
WELCOME TO OUR OFFICE 
 
Patient’s Name _____________________________________________     Gender: M or F 
  Last   First   MI               (Please Circle)  
 
If Married, Name of Spouse ________________ If Child, Parent’s Name ______________ 
 
Social Security # _____/_____/______ Age _____ D.O.B. ____/_____/______ 
 
Address _____________________________________ City _______________________ 
State _____ Zip _______ 
 
Home # (___)_________ Work # (___)__________ Cell # (___)___________ 
 
Preferred # ____Home _____ Work  ______ Cell 
 
E-Mail Address ____________________________________________________________ 
 
Place of Employment/ School _________________________Occupation _____________ 
 
Medical Insurance Primary ___________________ Secondary __________________ 
 
Vision Coverage ________  VSP ______  Humana/ VCP _______ Other 
 
Date of Last Eye Exam ________________ Doctor of Last Eye Exam ______________ 
 
Medical Doctor ___________________________ Last Visit _____/_____/_____ 
 
 
 
Who may we thank for referring you to our office? _______________________________ 
 
 
 

If your insurance is through a spouse, please give his/ her 
Date of Birth ____/____/____ 

Social Security # ____/____/____ 


