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COFFMAN VISION CLINIC

See what you've been missing!
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PATIENT RECORD RELEASE STATEMENT

PLEASE READ THE FOLLOWING CAREFULLY:

I authorize

(eye clinic or facility where you were previously seen)

to release medical information to Coffman Vision Clinic for necessary
continuation of care for my family/dependents and me.

[/

Signature Date

Which information do you wish to release/view?
____Ophthalmology Records  Physician Office Chart Notes  Other

Dates: From through

Patients Printed Name

Notice: This telecopy transmission may contain confidential or privileged information. It
is intended only for the use of the recipient named above. If you are not the intended
recipient, any disclosure or copying of this transmission, or the taking of any action based
on this transmission, is strictly prohibited. If you have received this in error, please
immediately notify us by telephone to arrange for its return.

Dr. Michael Coffman & Dr. Erin Follen www.Coffmanvision.com
Optometric Physician mcoffman@CoffmanVision.com
61535 S Hwy 97, Suite 16 ph. 541-389-4774

Bend, OR 97702 fax 541-389-3971



