
               

 Chart No.  _____________________________________________ 
                                                

                                                 

 Date: _______________________________________________________ 
                                                

 

  

 PATIENT INFORMATION 

 PLEASE PRINT. PLEASE DO NOT MAIL 

 

 
 

Patient:__________________________________________________________________  Spouse:_____________________________________________________ 
                                      Last Name                                           First Name                                         M                                                                  Name 

 

SSN:____________________________________         Birthdate: _________-___________-__________     Sex: _____________        Race:  __________________ 
                                                                                                             Month                      Day                 Year                                           M/F 

 

Permanent Address:____________________________________________________________________________________________________________________ 
                                                                                                 Street 

 

________________________________________________________________________________________      Home Phone: (________)_____________________ 
          City                                                                                                  State                                                     Zip        

 

Secondary Address:____________________________________________________________________________________________________________________ 
                                                                                        Street 

 

_______________________________________________________________________________________        Home Phone: (________)_____________________ 
  City                                                           State                                                            Zip 

 

                                       

E-mail Address:________________________________________________________________________          Cell Phone: (________)______________________ 

 

 

Employer:__________________________________________________________________________          Address: _____________________________________ 
                                  Name                                                                                                                                                                                                                        Street 

 

________________________________________________________________________________________            Phone: (________)________________________ 
          City                                                           State                                                     Zip   

 

 

IN CASE OF AN EMERGENCY, 

PLEASE CONTACT:______________________________________________________________________      Phone: (________)________________________ 
                                                            Name                                                                              Relationship        

 

INSURANCE INFORMATION 
 

1st Insurance: _________________________________________________________________________________________________________________________ 

                                                                       Name                                                                    Policy Number                                                                            Subscriber’s Name 

 

Address: ______________________________________________________________________________________________________________________________ 
                              Street                                                                                                          City                                                                             State                                                     Zip 

 

 

2nd Insurance: _________________________________________________________________________________________________________________________ 

                                                                       Name                                                                    Policy Number                                                                            Subscriber’s Name 

 

Address: ______________________________________________________________________________________________________________________________ 
                              Street                                                                                                          City                                                                             State                                                     Zip 

 

PRIMARY CARE PHYSICIAN: ___________________________________________________________       Phone: (________)________________________ 
                                                                                               Name 

 

Address: ______________________________________________________________________________________________________________________________ 
                              Street                                                                                                          City                                                                             State                                                     Zip 

 

PREFERRED PHARMACY:  _________________________________________________________________________________       Phone: (________)_________________________ 

                                                                                             Name                                                                                    

 

WHAT PROBLEMS ARE YOU HAVING WITH YOUR EYES?_______________________________________________________________________ 

 

______________________________________________________________________________________________________________________________________ 

 

HOW DID YOU HEAR ABOUT US? _________________________________________________________________________________________________ 

 

WERE YOU REFERRED OR RECOMMENDED BY A DOCTOR? 
 

Doctor:  __________________________________________________________________  Address: __________________________________________________ 
                           Name                                                                                                                                                                                   Street 
 

____________________________________________________________________________________________   Phone: (________)________________________ 
          City                                                           State                                                     Zip   


