 REQUEST FOR RELEASE OF CONFIDENTIAL PATIENT INFORMATION

I, ________________________, do hereby request the release of all medical records, optical records, correspondence, and office notes concerning my examination and treatment by _________________________of ____________, Maine.
Permission is granted to Dr. ____________________, O.D. to release this information to the Maine Board of Optometry at 113 State House Station, Augusta Maine 04333 for the purpose of a complaint review.
This permission will expire one year from the date of request.

Signed: _________________________


    Signature of Complainant
Date: _____________________

