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PATIENT NAME S
LAST FIRST MIDDLE INITI/
[i%#) ADDRESS
STREET CITY STATE
HOME PHONE(__) WORK PHONE (__)
_DATE OF BIRTH SSN

MARITAL STATUS (circle one) M S W D
WHO MAY WE THANK FOR REFERRING YOU?

SPOUSE/FATHER/GUARDIAN(circle one)

HOME ADDRESS
HOME PHONE ( ). WORK PHONE (

SPOUSE/MOTHER/GUARDIAN(if different from above)
HOME ADDRESS

HOME PHONE ( ) ; WORK PHONE (
EMERGENCY CONTACT, DAYTIME PH(
PRIMARY CARE PHYSICIAN PHONE ( ;

PRIMARY INSURANCE CARD HOLDER
INSURANCE HOLDER’S EMPLOYER
EMPLOYER’S ADDRESS
INSURANCE HOLDER’S OCCUPATION
IS THIS A WORKMAN’S COMPENSATION INCIDENT?( circle one)
IF SO, HAS THIS BEEN REPORTED TO YOUR EMPLOYER? (circle

[ HAVE READ AND AGREE WITH THE INFORMATION ON THE E
CO PAYS ARE COLLECTED THE DAY OF YOUR VISIT.

SIGNATURE , DATE _
INITIAL/DATE INITIAL/DATE
INITIAL/DATE INITIAL/DATE
INITIAL/DATE INITIAL/DATE

INITIAL/DATE INITIAL/DATE




Eye Specialists


INSURANCE INFORMATION VERIFICATION FORM
Because there are many different health insurance plans, please complete this form providing us with the insurance plans in which you are currently enrolled.  If you have more than one plan, please indicate which is primary and which is secondary.

SELF PAY

(Yes

( No

ROUTINE VISION PLAN--We are not providers for Blue Vision, Cole Vision, 





Davis Vision, Optum Health or Spectera. 


Vision Service Plan (VSP)
Member name:







EyeMed



Member name: 





PRIMARY INSURANCE


Medicare Part B



Medicare Part B HMO











Other















Member name:









SECONDARY INSURANCE:



Member name:









THIRD INSURANCE:



Member name:









	Authorization Information

	I,                                                                                              , authorize release of any information concerning the financial information, healthcare, advice, and treatment provided to the patient.  This information may be shared with the people listed below:

_______________________________________________        _______________________________________________
Name                                                                                                 Relationship              Name                                                                                                 Relationship

_______________________________________________        _______________________________________________
Name                                                                                                 Relationship              Name                                                                                                 Relationship




[image: image1.wmf]
By signing this form, you are verifying that you have given Eye Specialists your correct insurance information and authorize release of information to all parties listed above.








Signature__________________________________________Date_____________________________
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