
 

       PATIENT INFORMATION INSURANCE INFORMATION 

        
  Last______________________________________ 
 
  First____________________Middle____________ 
 
  Preferred Name____________________________ 
 
  Date of Birth_________________ Age_________ 
 
  Social Security No._______________Sex_______ 
 
  Race__________   Ethnicity:   Hispanic or Latino    
                                                        Not Hispanic or Latino 
 
  Marital status:    Single   Married   Divorced    Other 
 
  Address____________________________________ 
 
  City________________State________Zip________ 
 
  Phone:    Home__________________________  
                   Cell____________________________ 
                   Work__________________________ 
 
  Email_______________________________________ 
 
  Employer or School___________________________ 
 
  Occupation or Grade__________________________ 
 
  Spouse or Parent’s Name______________________ 
 
  Family members who are currently patients; 
  ___________________________________________ 
  ___________________________________________ 
   
 How did you choose our office?     (Circle One) 
    
     Patient          Doctor        Partners       Saw Sign 
              Insurance List         Internet website 
 
Who may we thank for referring you to our office? 
 

 

 
Please note services usually not covered by insurance include; 
EXAMS WITHOUT MEDICAL NECESSITY (exam only for the need of 
glasses), REFRACTIONS (exam to determine if you need glasses or 
a change of lenses) 
 

  Primary Medical  
  Insurance______________________________________ 

 
  Member Name__________________________________ 
 
  ID#____________________________________________ 
 
  Group#_______________Date of Birth_______________ 
 
  Employer_______________________________________ 
 
 

  Secondary Medical  
  Insurance_____________________________________ 

 
  Member Name_________________________________ 
 
  ID#___________________________________________ 
 
  Group#_______________Date of Birth______________ 
 
  Employer______________________________________ 
 
 

  Vision Insurance______________________________ 

 
  Member Name_________________________________ 
 
  ID#___________________________________________ 
 
  Group#_______________Date of Birth______________ 
 
  Employer______________________________________ 
 

 

PLEASE PRESENT DRIVER’S LICENSE AND       
ALL MEDICAL AND VISION INSURANCE     
CARDS TO RECEPTIONIST. 
 



 

 


