. I applied 
for these benefits on ______________________(date). 

Part 9 – Authorization Information 
I understand the following: 
1. I authorize the use or disclosure of the health information as described above for the purpose listed. 

I understand this authorization is voluntary. 
2. I have the right to revoke this authorization. To do so I understand I must submit my revocation in 

writing to the party entered in Part 2. The revocation will prevent further release of my health 
information from the date of receipt. 

3. I am signing this authorization voluntarily and understand my health care treatment will not be 
affected if I do not sign this authorization. 

4. The party entered in Part 3 is prohibited from re-disclosing the health information except with a 
written authorization or as specifically permitted by Cal. Code §56.10 or required by law (applies 
within California only). 

5. If the party entered in Part 3 is not a HIPAA Covered Entity or Business Associate as defined in 45 
CFR §160.103, the released health information may no longer be protected by federal and state 
privacy regulations. 

6. I have a right to receive a copy of this authorization. 
7. Fees may be charged to cover the cost of releasing the health information. 
Part 10 – Signature by or on Behalf of Patient 

Signed:   Date:  
     

Printed Name:   Phone #:  
     

If not signed by the patient, please indicate: 
Relationship: Parent or guardian of minor patient 

Guardian or conservator of an incompetent patient 
Beneficiary or personal representative of deceased patient 

 


