
Clinical Research Study Patient Registration and History Form                
David L. Wirta,  MD

Date: _____________

Patient Name: ____________________________________________

Address: ________________________________________________________

________________________________________________________
city state zip

E-mail address________________________________________________________

Phone No. (home)  (          ) ________________________________

Phone No. (work)   (          ) ________________________________

Mobile No.             (           )________________________________

Sex:  �  Male �  Female

Birth date:  _________________ Age:_________ years

Eye Color: �  Blue     �  Brown    �  Green     �  Hazel    �   Grey

Race:  �  Caucasian     �  Black    �  Asian     �  Hispanic   �   Other:___________
       pls.specify

Marital Status:�  Single    �  Married   �  Divorced    �  Widowed

How were you reffered to the Eye Research Foundation? 
               �  Dr. Wirta    �  Newspaper Ad ____________________  �  Dr. _________________

pls specify which paper          pls specify name
Patient Social Security No.     _________________________________________

Name of Primary Care MD:  ___________________________

Name of Ophthalmologist:     ___________________________   Last exam date:__________

In case of emergency, please provide the name of a contact that does not live in your 
household:

Name: __________________________       Relationship: ________________________

Home Phone: (       ) _________________   Work Phone: (       ) __________________
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