
 

 
       Jilma H. Ellison, O.D., F.A.A.O 
   Donald F. Ellison, O.D., M.S.,F.A.A.O 
________________________________________________ 
 
 

Request for Patient Record 
 
 

I, ___________________________________, do hereby request a copy of 
my health record and/or most recent prescription to be sent as soon as 
possible to: 
 

Trinity Eye Associates 
3635 Aloma Ave. Ste 1029 

Oviedo, FL 32765. 
Telephone: 407-678-9151 

Fax: 407-965-3309 
 
Thank you in advanced for your prompt attention to this matter 
 
____________________________________________   ________________ 
Signature        Date 
 
____________________________________________  ________________ 
Print          DOB 
 
 
Jilma H. Ellison, O.D., F.A.A.O 
Donald F. Ellison, O.D., M.S., F.A.A.O. 
	
  


