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New Patient Release Forms
Effective January 1, 2002

In order to comply with quality of care complaint mandates, and meet state, federal and client
requirements, effective January 1, 2002, it is necessary that all VSP doctors obtain patient consent
forms from their VSP patients authorizing the release of their medical records for the purpose of
Health Care Operations*. The signed consent form should be included in the VSP patient’s file.

In the event that your office does not have consent forms available, a sample form is enclosed for your
convenience. Please feel free to modify and use this sample form for your practice.

If you have further questions, please contact VSP’s Provider Services Support Line at (800) 615-1883.

*Health Care Operations includes any of the following activities related to covered functions:

● Conducting or arranging for medical review, legal services and provider review functions, including fraud and abuse
detection and compliance programs.

● Conducting quality assessment and improvement activities, including outcomes data evaluation and development of
clinical guidelines, provided that obtaining generalizable knowledge is not the primary purpose of any studies
resulting from such activities.

● Population-based activities relating to improving health or reducing health care costs, protocol development, case
management and care coordination and contacting of health care providers and patients with information about
treatment alternatives.

● Related functions that do not include treatment.



PATIENT CONSENT FORM

   Patient Name: __________________________________ Date of Birth: _________________

   I, _______________________________, consent Dr. ___________________to the release of medical
                         (self, parent or guardian)

   records for the above specified individual to:

VSP
P.O. Box 997100
Sacramento, CA  95899-7100

   I have read the above and foregoing consent for release of information. I do hereby acknowledge that I am
familiar with and fully understand the terms and condition of the consent.

Signature: ___________________________________  Date: _________________________

PLEASE READ CAREFULLY: I understand that my medical records are confidential. I understand that by
signing this consent form I am allowing my medical information to be released upon VSP’s request, to VSP for
the purpose of Health Care Operations (including, but not limited to, provider review functions, claims
payment and quality assessment). I also understand that I may revoke this consent by written request, at any
time, with this doctor.  If revoked, it is understood by all parties that all information released prior to being
notified of such revocation was made with my consent.

For additional information on VSP’s Patient Confidentiality Policy, please refer to: www.vsp.com. VSP updates
the Patient Confidentiality Policy periodically and reserves the rights to make changes as required.

I understand that I have the right to restrict the disclosure of specific information in my medical records if I
request such restriction in writing.  I also understand that my request for restriction may be denied if the
information restricted is required for Health Care Operations.
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