Thank you for your cooperation as we comply with the current insurance requirements. 
In order to comply, we request to obtain a medication list from your primary care physician.


Patient’s Name: _____________________________ Date of Birth:_______________________

Address: ______________________________________________________________________


I authorize:

Colleyville Vision Associates
Dr. Carolyn Helbert-Green, O.D.
Dr. Crystin Webb, O.D.
1213 Hall Johnson, Suite 300
Colleyville, TX 76034
Fax (817)-428-0457 • ALT Fax 817-993-5278  • Telephone (817)-428-0400

To obtain my medication list from my primary care physician listed below:


Primary Care Physician: _________________________________________________________


City:        _____________________________________________________________________


Phone:     _______________________________Fax: __________________________________

□  I do not have a PCP at this time.

Patient/Guardian Signature (required): ______________________________________________

Relationship to Patient: __________________________________________________________  

Date: ________________________________________________________________________


Notice to person or agency receiving this information: This information has been disclosed to you from records whose confidentiality is protected. Statuses and regulations prohibit you from making further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general authorization for the release of medical or other information is not sufficient for this purpose.


