
Patient Information Form         Date        
                                                                                                                                                                   

 

Name:____________________________________________________________    Birth date:_____/_____/_____      Age:________ 

                Last                                             First                             Middle 

 

Address:___________________________________________________City:__________________ State: _______Zip: __________  

 

Home Phone  (____)_____________Work Phone   (____)_____________  Email Address __________________________________ 

 

 Social Security#___________________ Sex:     M       F              Single      Married      Divorced      Widowed                          

 

Employer: ____________________________________________________________Business Phone _________________________ 

 

Address:   __________________________________________________________________________________________________ 

 

 Occupation: _______________________________    Spouse: ________________________    Phone_________________________ 

 

Emergency Contact _______________________________ Relationship__________________ Phone _________________________ 

 

Billing Information    Primary Insurance 
 

Primary Cardholder ________________________________ Birth date____/_____/_____    Social Security#____________________ 

 

Relationship (If different than self):     Spouse   Parent    Other __________________________________________________   

 

Address ________________________________________________________ Home Phone _________________________________ 

 

City _____________________________State _____Zip __________  Insurance Company __________________________________  

 

Subscriber I.D. # ______________________________________________ Group #__________________ 

 

Responsible Party Employer (If Different than Self) _________________________________________________________________ 

 

Address________________________________________________________City __________________State ______Zip _________ 

                                                          Secondary Insurance  
 

Insurance Company _________________________________________ Subscriber  I.D.# ________________Group # ____________ 

 

If  Workman’ Compensation, claim sent to:_______________________________________________________________________ 

 

Authorized By/Position ______________________________________________________________ Date of Incident ____________ 

 

Referral and Physician Information 
 

Who may we thank for referring you? _____________________________________________________________________________ 

 

Primary Optometrist ___________________________________________________________ Phone (   )_______________________ 

 

Primary Care Doctor __________________________________________________________  Phone (   )_______________________ 

                                                           Advanced Directive  
 

 

Do you have an Advance Directive?   Yes      No 

 

Would you like an Advanced Directive Handout?   Yes      No 

 

Do you have a Surrogate Decision Maker?   Yes      No  If yes who?____________________________________________ 
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