WEST OPTOMETRY

for life

Patient Record Request Form

I hereby request my records (including allimaging and visual field results) be transferred to

West 5 Optometry.

Patient Name: Previous Office/Doctor:
Date of Birth: Today’s Date:
Signature:

Thank you in advance for the transfer of the files, images and all other information. You can
email the files to welcome@west50.com orfaxto 519-471-5757

Thankyou,

West 5 Optometry

1295 Riverbend Road Suite 112 London ON N6K 0G2
P. 519.474.4900 F.519.471.5757 | welcome@west50ptometry.com | west5optometry.com
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