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Chart #________________________________

Appt. Date____________________________
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Patient’s Name _______________________________________________________________ Phone_________________________

Patient’s Address ____________________________________________________________________________________________

City ____________________________________________ State __________ Zip Code____________________________________

Bill To: Name and Address (if different than patient)

____________________________________________________________________________________________________________

Patient SS#___________________________________ Drivers License # ___________________________ State_______________

q Married q Single q Widowed q Divorced                           Gender _______ Birth Date ___________________________

Patient Employer _____________________________________________________________ Phone_________________________

Nearest Friend or Relative _____________________________________________________ Phone_________________________

Primary Care Physician _______________________________________________________________________________________

Referring Physician _________________________________ Referring Eye Doctor_____________________________________

Name of: q Spouse q Parent/Guardian _________________________________________ Phone_________________________

Spouse or Parent/Guardian Employer ___________________________________________ Phone_________________________

Address (if different than patient) _ ___________________________________________________________________________

Email Address_______________________________________________________________________________________________

Insurance Information
Please let us make copies of your insurance card(s)

Primary Insurance 	 Secondary Insurance  

Subscriber Information (if different than patient) 	 _Subscriber Information (if different than patient)

Name ___________________________Gender:_______  	 Name _____________________________Gender:________

Birth Date ________________ SSN_ ________________  	 Birth Date _________________ SSN___________________

Employer ______________________________________  	 Employer__________________________________________

Employer Telephone ____________________________  	 Employer Telephone_______________________________

Insurance Name: _______________________________  	 Insurance Name:___________________________________

Vision Insurance Benefits:  Yes q  No q	 Vision Insurance Benefits:  Yes q  No q

Name __________________________Gender:________  	 Name _____________________________Gender:________

Birth Date ________________ SSN_ ________________  	 Birth Date _________________ SSN___________________

Employer ______________________________________  	 Employer__________________________________________

Employer Telephone ____________________________  	 Employer Telephone_______________________________

Insurance Name: _______________________________  	 Insurance Name:___________________________________

Please Tell Us How You Heard About Us

q Newspaper 	 q Internet Website

q Drove By 	 q Friend /Relative: (who)___________________________

q Doctor: ______________________________________ 	 q Television

q Yellow Pages 	 q Other:__________________________________________

q Radio: _______________________________________

Signature ______________________________________________________________________ Date_________________________
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