
 
 
 

 
 
 
Patient Information 
Patient Name: _______________________________________________________   DOB:  ____________ 
                           Last                                   First                                  M.I      
Address: _____________________________________________       (Please circle) Male/ Female 
City: _______________________________________________       S.S. # ____________________________ 
State: __________      Zip Code: __________                                   Marital Status: _________________  
Home Phone: ________________    Work Phone: ________________     Cell Phone: ______________  
Where do you prefer to receive calls?    ___ Home      ___ Work    ___ Cell   
When is the best time to reach you?     Time ____________________      Day(s) _________________ 
Email address: ___________________________________________________________________________ 
 
Responsible Party (if patient is a minor) 
Name of responsible party: _______________________________________________________________ 
Relationship to patient: ____________________    (Please circle) Male/ Female     DOB: ________ 
Address: _____________________________________________    Home Phone: ____________________       
City: ________________________________________________   Cell Phone: _______________________ 
State: __________      Zip Code: __________          S.S#: _____________________________ 
Name of employer: ____________________________________   Work Phone: ____________________   
 
Emergency Contact   
Name: __________________________________________________________   Relationship: __________ 
Home: ___________________       Work Phone: ___________________           Cell: _________________ 
 
Insurance Information 
 
Primary Medical Insurance: _______________________________     Policy #: ____________________ 
Policy Holder Name: _______________________________________________      DOB: _____________ 
(Please Circle) Male/ Female                      Relationship to patient: __________________________ 
  
Secondary Medical Insurance: __________________________    Policy #:_______________________ 
Policy Holder Name: _______________________________________________     DOB: ______________ 
(Please Circle) Male/ Female                      Relationship to patient: __________________________ 
 
VISION Insurance: __________________________________________     Policy #: __________________ 
Policy Holder Name: _______________________________________________     DOB: ______________ 
(Please Circle) Male/ Female                      Relationship to patient: __________________________ 
 
 
How did you hear about our office? ______________________________________________________ 

Thank you for choosing our practice for your eye care needs.                                     


