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Dr. Scott Borgholthaus
1867 First Street Cheney, WA 99004
Ph. (509)235-2010 / Fx. (509)235-2011

Vision Haus
Patient Authorization Form
I, ___________________________________ authorize ____________________________ 
 to disclose my medical records / information for the proceeding of my eye care to Vision Haus. I certify that this request has been made freely voluntarily and without coercion and that the information given above is accurate, I understand that I will receive a copy of this form after I sign it, I may revoke this authorization, in writing, at any time except to the extent that action has already been taken to comply with it.
Patient Name: ___________________________________________________
Date of Birth: ____________________________________________________
Address: ________________________________________________________
________________________________________________________________
Phone: __________________________________________________________
Records Requested / Date(s) of Service: ________________________________
_________________________________________________________________

Patient Signature: _____________________________________________ Date: ____________
Relationship To Patient: ____________________ Name: _______________________________

Please fax information to Vision Haus at (509)235-2011. If there are any questions about the information listed above, please contact our office at (509)235-2010. Thank you.
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