Patient Information:

Patient legal name________________________________________Former Name:_______________________
Gender:  ( M     ( F       Birthdate: ______________________     S.S.#:_______________________________

(   Married  
       (    Single               (   Divorced                  (  Widowed               (  Separated

Address:__________________________________________________________________________________

City:___________________________________________  State:___________  Zip:_____________________

Home Phone:____________________ Work Phone_________________ Cell Phone:_____________________

Employer Name: ___________________________________________________________________________

Employer Address_________________________City:_____________________State:_______Zip:__________

Emergency contact_________________________Relationship:____________Telephone:________________
Email address _______________________________
Responsible Party/Guardian (if other than patient):

Legal name: _______________________________________Relationship to patient:_____________________

Gender:   (  M   (  F        Birthdate: _________________________ S.S.#:____________________________

Address:__________________________________________________________________________________

City:________________________________________ State:______________  Zip:______________________

Home Phone:_____________________ Work Phone:____________________ Cell Phone:_________________

Employer Name:____________________________________________________________________________

Employer Address______________________________City:____________________State:______Zip:_______
How did you hear about us?  Please circle
Radio (Please list the station):___________


Webpage:  www.VitaParkEye.com
Newspaper






Friend/Family:_________________

Inspire Magazine





Doctor:_______________________

Other:__________________________

I understand that it is the policy of this office to collect any balances due by the patient on the day of service unless arrangements have been made prior to my appointment.  Any balances not paid will acquire a monthly billing fee.






____________________________________________________






Signature of Patient or responsible party
Insurance Cardholder (if other than patient):
Legal name: ______________________________________Relationship to patient:______________________

Gender:  (  M   (   F      Birthdate: _________________________  S.S.#:_____________________________

Address:__________________________________________________________________________________

City:__________________________________________  State:____________  Zip:______________________

Home Phone:___________________ Work Phone:___________________ Cell Phone:____________________

Employer Name:____________________________________________________________________________

Employer Address__________________________City:____________________State:_______Zip:__________

