Release of Information Form
for Missouri Council of the Blind

Adaptive Technology Grant
*To verify blindness, Applicant must complete name, address and phone number of the physician; sign and date this Release Form and enclose it with the application.

I hereby authorize the following named physician, ophthalmologist, organization, agency or other qualified authority to provide Missouri Council of the Blind any requested information about my eye condition, visual acuity and field of vision:

	Name of Organization, Agency, Business, etc.:

	_______________________________________________

	Contact Name:
	_____________________________

	Title or Position:
	_____________________________

	City/State/Zip:
	_____________________________

	Physician’s Phone:
	_____________________________

	Physician’s Fax:
	_____________________________

	

	Applicant Signature:
	_____________________________

	Printed Name:
	_____________________________

	Date:
	_____________________________


