
Responsible Party DOB Relationship

Address

Home Phone ( ) Social Security #

Power of Attonery (if Applicable) Relationship

Address Phone ( )

Social Security #

Social Security #

 I choose not to share my information with anyone.
 I give consent to my physician, and their staff to discuss my medical care and medical information with:



 All Insurance cards given to clinic ______ (initials)

Workers Compensation (job injury) to who is the bill to be sent?

Address

Contact Person Phone ( )

















































































































































































































Lewyckyj  Taglia  Felton Eye Clinics

We Care For Your Eyes www.ltfeyeclinics.com

VALPARAISO Main Office - 1620 Country Club Road, Suite D  Valparaiso, IN 46383  219-462-0309  1-800-393-8257  Fax 219-465-7332
CROWN POINT Medical Arts Center - 297 West Franciscan Lane, Suite 101  Crown Point, IN 46307  219-662-0999  1-800-258-7794  Fax 219-662-1080
MUNSTER Heartland Memorial Hospital - 701 Superior Avenue, Suite A  Munster, IN 46321  219-934-0150  1-800-964-8892  Fax 219-934-0152

PATIENT INFORMATION

Pharmacy Information

PREFERRED LANGUAGE RACE

Name: Today’s Date:

Date of Birth _____/_____/_____

 English

 Spanish

 Refuse to Answer

 American Indian/Alaska Native

 Black/African American

 Asian

White

 Native Hawaiian

 Other Pacific Islander

 Refuse to Answer

ETHNICITY
 Hispanic or Latino

 Non-Hispanic or Latino

 Refuse to Answer

Preferred Pharmacy(s)

Location

Mail Order Pharmacy
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