
 
Mark E Tafoya, MD 
Confidential Information 

PATIENT INFORMATION:  

 

Patient Name: ________________________________________________ Nickname: ________________ 
 

Address: ______________________________________________________________________________ 
 

City, State  Zip: _________________________________________________________________________ 
 

Date of Birth: ________________________       M  F      Student Status: Full Time   Part Time  
 

I prefer to be addressed as:  He/Him  She/Her  They/Them   Other:______________ 

      Mr           Mrs           Ms           Doctor           Rev  

Marital Status: S  M  D   W  Other    Social Security Number: ____________________________  
       

Home Phone: (     )___________________________     Cell Phone: (     )__________________________ 

 

Occupation: ________________________________      E-mail: __________________________________ 

   

Employer:  _________________________________     Work Phone: (     )_________________________ 
 

Work Address: _________________________________________________________________________ 
 

City, State  Zip: _________________________________________________________________________ 
 

 

Referred By: _______________________________         Driver’s License #: ________________________ 

 

Primary Care Physician: _______________________      PCP Office Location: _______________________ 

 
 

If married or legal guardian please complete below: 
 

Name: ____________________________________  Relationship: ___________________________ 
 

DOB: _____________________________________  SS#: _________________________________ 
 

Work Phone: (     ) __________________________ 
 

INSURANCE INFORMATION: 

 

Insurance Company: __________________________ Policy/Group#: _________________________ 
 

Subscriber’s Name: ____________________________ Subscriber’s DOB: _______________________ 
 

Subscriber’s Sex: M   F   Subscriber’s Relationship to patient: __________________________ 
 

Insurance Company: __________________________ Policy/Group#: _________________________ 
 

Subscriber’s Name: ____________________________ Subscriber’s DOB: _______________________ 
 

Subscriber’s Sex: M   F   Subscriber’s Relationship to patient: __________________________ 
 

Workman’s Comp. Claim?  Yes    No      Ins. Carrier: ______________________________________ 
 

Date of Injury: _______________________________ Auto Accident?  Yes  No  
 

 



                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                       
If Subscriber’s address is different from patient please fill out below: 

Address: ______________________________________________________________________________ 

Phone: (      ) _______________________________ 

RESPONSIBLE PARTY INFORMATION:  

Name of Responsible Party: _______________________________________________________________ 

Address: ______________________________________________________________________________ 

City, State  Zip: ________________________________________________________________________ 

Phone:  (      )________________________ Date of Birth: ______________________    M  F  

Social Security: _______________________________        Student Status: Full Time   Part Time  

Occupation: ______________________________     Employer:  _________________________________ 

Address: ______________________________________________________________________________ 

City, State, Zip: _________________________________________________________________________ 

Work Phone: (     )____________________ext. _________   Cell Phone: (     )______________________ 

Marital Status: S  M  D    W  Other      E-mail: ________________________________ 

 

Emergency Contact: _____________________________________________________________________ 

Relationship: ________________________________   Phone:  (     ) __________________________ 

 

I authorize release of confidential medical information to the following contact persons: 

Name: ________________________________  Name: ________________________________ 

Phone: (     )___________________________  Phone: (     )___________________________ 

Relationship: ___________________________  Relationship: ___________________________ 

 

I verify that the above information is correct.   

Signature of Patient/Legal Guardian: __________________________________ Date: ________________ 

 

I authorize Pacific Retina Care℠ to leave medical information pertaining to my care by the following methods and 

will assume responsibility to notify them whenever this information changes (circle all that apply): 

Home Telephone        Home Answering Machine        Cell Phone/Voice Mail        Work Phone/Voice Mail        Email 

Signature of Patient/Legal Guardian: __________________________________ Date: ________________ 

 

Pacific Retina Care℠ • Mark E Tafoya, MD • 94-849 Lumiaina St #102 • Waipahu, HI 96797 • 808.676.4772 


