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Visual Aids Foundation, Inc

AUTHORIZATION FOR THE RELEASE OF EVALUATION/ASSESMENT RESULTS 

I HEREBY AUTHORIZE THE ____________________________________________TO RELEASE A COPY 

OF MY ASSESSMENT/EVALUATION RECORD OR PORTIONS SPECIFIED BELOW 


TO: ________________________________________________________________________________________ 

VISUAL ASSESSMENT COORDINATOR, MASSACHUSETTS VISUAL AIDS FOUNDATION, INC 

NAME OF PATIENT: ____________________________________________DATE OF BIRTH: _________ 

ADDRESS: ______________________________________________________________________________ 

CITY____________________________________________STATE____________________ZIP_______________ 

SIGNATURE:______________________________________________________DATE:______________ 

WITNESS: _________________________________________________________DATE:______________ 

IF CONSENTING PARTY IS OTHER THAN THE PATIENT: ____________________________________ 

SIGNATURE: ______________________________________________________DATE: ______________ 

RELATION TO PATIENT: ______________________________________________________________ 

WITNESS: _________________________________________________________DATE: ____________ 
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