
PATIENT INFORMATION  
 

Patient Name___________________________________________   Date___________________ 
                                            Last                                   First                                 Middle  

Residence______________________________________________________________________ 

Mailing Address_________________________________________________________________ 

City______________________________________   State____________   Zip_______________  

Home Phone __(______)_____________________   Male___________   Female_____________  

Birth Date_________________________________   Marital Status        S        M        W        D  

Social Sec. #____________________________________________________________________  

Employer______________________________________________________________________ 

Mailing Address________________________________________________________________ 

City______________________________________   State____________   Zip_______________  

Work Phone __(______)______________________   Ext.___________   Pager______________  

Emergency Contact Person___________________________________   Phone_______________ 

Primary Care / Referring Physician__________________________________________________ 

What Insurance do you have?______________________________________________________ 

Name of Insured__________________________   Social Sec. #___________________________  

<>     Please show your insurance card to the receptionist     <> 
when you check in 

PARENT or LEGAL GUARDIAN of PATIENT  
 
Name_________________________________________________   Date___________________ 
                                            Last                                   First                                 Middle  

Residence______________________________________________________________________ 

Mailing Address_________________________________________________________________ 

City______________________________________   State____________   Zip_______________  

Home Phone __(______)_____________________   Male___________   Female___ __________ 

Birth Date_________________________________   Marital Status        S        M        W        D  

Social Sec. #____________________________________________________________________  

Employer______________________________________________________________________ 

Mailing Address________________________________________________________________ 

City______________________________________   State____________   Zip_______________  

Work Phone __(______)______________________   Ext.___________   Pager__________ ____ 
I have read and understand the Eye Care Center Financial Policy on the back of this page. 

______________________________________         _____________________  
                                   Patient Signature    (or Responsible Party)                                                                  Date  


