
David Tom, MD, FAGS 

Gregory Haffner, MD 

John Huang, MD, MBA, CPE 

Erol Verter, MD

2200 Whitney Avenue, Suite 300 Hamden, CT 06518 
Phone: (203} 288-2020 • Fax: (203) 288-2470 

Welcome to our practice! 

Attached please find your new patient paperwork which is to be 

completed PRIOR to your visit with us. Please bring this completed 

paperwork including physician's phone numbers and addresses along 

with your insurance cards, co-pay and any referral your insurance 

company may require. We would also appreciate your bringing the 

doctor a copy of your current medications. Also enclosed in this 

welcome packet are directions to all of our offices with a list of 

directions and instructions. 

Please expect your first visit with the doctor to be at least 2-3 hours. 

We look forward to meeting you. 

Sincerely yours, 

David Tom, M.D. 

Gregory Haffner, M.D. 

John Huang, M.D. 

Erol Verter, M.D. 

1445 East Putnam Avenue  
Old Greenwich, CT 06870 

Phone: (203) 698-8880 
Fax: 203-698-9178 

999 Silver Lane, Unit 2B 
Trumbull, CT 06611 

Phone: (203) 445-9320 
Fax: (203) 242-8661 

162 Kings Highway North 
Westport, CT 06880 

Phone: (203) 222-7474 
Fax (203) 221-1591 





 

 

EMERGENCY CONTACT FORM 

 

PATIENT’S NAME:           DOB:     
 
 
EMERGENCY CONTACT NAME:            
 
 
EMERGENCY CONTACT PHONE NUMBER:          
 
 
RELATIONSHIP TO PATIENT:            
 

 

 

 

 

 

 

******************************************************************************************* 

EMPLOYEE USE ONLY:  

PLEASE OBTAIN EMERGENCY CONTACT INFORMATION AT TIME OF PATIENT’S VISIT AND ENTER INTO MDI. 

   







Version August 2024 

Insurance Payment Disclosure 

ReFocus will keep each patient’s Credit Card Authorization Information on file. Should there be 
a patient balance post-insurance adjudication, the patient’s card will be charged for the 
outstanding balance.  

***In locations that do not accept your vision plan, or if you do not have vision coverage, 
routine coverage must be through your medical insurance policy.*** 

[  ]  I authorize ReFocus Eye Health to receive all insurance payments from my current medical 
 insurance plan. 

[  ]  I agree to pay applicable co-payments, deductibles, and non-covered fees at the time of service,  
 or upon first notification. 

[  ]  If my plan requires a prior approval or referral, I accept responsibility for all payments for non- 
       approved and/ or non-referred charges.  

[  ]  I agree to release all information necessary for my current insurance plan to process my claims. 

[  ]  I agree to pay in full at the time of service if I do not have insurance or choose not to have my 
 insurance filed by your office. 

[  ]  I agree that, to the extent that my insurance is unclear about my patient responsibility at the 
time of service, ReFocus will collect at least $40 as a minimum and then reconcile that amount 
with my insurance company and bill or refund any difference to me.  

Missed Appointment / Cancellation Policy 
Our goal is to provide excellent care to each patient in a timely manner. In order for us to do this, we 
ask that you inform us if you are unable to attend your scheduled appointment. Your notification 
allows us to proactively fill that available appointment by serving another patient in need of our care. 

If you need to cancel or reschedule your appointment, please call at least 24 hours before your 
scheduled appointment. You may incur a $50.00* cancellation fee if you cancel/reschedule less than 
24 hours before your scheduled appointment (late cancellation) AND/OR fail to arrive at the 
designated date and/or time of your appointment (missed appointment). Cancellation fees are billed 
directly to you/the patient (not your insurance) and are due prior to your next scheduled visit. *Fees 
are subject to change. Bounced checks are subject to a service fee.* 

With your help, we can continue to provide quality care and an exceptional experience to all our 
patients in need of an appointment. Thank you! 

Patient Name:  ___________________________________ (Please Print) 

X __________________________________________________________   Date: ____________   
    Signature of Patient or Representative / Parent or Guardian or Minor Child 
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