
Date: _____________                                       Patient Information 
Please Print Legibly 

 
Patient’s Name: ____________________________________________________________________________________________ 
                                Last                                                          First                                                                     M 
Address: __________________________________________________________________________________ 

City: ________________________________ State: ________________________ Zip: ___________________ 

Sex: M_____ F_____ Home Phone: __________________ Cell: _______________ Work: ________________ 

DOB: ____________SSN #: ______________ Email:______________________Married __ Single__ Minor__ 

Reason for Loss of eye: __________________________________________ Right: ________ Left: _________ 

Primary Doctor: _______________________________Referring Doctor: ______________________________ 

If patient is a minor or student:  
 
Mother’s Name: ____________________________ Home #: _________________ Work #: _______________ 

Father’s Name: ____________________________ Home #: _________________ Work #: ________________ 
 
Patients 
Employer/ School: _____________________________________Occupation: ___________________________ 

Address: ________________________________City: __________________State:__________ Zip: _________ 

Responsible Party 

Name: ________________________________________________ Relation to Patient: ___________________ 

Address: _________________________________ City: _________________ State: _______ Zip: __________ 

Phone: _________________________ DOB: _____________________SSN #: _________________________ 
Responsible Party’s 
Employer: __________________________________________ Occupation: ____________________________ 

Address: ________________________________________________________ Phone: ___________________ 

Primary Insurance Information 

Does Patient have insurance?  No________ Yes________ (Please provide Card for verification) 

Name of Primary Ins. _________________________________Policy Holder Name: _____________________ 

SSN #: _____________________DOB: ____________________Relation to Patient: _____________________ 

Secondary Insurance Information 

Does Patient have a second insurance?  No ______ Yes______ (Please provide Card for verification) 

Name of Second Ins. _________________________________Policy Holder Name: _____________________ 

SSN #: _____________________DOB: ____________________Relation to Patient: _____________________ 

Workers Compensation Information 

Is this work or accident related? No ________ Yes ________ Date of injury: ____________________________ 

Contact Person: __________________________ Phone: ____________________ Case #: _________________ 

Emergency Contact 

Name: _______________________ Phone: ___________________Relation to Patient: ___________________ 

                                                                                                                           


