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PATIENT INFORMATION

Date ________________________Driver’s License #__________________________ Chart #____________
Last Name ________________________ First ____________________MI____  Birthdate  ________________

Responsible Party (if minor) __________________________________ Gender   M / F       Age _________

Phone #   Home _______________________Work ______________________Cell _____________________

Patient  SS  # _________-________-_________ Marital Status--Single / Married / Divorced / Widowed

Home Address _____________________________ City _____________________State _____ Zip_________
Patient’s Employer _____________________________________Occupation _________________________
Business Address ___________________________ City __________________State ______Zip___________
SPOUSE INFORMATION
Spouse (or Guardian) Name ______________________________________ Birthdate ____________________
Spouse Employer ___________________________________ Spouse Occupation ______________________
Spouse Business Address _________________________ City ______________ State _____ Zip __________
Spouse SS # ________-_______-________Spouse Work Phone # _________________ Cell_______________
HEALTH INSURANCE INFORMATION

                                                                                                      Do you have medical insurance?  Y   N
Name of Primary Insurance __________________________________Insured Name _____________________


Card # ____________________________________ Group # ___________________________________

Name of Secondary Insurance _______________________________ Insured Name _____________________


Card # ____________________________________ Group # __________________________________

Primary Care Physician _______________________________________  Referred By ____________________

Emergency Contact _______________________________ Relationship_______________ Phone __________

(not living with you)
ASSIGNMENT AND RELEASE

I, the undersigned, assign directly to Eye Physicians & Surgeons of Columbia all Medicare and other medical benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all the charges whether paid or not paid by my insurance.  In Medicare assigned cases, the physician agrees to accept the charges determination of the Medicare carrier as the full charge, and the patient is responsible for only the deductible, coinsurance, and non-covered services.  I hereby authorize the doctor to release information necessary to secure payment of benefits.  I authorize the use of this signature on all of my insurance submissions.
PATIENT SIGNATURE _______________________________________________________ DATE  ____________________













