
Paul S. Crismon O.D. Inc. 
13800 San Antonio Drive 

Norwalk, CA 90650 
Phone: (562) 864-6535       Fax: (562) 864-6538 

 

AUTHORIZAITON TO RELEASE MEDICAL INFORMATION TO FAMILY MEMBER(S), GUARDIAN, 
AND OTHERS 
 
PaƟent Name: _________________________________ 
 
Date of Birth: ______________________________ 
 
I hereby authorize medical providers and personnel of Paul S. Crismon O.D. Inc. to discuss and / or 
release my protected health informaƟon with: 
 
Name: _____________________________ RelaƟonship: ____________________ 
 
Name: _____________________________ RelaƟonship: ____________________ 
 
I understand that I have the right to revoke this authorizaƟon, in wriƟng, at any Ɵme. I understand that 
such revocaƟon shall not affect any disclosures we have already made in compliance with your prior 
consent. I understand that I have the right to refuse to sign this authorizaƟon. 
 
_______________________________________   _________________________ 
Signature of PaƟent or Personal RepresentaƟve   Date 
 
_______________________________________   _________________________ 
Print Name of PaƟent or Personal RepresentaƟve   RelaƟonship to PaƟent 
 


