
 RECORDS RELEASE REQUEST/ AUTHORIZATION 

 I hereby authorize you to release my records: 

Date:___________________ 

Patient Name:________________________________________

Date of Birth:_________________________________________

Parent/Guardian if applicable:____________________________ 

Clinic/Facility Name: ___________________________________ 

Attention:_____________________________________________

Address:______________________________________________

_____________________________________________________

Phone:_______________________________________________

Fax:_________________________________________________ 

Other Notes: __________________________________________ 

_____________________________________________________ 

 Signature: X______________________________________________________________ 

FROM Lifetime Vision Care, LLC 
901 NW Carlon Ave, Suite 2 Bend
OR, 97703 
P: (541) 382-3242 
F: (541) 317-3579 

TO Lifetime Vision Care, LLC 
901 NW Carlon Ave, Suite 2
Bend OR, 97703 
P: (541) 382-3242 
F: (541) 317-3579 
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