
Patient Name: ____________________________________   __________________________   _________

Address: ________________________________________   ___________________   _______   _________

Home Phone: (   ) __________________________________  Work Phone: (   ) _________________________

Date Of Birth: _________________________________  Sex:  M ____  F ____  Marital Status:  M   S   W    D

Family Physician: _________________________________  Address: _________________________________

How did you hear about our practice?

___ Referred by Dr. ___________________________	 ___ Friend ________________________________

___ Newspaper _______________________________	 ___ Radio _________________________________

___ Television ________________________________	 ___ Yellow Pages __________________________

___ HMO ___________________________________	 ___ Vision Screening ________________________

___ Hospital _________________________________	 ___ Other ________________________________

Your Social Security Number: # __________ - ______ - ___________

Employers Name: ____________________________________________________

Employers Address: __________________________________________________

Spouse or Parent Name: _______________________________________________

Please List Health Insurance(s):

1) _________________________________________	 3) _______________________________________

2) _________________________________________	 4) _______________________________________

I request that payment of authorized insurance benefits be made either to me or on my behalf to Deleware Eye Care Center, P.A. for any services 
furnished me by that physician or supplier. I authorize any holder of medical information about me to release to the insurance company (or 
companies if more than one) and its agents any information needed to determine these benefits or the benefits payable for related services.

Signature: _____________________________________________________  Date: ____________________
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Gary I. Markowitz. M.D.
Paula C. Ko, M.D.

Jason G. Moyer, O.D.
Holly Salloga, O.D.

Kristen M.Semenick, O.D.
William Velardi, Jr., O.D.
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