The May Eye Care Center & Associates

PATIENT INFORMATION SHEET

Patient’s Name:                                                                                                   Date of Birth:         /      /
     Age:  



 (First Name)
      (Middle Initial)
                    (Last)

Address:                                                                                                                 City:




         State: 

  Zip Code: 

     Sex:   FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female                    

Social Security #: 



           Marital Status:  FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Divorced    FORMCHECKBOX 
 Widowed           
Home Phone #: 



Cell Phone #: 
       

 
Work Phone #:  
       



Best Daytime Number:   FORMCHECKBOX 
 Home     FORMCHECKBOX 
 Cell     FORMCHECKBOX 
 Work


          *Please only list work phone # if we can contact you there.
Ethnic Group:   FORMCHECKBOX 
 Hispanic or Latino        FORMCHECKBOX 
 Not Hispanic or Latino 
Race:   FORMCHECKBOX 
 Asian      FORMCHECKBOX 
 Black      FORMCHECKBOX 
 Caucasian       FORMCHECKBOX 
 Hispanic      FORMCHECKBOX 
 Middle Eastern      FORMCHECKBOX 
 Pacific Islander       FORMCHECKBOX 
 Other     
Email Address: 
                                                                                                      

Employer: 





  
  Occupation: 





   
Emergency Contact Person: 






  Phone: 
       



Relationship to Patient: 








Spouse/Parent Name: 







   Phone:          




Spouse Social Security #: 


 Spouse Date of Birth: 
     /           / 
     Sex:   FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female                                       
Spouse Employer: 





 Spouse Daytime Phone:          




Family Physician or Pediatrician:




Referring Physician: 

               


Physician’s Address: 
                                                                                            Physician’s Phone Number:             
            
 
Preferred Pharmacy (Name/Location): 











Do you have a Power of Attorney?  FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes  









  








Name


Phone #  
 FORMCHECKBOX 
 PLEASE READ & CHECK BOX: “I understand that Medicare considers refraction (testing for glasses prescription) not medically necessary and therefore non-covered. I am therefore responsible for the payment ($25) at the time of service.”      

***THIS PORTION MUST BE FILLED OUT BY PATIENT***
Primary Insurance: 




  Policy No.:  


   Group No.:   




Policy Holder:  





  Relationship:  


    Date of Birth:           /       /
 

Employer:  















Secondary Insurance:  




   Policy No.:  


    Group No.:  




Policy Holder:  





  Relationship:  


    Date of Birth:           /       /


Employer:  














I hereby assign, transfer, and set over to The May Eye Care Center and Associates all of my rights, title and interest to my medical reimbursement benefits under my insurance policy.  I authorize the release of any medical information needed to determine these benefits.  This authorization shall remain valid until written notice is given by me revoking said authorization.  I understand I am financially responsible for all charges whether or not they are covered by insurance.

Patient Signature




 

 Date













