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PERMISSION TO RELEASE PATIENT RECORDS

I, ________________________________________, DOB____/____/____, request that 
CENTRAL POINT EYECARE, PC release records for transfer of care:
TO:__________________________________________________________________________

Signed (Patient) _____________________________ Date ________________
Signed (Witness) ____________________________ Date ________________
650 E PINE STE, STE 105, CENTRAL POINT, OR 97502
TEL: 541.664.5535  ~  FAX: 541.664.7745
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