
 

 

                                              WELCOME TO THE OFFICE OF 

                      RICHARD L. SILVER, O.D. AND RANDY TAKETA, O.D.,F.A.A.O. 

 

To help us better serve you, please complete the following:                        DATE:_____________________ 

 

NAME_____________________________________________________  MARITAL STATUS:  S M D W DP 
           LAST                                   FIRST                                   MIDDLE  

 

ADDRESS:____________________________________________________________________________ 
                  NUMBER                   STREET                         APT #                    CITY                     ZIP CODE  

E-MAIL ADDRESS:________________________________ 

 

SOCIAL SECURITY #______________________________  DRIVERS LICENSE #_________________ 

 

BIRTHDATE:_______________________  AGE:____     OCCUPATION:_________________________ 

 

HOME PH. #____________________ WK PH. #__________________  CELL PH. #_________________ 

 

EMPLOYER:_______________________________  WORK ADDRESS:__________________________ 

 

SPOUSE:________________________________ SPOUSE EMPLOYER:__________________________ 

 

SPOUSE WORK ADDRESS:_____________________________SPOUSE WK PH. #________________ 

 

SPOUSE SOCIAL SECURITY #__________________________ DRIVERS LICENSE #______________ 

 

REPONSIBLE PARTY FOR PAYMENT:____________________________________________________ 

 

GENERAL FAMILY DOCTOR:________________________________ DATE LAST SEEN:__________ 

 

WHOM MAY WE THANK FOR REFERRING YOU?_________________________________________ 

 

PREFERRED METHOD OF PAYMENT:  (PLEASE CHECK ONE) 

(  ) CASH / CHECK                     (  )  MC / VISA 

 

ARE YOU A MEMBER OF ANY OF THE FOLLOWING:   

(  )  VISION SERVICE PLAN  (VSP)            (  )  MEDICARE 

(  )  BLUE SHIELD PREFERRED PLAN       

 

 

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor 

and is not a substitute for payment. Some companies pay fixed allowances for certain procedures, and other 

pay a percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance, or other 

balances not paid for by your insurance. 

WE DO COMPLETE FORMS FOR MEDICARE. 

 

IN ORDER TO CONTROL YOUR COST OF BILLING, WE REQUEST THAT OUR CHARGES FOR 

OFFICE VISITS BE PAID AT THE CONCLUSION OF EACH VISIT. 

 

To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure 

of portions of the patients record. I hereby assign all medical benefits, to include major medical benefits to 

which I am entitled including medicare, private insurance, and other health plans to: 

RICHARD L. SILVER, O.D. AND RANDY TAKETA, O.D.,F.A.A.O. 

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be 

considered as valid as an original.  I understand that I am financially responsible for all charges whether or 

not paid by said insurance. 

I hereby authorize said assignee to release all information necessary to secure payment. 

 

SIGNED_____________________________________________   DATE______________________ 


