Dear Vision Care Patient,

It is the understanding of the Oklahoma Board of Examiners in Optometry that you have a complaint relative to the nature of service you have received concerning vision care or optical material.

It is the policy of the Optometry Board to encourage optometrists to render the highest level of visual care with a patient’s visual problem and well being foremost in mind.  In such a highly human and precision service, we would expect some differences to occur in the delivery of vision care as in any health field.

We have prepared a report form for the investigation of complaints.  Its basic purpose is to reconcile doctor/patient relationships without any power of compulsion on either.  We seek to learn why communications have broken down.  Let us stress that we do not act on the basis of one complaint.  We seek both sides before making any recommendation.

In light of this information, would you please supply us with the information requested on the next page and mail to the following address:





Board of Examiners In Optometry





2008 S. Post Rd., Suite 200 

                        

Midwest City, OK  73130
Against whom is the complaint?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

When did it occur?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

The nature of the complaint (please give details):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you were a third party, how would you suggest resolving this complaint?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Your Name, Address, and Telephone Number:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Release of Records Form

DATE:

______________________________

TO:

______________________________




(Doctor’s Name)

I, ____________________________________________, authorize the release of the



    (Your Name)

records of ____________________________________________________   to:



 (Your name or name of dependant



The Board of Examiners in Optometry



2008 S. Post Road, Suite 200



Midwest City, OK  73130

____________________________________________



(Your Signature)

By State Law you must be advised that:

Pursuant to 63 O.S. Supp. 1992, Section 1-502, the information you authorize for release may include information that could be considered confidential information about communicable or venereal diseases which may include, but are not limited to, diseases such as Hepatitis, Syphilis, Gonorrhea and the Human Immunodeficiency Virus also known as Acquired Immune Deficiency Syndrome (“AIDS”).



