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APPOINTMENT OF PERSONAL REPRESENTATIVE TO RECEIVE PROTECTED HEALTH INFORMATION

You may rely upon your spouse, relatives or friends from time to time to understand your treatment options, visit your physicians, acquire prescriptions, get test results, and otherwise be involved in your medical care.  However, federal law does not allow us to Disclose any of this information to these people unless you appoint them as your “personal representatives”.

To appoint an Individual as your personal representative, complete this form.

NAME OF PATIENT:  _________________________________________________________


I hereby authorize PEDIATRIC OPHTHALMOLOGY ASSOCIATES to release the following protected health information to the Individual I have designated:

	Name: 
	Relationship
	Personal Health Information That May Be Disclosed

	____________________________

Name of designated Individual

(ONLY 1 NAME GOES HERE. IF YOU WISH TO DESIGNATE MORE THAN ONE INDIVIDUAL, USE AN ADDITIONAL FORM.
	
Spouse


Other Relative


Friend


Other
	
All personal health 



Information

OR

One or more of these choices:

 
Times of appointments

 
Prescriptions & ancillary 
equipment

 
Test results

 
Copies of medical records

  
Can bring child to appointments.       

Other:  


I may revoke this appointment at any time. My revocation will NOT affect any actions that have been already taken in reliance on my original appointment.










Date: 



_____________
Parent/Guardian’s/Individual’s Printed Name

Parent/Guardian’s/Individual’s Signature

__________________________________________________________________________________________________
Address 





City


State

Zip
555 South 18th Street, Suite 4C, Columbus, OH 43205 | 5665 Venture Drive, Suite C1, Dublin, OH 43017 | 433 North Cleveland Avenue, Suite 2E, Westerville, OH 43082

Phone: 614-224-6222 | Fax: 614-241-5232 | www.ColumbusPOA.com

