
 
 
RICHARD JAMES PICCIONE, M.D.       ERICA V. LUKASKO, O.D.  
 
 
Patient Last Name      First Name      MI  
 
Address           M F  Age   
 
City/State/Zip               
 
Date of Birth      Social Security #        
 
Employer         Occupation        
 
Preferred Language         Race       
 
Ethnicity:       Hispanic or Latino               Not Hispanic or Latino                    Unknown                        Refuse to answer  
 
Home Phone #:    Cell #:     Work: #      
 
Email:              
 
Preferred Method of Contact Circle One:   Home Phone     Cell Phone       Email 
 
 
 
Spouse’s Name       Social Security #       
  
Cell #      Work #       
 
Employer       Occupation       
 
Name & Phone # of person not living at home in case of an emergency         
 
 

***INSURANCE INFORMATION*** 
 

Insurance Name:               
 
Policyholder’s Name              
 
Policyholders Date of Birth     Policyholders SSN      
 
 

AUTHORIZATION AND RELEASE 
 I authorize the doctor to release any information including the diagnosis and the records of any treatment or examination 
provided during the period of such care to my insurance company and/or health practitioners.  I also authorize payment to Richard J. 
Piccione, M.D. / Erica V. Lukasko, O.D.  of medical benefits for services rendered. 
 I understand my chart may be selected by insurers to perform periodic review of medical records to ensure compliance 
with insurance company policies.  I further understand the confidentiality of the information in my chart will be preserved.  I consent 
to such review and release the physician of liability for any reasonable review of my chart.   
 
Patient 
Signature         Date      
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