
!  

I, _______________________________________________, hereby request that any 
and all medical information be released to: 

Envision Eye & Aesthetics 
3000 Monroe Ave 

Rochester, NY 14618  

Phone:  585-444-EYES (3937) 
Fax:  585-625-0157 

Email: info@envisionroc.com 

Signature:  ________________________________________      

Date: _______________________________


