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New Listing Request

SECTION 1. For our internal records

	Name
	

	Practice name
	

	Street address
	

	City, state, zip
	

	Telephone
	

	Fax
	

	Email
	


SECTION 2: For the public directory

	Name
	

	Website URL
	

	Email (optional)
	


Appointments

Location 1

	Street


	Suite

	City


	State
	Zip

	Telephone


	Fax


Location 2

	Street


	Suite

	City


	State
	Zip

	Telephone


	Fax


Location 3

	Street


	Suite

	City


	State
	Zip

	Telephone


	Fax


Biographical information

	Are you certified by the American Board of Ophthalmology?
	Yes  /  No

	Subspecialty
	

	Medical school
	
	Year graduated

	Residency program
	
	Year graduated

	Fellowship(s)
	

	What % (apprx.) of your practice is dry eye?
	


Opinion

Please answer any two or more of the following questions (150 words maximum per question).

1. What is the most frequent cause of dry eye amongst patients you have treated?

2. What advice do you most frequently find yourself giving to dry eye patients?

3. Do you have a dry eye “hot button” – for example, is there a condition you feel is often overlooked or misdiagnosed, or a treatment you feel is sometimes used inappropriately?

4. What makes you exceptionally well qualified to help dry eye patients?

5. What are some of your favorite products for dry eye (Rx, OTC, consumer)?

	Question #____



	Question #____



	Question #____



	Question #____



	Question #____




SECTION 3: Additional information (optional / extra charge)

For an extra $50 you may provide more information about you, your practice, your research and publications, etc. for inclusion with your listing. Subject to editorial approval. Maximum 500 words. Attach separate sheet.

SECTION 4: Payment

Listing in our directory costs $75* per year, payable in advance. If you have completed optional Section 3, there is an additional $50 charge.

( Payment of $______ enclosed. Please make check payable to The Dry Eye Company and send form and payment to PO Box 3630, Silverdale WA 98383.

( Please charge $75 / $125 (circle one) to my credit card:

	        (  Visa               (  Mastercard               (  American Express 

	Card Number


	Expiration (month/year)

	Name on card



	Billing address



	Signature




*Fee automatically waived for physicians working exclusively for nonprofit 501(c)(3) organizations.

FAX COMPLETED FORM TO:

1-866-663-5052
Questions? Call 1-877-693-7939 (Mon-Fri 9am-5pm PT)
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