DATE:  _______________

Lynette Devine, O.D.

Our doctor is happy to submit results of your comprehensive eye exam to your primary care physician or medical specialist. Please complete the following information so that we can forward your results without delay.

Name of Medical Practice:_____________________________________________________   
Physician’s Name:____________________________________________________________
Physician’s Mailing Address:____________________________________________________
[bookmark: _GoBack]City:_____________________________________ State:____________ Zip:______________
Physician’s Phone Number:_____________________________________________________
Physician’s Fax Number:_______________________________________________________
Patient Name:________________________________________________________________
Patient’s Date of Birth: _________________________________________________________
Patient Signature:______________________________________________________________





