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Main	
  reason(s)	
  for	
  today’s	
  appointment:	
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Medications:	
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“Comprehensive	
  Eye	
  Care	
  for	
  the	
  Entire	
  Family”	
  
Through	
  Vision	
  Testing	
  *	
  Eye	
  Disease	
  Diagnosis	
  *	
  Emergency	
  Eye	
  Care	
  Treatment	
  *	
  Specialty	
  Contact	
  Lens	
  Care	
  *	
  Finish	
  Quality	
  Eyewear	
  and	
  Sunglasses	
  


