@ptech Inc.

MEDICAL INFORMATION REQUEST FORM

Product Date

Field Personnel Name

Telephone No.

Inquiry/Request

Professional Requesting Information

(Print Full Name)

(Check One)
] M.D. (] D.O. ] Ph.D. ] Pharm.D.
1 R.Ph. J R.N. ] N.P. []Other

Additional Title/Specialty or Practice

Institution

Address

City State Zip

Telephone No.

Fax directly to:
Medical Information
attn: Nan Parker

at 866-744-6697

Fax

E-mail

I verify that I have requested the above listed information.

Clinician's Signature

Eyetech Inc.
MIRF August, 2006

Date
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