
Patient’s Name ______________________________

______________________________________________

         __________________________________________

______________________________________________

______________________________________________

         __________________________________________

______________________________________________

______________________________________________

TOLEDO
723 Phillips Ave., Bldg. F
Toledo, OH 43612 
419.476.4248
Fax: 419.476.6655 

SANDUSKY
1807 W. Perkins Ave. 
Sandusky, OH 44870
419.625.5373
Fax: 419.625.5377

AMHERST
205 N. Leavitt Rd. 
Amherst, OH 44001 
440.988.5770
Fax: 440.988-5776
  
NORTH OLMSTED
28350 Lorain Rd.
North Olmsted, OH 44070 
440.979.9226
Fax: 440.979.9326

Date __________________  

Rx

Dx

_______________________________________
Signature


