
           Please email completed form to partnernetwork@lasik.com. 

Partner Contact Information Form.                                   
 

Doctor Name: _____________________________________________________________________________ 
 

Doctor Email: _________________________________   Doctor Phone: _______________________________ 
 

Practice Name: ____________________________________________________________________________ 
 

Phone:   ________________________________   Practice Fax: ______________________________________ 
 

Practice Address: ___________________________________________________________________________ 
 

City___________________________________       State: ____________            Zip: _____________________ 
 

Practice Email: _____________________________________________________________________________    
 

Practice Contact____________________________        Email________________________________________ 
 

Tax ID #: _________________________________________________________________________________ 
 

Are you associated with:   ☐ SNAPP   ☐ ALLDOCS    ☐ Vision Source    ☐ AEG    ☐ MyEyeDr         

 
Co-Management Options 

Pre-Op Only   ______            OR Pre and Post Op   ______         OR Referral Only    _____ 

Date____________________________________ 
Do you know anyone interested in learning about Fill-in, Part-time or Full-time Opportunities at LasikPlus?         

Yes_______ No_______ 

Name ____________________________________________                 Phone # _____________________________ 

Email ________________________________________________ 

Office Use Only 
Center(s) to Associate: 
 
 
 
 


