
 

AVERY EYE CARE CENTER 

Edward A. Peters III, O.D.     Edward A. Peters IV, O.D. 
Thu To, O.D.     Zachary Peters, O.D. 

Jennifer Eaton, O.D.
PATIENT INFORMATION 

Name (Last, First) 	 	 	 	 	 	 Male / Female 	 DOB: 	 	 	 	  

Home Address: 		 	 	 	 City: 	 	 	 State: 	 	 	 Zip:	  	     

Marital Status:  S     M     D      W     Social Security #: 	 	 	 Employer: 	 	 	 	  

Cell Phone: 	 	 	 	 	 Secondary Phone: 	 	 	 	  (Work / Home) 

Primary Care Physician: 		 	 	 	 	 Phone # 	 	 	 	  

Email: 	 	 	 	 	 	 	 	 Communication Preference: Text / Call  

How did you learn about us? 	 	 	 	 	 	 	  

I give Avery Eye Care Center permission to have access to medical history: Yes / No 

ACKOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES 

The law requires that Avery Eye Care Center make every effort to inform you of your rights related to your personal 

health information. By my signing below. I acknowledge that: 

o I have read or had explained to me Avery Eye Care Center’s Notice of Privacy Practice and agree to continue my 

care with Avery Eye Care Center under said terms. 

o I was given the opportunity to read Avery Eye Care Center’s Notice of Privacy Practices and 

declined but wish to continue my care with Avery Eye Care Center under the terms of Avery Eye Care Center’s 

privacy policies. 

The following individuals have my authorization to access my Protected Health Information 

	 	 	 	 	 	 	 	 	 	 	 	  

Name                                                      	 	 Relationship                  	 	         Date of Birth 

	 	 	 	 	 	 	 	 	 	 	 	  

Name                                                      	 	 Relationship                  	 	         Date of Birth 

I have read and understand this form. I am signing it voluntarily.                                                     ***Patient declines to sign Acknowledgement 	 	

	 Staff initials: _____________ 

__________________________        	 	 	                  

Patient                                                                                 Date 

If you are signing as a personal representative of the patient, please indicate your relationship. (Required if patient is a minor or an 

adult unable to sign form)  

____________________________                                _________________________ 

Representative                          	 	 	                                            Relationship to Patient 

To download copy of our Privacy Statement scan here:   

Patient Information
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AVERY EYE CARE CENTER 

Edward A. Peters III, O.D.     Edward A. Peters IV, O.D. 
Thu To, O.D.     Zachary Peters, O.D. 

Jennifer Eaton, O.D.

Name (Last, First) Date:  

Emergency Medical Consent

Emergency Contact Information:

Primary Contact Name: _______ _______________

Relationship: ___________________________ 

Phone Number: __________________________

Secondary Contact Name: _______________________ ____ 

Relationship: ___________________________ 

Phone Number: ___________________________

Consent for Emergency Treatment:

I authorize medical personnel to provide emergency medical treatment to me if the above emergency 
contact(s) cannot be reached. This may include first aid, CPR, medication administration, or 
transportation to a medical facility. Every effort will be made to contact them prior to treatment.

Signature of Parent/Guardian or Adult Patient: ____________________ _______ 

Date: ___________________________

------------------------------------------------------------------------------------------------------------------
Office Use Only

Form entered by: ___________________________ Date: ___________________________ 

	 	 	 	 	 	 	 	 	 	  

	 Acct # 	 	 	  
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AVERY EYE CARE CENTER 

Edward A. Peters III, O.D.     Edward A. Peters IV, O.D. 
Thu To, O.D.     Zachary Peters, O.D. 

Jennifer Eaton, O.D.
CONSENT FORM FOR TEXT DELIVERY OF PRESCRIPTION 

I would like my eyeglasses and/or contact lens prescription sent to me electronically via text.  

  Yes  

  No 

Signed Acknowledgement 

Please sign below to acknowledge that you were given an opportunity to receive a copy of your glasses / contact 

lens prescription sent to you electronically via text.  

Patient Signature: 	 	 	 	 	 	 	 	 	  

Printed Name: 	   	 	 	 	 	 	 	 	 	  

Today’s Date: 	 	 	 	 	 	  

*** If you have opted out of receiving communications from our office and want to receive your prescription, 

you will need to text 989-267-8118 and reply START to opt back in *** 

Sent: 	 	 	  
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