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eye doctors * eye surgeons

Cataract Surgery | Laser Vision Correction | Comprehensive Ophthalmology | Neuro-Ophthalmology | Uveitis | Cornea & External Disease | Glaucoma | Ophthalmic Plastic &
Reconstructive Surgery | Cosmetic Eyelid Surgery | Pediatric Ophthalmology | Pediatric & Adult Strabismus | Medical & Surgical Disease of the Retina | Audiology

Patient Information Form

Last Name: First Name: MI:
Address: City: State: Zip:

Birthdate (mm/dd/yy): Age: Sex: M F Marital Status: M S D W
Social Security #: - - Employer: Occupation:

Home Phone: ( )- Cell Phone: ( )- Email:

Responsible Party: Emergency Contact: ( )-

Primary Care Physician: Phone: ( )-

Pharmacy Phone: { )-

(Please Indicate Town/Cross Street)

Medical Insurance | Name of Insurance | Subscriber Name Policy # Group fi (ie;zt:;:;gz
Primary
Secondary
Tertiary
Do you have vision insurance? Y or N If so, what Vision Insurance do you have?
Subscriber Name: DOB: SSiH: Relationship to Patient:
The following people have permission to discuss and make medical and billing decisions for me:
1. Name Relationship (Billing/Medical/Both)
2. Name Relationship (Billing/Medical/Both)
3. Name Relationship (Billing/Medical/Both)

| attest, to the best of my knowledge, that all information provided above is true and current.

Patient Signature: Date:
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