
Trepke Vision Care 

Patient information: 

NAME_____________________________________________________________ 

ADDRESS___________________________________________________________ 

CITY, STATE, ZIP______________________________________________________ 

BIRTHDATE__________________ [ ]MALE    [ ]FEMALE         AGE_______________ 

HOME PHONE_______________ CELL_______________ WORK_______________ 

E-MAIL ADDRESS_____________________________________________________ 

OCCUPATION___________________  INTERESTS/HOBBIES___________________ 

Insurance information: 

VISION INSURANCE COMPANY__________________________________________ 

SUBSCRIBER NAME_______________________ SUBSCRIBER BIRTHDATE________ 

MEDICAL INSURANCE COMPANY and I.D. #________________________________ 

SUBSCRIBER NAME_______________________ SUBSCRIBER BIRTHDATE________ 

ADDITIONAL OR SECONDARY INSURANCE?________________________________ 

Notice of Privacy Practices: 

I ACKNOWLEDGE THAT I HAVE BEEN OFFERED A COPY OF TREPKE VISION CARE’S 

NOTICE OF PRIVACY PRACTICES.  

SIGNATURE_______________________________ DATE_____________________ 

                      (PATIENT OR PARENT/GUARDIAN) 

 

Visit us online at TREPKEVISIONCARE.COM and LIKE us on facebook. 


