
AdvancedEyecare
For a Lifetime of Healthy Vision

Lawrence D. Reed, O.D.
Richard C. Wilson, O.D., F.A.A.O.
Dana J. Krause, O.D.
Stephanie A. Erker, O.D.
Jeffrey A. Harter, O.D.
Christine L. Mitts, O.D.

WELCOME TO OUR OFFICE
(PLEASE PRINT)

Name___________________________________________
Street_ _________________________________________
City_________________________State _____ Zip ______
Home Phone_____________________________________
Work Phone_____________________________________
Social Security Number_ __________________________
Employer (or School)_ ____________________________
Occupation (or Grade)_ ___________________________
Date of Birth________________  Age _____ Sex: M/F____
E-Mail__________________________________________
What is your Marital Status? M ___ S ___ D ___ W___
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