
 
 

Personal Disclosures 
 

Advanced Eyecare understands that sometimes we need support from family or friends with 
managing our healthcare needs. As such, you may designate individuals who the office may 
speak with on your behalf. This information will be valid unless you revoke it in writing, or by 
completing a new disclosure form.  

 

_____ I do not want my health or billing information disclosed to any additional individuals. 

 

_____ I authorize the office to disclose any billing or financial information to the following 
individuals: 

________________________________ 

________________________________ 

________________________________ 

________________________________ 

________________________________ 

________________________________ 

 

_____ I authorize the office to disclose any health information related to my care and treatment 
to the following individuals: 

________________________________ 

________________________________ 

________________________________ 

________________________________ 

________________________________ 

________________________________ 

 

Notes: ______________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 

Signature: __________________________________   Date: ___________ 

 


