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Patient Name: ______________________________________________________________________________________________________
Last       		                                                     First      	                       	      Middle

Home Address: _____________________________________________________________________________________________________

City:_____________________________________________________________ State:_________________ Zip:_______________________

Home #: _____________________________ Cell #: ________________________________ Work #: ________________________________  

Social Security Number: ___________________________ Date of Birth:  ______________________________ Gender m Male m Female

Marital Status  m Single m Married m Divorced m Widowed	 Spouse/Parent name:  ______________________________________

E-mail address____________________________________________________Preferred Contact Method:	 m Home	 m Cell	 m Work 

Primary Care Doctor (Doctor, not group name):  _ _________________________________________________________________________

Who can we thank for your referral?  _ __________________________________________________________________________________

Emergency Contact Name: _ __________________________________________________  Phone #: ________________________________

Race: q American Indian q Asian q Black q Pacific Islander q White q Other	 Ethnicity:  m Hispanic  m Non-Hispanic

MY SPECIALISTS (Doctor, not group name):

Rheumatologist: ____________________________________________ Endocrinologist: __________________________________________

Oncologist: ________________________________________________ Other Specialist: __________________________________________

INSURANCE INFORMATION:

Do you have Medical Insurance?  m Yes	m No	 Do you have a Vision Plan/Insurance?  m Yes  m No

Is this Worker’s Compensation?    m Yes	m No	 Is this an Accident? m Yes m No

PERSON RESPONSIBLE FOR PAYMENT (if the patient is a minor, please complete with information for a parent or guardian responsible 
for payment):

Name: ____________________________________________________  Address: ________________________________________________

Phone: _ __________________________ Social Security Number: _______________________________ DOB: _ ______________________

Relationship to patient: _ ________________________________________________________________

I have received a copy of Ophthalmology Physicians & Surgeons Notice of Privacy Practices (this can be downloaded from our home page).

_________________________________________________              ________________________________
Patient’s signature 	 today’s date

I hereby authorize Ophthalmology Physicians & Surgeons to provide treatment and services to myself and/or the above named patient. 
I also authorize the release for any and all necessary information to my insurance carrier(s) for direct processing to Ophthalmology 
Physicians & Surgeons. Payment is expected at the time of visit unless alternative arrangements have been made prior to your visit. 
I also understand that if I do not show up for an appointment without cancelling beforehand I will be subject to a $50.00 no show 
appointment charge.

_________________________________________________              ________________________________
Patient’s signature 	 today’s date

Physicians & Surgeons, PC
Ophthalmology

Physicians & Surgeons
Eye Care
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