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Request to Transfer Records to Mt Baker Vision Clinic

Eye health records
Spectacle and contact lens prescription 

From:
     Doctor/Clinic Name: ______________________________________
     Address: ________________________________________________
     City: ____________________  State: _______  Zip: _____________
     Phone: _____________________  Fax: _______________________

I hereby authorize the release of my health care records or copies of such, and request they be released to:

Mt Baker Vision Clinic
720 Birchwood Ave
Bellingham, WA 98225
Phone: (360) 733-1720
Fax: (360) 733-0109

Patient Name: _________________________________  Date of Birth: ___________________
Signature: _____________________________________ Date:___________________




Confidentiality Notice: The information contained in this material is privileged and is intended to be read only by the individual(s) named above. Unauthorized use, disclosure, copying, distribution, or the taking of any action in reliance in the contents of this information is strictly prohibited.Request to Release Records

I hereby authorize Mt Baker Vision Clinic to release the following health care information:

All health care information in my medical record
Health care information in my record relating to: ___________________________________
Health care information in my record for the date(s): ________________________________

To:
     Doctor/Clinic Name: ______________________________________
     Address: ________________________________________________
     City: ____________________  State: _______  Zip: _____________
     Phone: _____________________  Fax: _______________________


Patient Name: _________________________________  Date of Birth: ___________________
Signature: _____________________________________ Date:___________________
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New Soft Contact Lens Wearers

As a new contact lens patient, we plan to give you significant additional time and effort initially to ensure
proper and safe adaption to contact lenses. This process includes a series of visits with your doctor and the
contact lens technician. A first-time contact lens wearer requires a preliminary start-day visit consisting of the
initial fitting of the contacts by the doctor and mastery of the insertion and removal process by the patient
with the technician. Following this, a series of visits with the doctor over the next 90 days is included to
ensure that the fit was successful.
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