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Patient Number:___________________

Exam Date:_______/______/_________

Patient Name:______________________________________ Date of Birth:___________________

Address:________________________________________ City/State/Zip:_____________________

Home Phone:____________________________ Cell/Work Phone:__________________________

Email:__________________________________________________ SSN:_______-_____-_______

Gender____________________________________Race__________________________________

If Patient is Minor:
Parent or Guardian:__________________________ Relation to Patient:______________________

Date of Birth________________________________Phone:________________________________  

WHAT IS THE PURPOSE OF TODAY’S VISIT? GLASSES 
							   CONTACT LENSES 
							   OTHER__________________________________
Are you Diabetic?  YES or NO	
If yes, are you here for your annual Diabetic Eye Exam?  YES or NO


Vision Insurance: _______________________   Medical Insurance:________________________
Member ID Number:______________________   Member ID Number:________________________
Name of Primary:_________________________  Name of Primary:__________________________
Primary Insured’s Date of Birth:____/____/_____  Primary Insured’s Date of Birth:____/____/______
Primary’s SSN:_____/___/_____                            Primary’s SSN:_____/___/_____

medicare patients: do you have supplemental insurance?  Yes /  No


I have been provided with a copy of Laurel Eye Clinic, PC’s Privacy Practices Information and I have read and understood Laurel Eye Clinic, PC’s financial, billing, and insurance assignment policies.

Signature on File:
_________________________________________
Patient or Parent / Legal Guardian Signature
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