
- OVER -

REGISTRATION FORM

PATIENT INFORMATION

Last Name_______________________________ First Name___________________________ M.I._ ______ Nickname_______________________________

Marital Status: Single____________    Married____________    Divorced____________    Widowed____________    Legally Separated_____________  

Patient D.L.#_____________________________ State_______ Social Security#___________________________________ Date of Birth_ _____________

Sex: Male / Female (circle one)	 Preferred Language: English_______  Spanish_______  Other___________________________________

Ethnicity:	 Hispanic/Latino__________           Not Hispanic/Latino__________

Race:             Asian_____           White_____          American Indian or Alaska Native_____          Black or African American_____          Other_____          

Emergency Contact: (relative, neighbor, or friend)_____________________________________ Phone#_________________________________________

Spouse Full Name:________________________________________________________________ Phone#_________________________________________

Caretaker Full Name:______________________________________________________________ Phone#_________________________________________

Patient Home Phone#____________________________   Work Phone#_____________________________   Cell Phone#___________________________

Preferred Contact By:           Home#_____           Work#_____           Cell#_____          Is it okay to leave a detailed message?  Yes_____   No_____

Email Address____________________________________________________________________________________________________________________

Mailing Address_____________________________________________ City_ ____________________________________ State_______  Zip_ ___________

Employer Name__________________________________________________________________ Not Employed______________ Retired______________

PERSON RESPONSIBLE FOR THE BILL    (ONLY APPLICABLE IF OTHER THAN THE PATIENT)

Last Name_______________________________ First Name___________________________ M.I._ ______ Relationship to Patient____________________

Social Security#______________________________________________________________	 Date of Birth_____________________________ 

Mailing Address_____________________________________________ City_ ____________________________________ State_______  Zip_ ___________

Home Phone#__________________________________  Work Phone#_____________________________  Cell Phone#_ ___________________________

INSURANCE INFORMATION    (PLEASE LIST POLICY HOLDER IF OTHER THAN THE PATIENT)

Name___________________________________________________________________________________ Date of Birth_____________________________

ADDITIONAL INFORMATION

Local Pharmacy__________________________________________________ Address_________________________________________________________

Mail-In Pharmacy_________________________________________________ Address_________________________________________________________

Referring Physician_______________________________________________ City_ ___________________________________________________________

Primary Care Physician____________________________________________ City_ ___________________________________________________________

How did you hear about EyeCare Associates?________________________________________________________________________________________




