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LaGrange, Ohio 44050

440-355-LION

Patient's name: _________________________________________
Date of birth:  ______/______/______

LAST FOUR numbers of  Social Security Number XXX-XX-_______

Address: _______________________________ (Street)

                 _______________________________ (City, State, Zip)

Telephone number: (_____) ______-__________

I HEREBY AUTHORIZE THE MEDICAL PROVIDER, DR. JOANN M. CLASS OD, LTD AND/OR EMPLOYEES OF WAL-MART VISION CENTER IN OBERLIN, OHIO TO DISCUSS THE MEDICAL INFORMATION WITH THE CHAIRMAN OF THE LAGRANGE LIONS CLUB OF LAGRANGE, OHIO.  THE MEDICAL INFORMATION  DISCUSSED MAY INCLUDE SERVICES PROVIDED, ADDITIONAL MEDICAL CONDITIONS, AND/OR COMPLICATIONS THAT PERTAIN DIRECTLY TO THE HELP BEING PROVIDED BY THE LAGRANGE LIONS CLUB OF LAGRANGE, OHIO TO OBTAIN AN EYE EXAMINATION AND GLASSES. 
Medical Provider:  Dr. Joann M. Class OD, LTD
Provider's Location:  Wal-Mart Vision Center in Oberlin, Ohio

Eye Glass Chairman of the LaGrange Lions Club: Lion Robert Ripley
Patient's Signature:  ___________________________________________
Date: ______________________________
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