Lewyckyj~Taglia~Felton Eye Clinics

Northwest Indiana Eye Associates, P.C.

@)

Patient Information (please print)

Name M/F’
Date of Birth Age
Address
Street City State Zip Code
Phone: Home () Cell ( ) Email:
Occupation Employer
Address Work ()
Marital Status: Single Married Widowed Divorced
Spouse Name D.O.B.
Employer Work ()
Responsible Party DOB___ Relationship
Address
Home Phone ( ) Employer
Power of Attorney (if Applicable) Relationship
Address Phone ( )

Emergency Contact Relationship Phone ( )

Relationship___ Phone( )

Pharmacy Information
Preferred Pharmacy(s)

Location

Mail-Order Pharmacy

Consent to Release Medical Information
[ 1 choose not to share my information with anyone.
O give consent to my physician, and their staff to discuss my medical care and medical information with:

Name(s) Address Relationship

Signed (Patient or parent if minor) Date

Privacy Practices

:Policy is available upon request in our office and on our website www.ltfeyeclinics.com as required by law.

Signed (Patient or parent if minor) | Date
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