
 

  

CHICAGO CORNEA CONSULTANTS, Ltd. 
                Diseases and Surgery of the Eye 
                  Cornea and External Diseases 
                    Refractive Corneal Surgery 

Randy J. Epstein, M.D. 

Parag A. Majmudar, M.D. 

Douglas S. Kaplan, M.D. 

Maria E. Rosselson, M.D. 

Rachel H. Epstein, MD 

Charles A. Faron, O.D. 

Marsha M. Malooley, O.D. 

Tiffany M. Andrzejewski, O.D. 

Brian D. Doyle, O.D. 

          

 

 

 806 Central Ave. ● Suite 300 ● Highland Park, IL 60035 ● (847) 432-6010 ● Fax: (847) 432-8241 

1585 N. Barrington Rd., Doctors Bldg. #2 ● Suite 502 ● Hoffman Estates, IL 60169 ● (847) 882-5900 ● Fax: (847) 882-6028 

Rush University Med. Center, 1725 W. Harrison St. ● Suite 928 ● Chicago, IL 60612 ● (312) 942-5300 ● Fax: (312) 942-4045 

Internet address: www.chicagocornea.com 

 

Patient Name:        Date:  

 
Dear Patient, 

Please fill out the form below, the best that you can, so that we can obtain information about 
the pharmacy you would like us to use for our electronic prescribing for your medications. 
Thank you.  

 

 

Pharmacy Name: 

Street Address/Corner of: ___________________________________ 

City / State: _____________________________________________ 

Phone Number: _____________________ 

 

Referring Eye Doctor Name: __________________________________ 

City / State: ______________________________________________ 

Phone Number: _____________________ 

 

Primary Care Physician Name:      _ 

Practice Name: ___________________________________________ 

City / State: ______________________________________________ 

Phone Number: _____________________ 

 

 

Staff Only:  

Patient Account #: __________________   Tech. Initials when completed:    

         PCP not in system 

         Referring Dr. not in system 

         PCP/Ref. Dr. Entered by _________ 
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ACKNOWLEDGMENT OF RECEIPT OF THE 

NOTICE OF PRIVACY PRACTICES 

 

I understand that as part of my healthcare, Chicago Cornea Consultants, Ltd. originates and 
maintains health records describing my health history, symptoms, examination and test 
results, diagnosis, treatment, billing information and any plans for future care or treatment. I 
understand that this information serves as: 
 

• A basis for planning my care and treatment, 

• A means of communication among the many health professionals who contribute to 
my care, 

• A source of information for applying my diagnosis and surgical information to my bill, 

• A means by which a third party payer can verify that services billed were actually 
provided, 

• A tool for routine health care operations such as assessing quality and reviewing the 
competence of healthcare professionals, and 

• A means by which payment for services can be made. 
 

I acknowledge that Chicago Cornea Consultants, Ltd. has provided me with a copy of 
its NOTICE OF PRIVACY PRACTICES (“NOTICE”) that provides a more complete 
description of information uses and disclosures. 
 
I understand that for convenience or necessity I would like my health information available to 
the following friends or family members: 
 
 
________________________   ________________________ 
 
________________________   ________________________ 
 
 
 
________________________   ___________ 
Patient Signature     Date 




