
Dr. Charles M. Tarnoff            
Dr. Keith S. Hilliard       

Optometrists     
  

Welcome To Our Office!    
  

PATIENT NAME                                           NICKNAME                            DATE OF BIRTH                        
          SALUTATION (please circle one) Mr.  Mrs.  Miss  Ms.  Dr.    
  
MAIL ADDRESS                                                       TELEPHONE: (home)                                         
                                                                                            (work)                                          
                                                                                            (e-mail)                                                  
  
SOCIAL SECURITY NUMBER                                  
  
SPOUSES NAME (if applicable)                                          PARENTS NAME (if patient/dependent)                                   
  
EMPLOYER/SCHOOL (Patient)                                                 OCCUPATION (if applicable)                                       
  
How did you hear about us?    Friend     Family    YellowPages    Newspaper    Radio    TV    Physician    Other 
If family, friend, or physician:  NAME OF REFERRING PERSON                                                                      
  
Has anyone in your household ever been a patient of ours?           Yes         No 
If Yes, name of patient:                                                              
  
Have you ever worn glasses?           Yes         No               Contact Lenses?             Yes         No 
Do you presently wear glasses?            Yes         No           Contact Lenses?             Yes         No 
    If yes, are you interested in information on Laser Vision Corrective Surgery?          Yes         No 
  
Are you under a physician's care, or taking prescription medication for any reason?          Yes         No  If yes,  
state reason for care and/or name of any medications:                                                                               
  
Have you ever had any type of eye surgery or eye disease?          Yes         No  If yes, state type of surgery,  
doctor, and when:                                                                
  
Do you  have any eyecare insurance?          Yes         No 

If yes, subscriber name:                                          

Agreement Number:                                          Group Number:                                                   
Check One:      Blue Shield                  NVA           Medicare                    Funds/Medicare           
                     IUP Faculty                  VSP           65 Special                   Best Health                 
                     UFCW                         VBA           Other                 
If other, Name of Company:                                                                         
                         Address:                                                                          

  
Payment is requested when services are rendered. 

If you do not have insurance, your method of payment?           Cash                Check                Bank Card 
  

We Appreciate the Opportunity to Serve You 
  

  


