Patient Information

Namd

Addrilss

Clty State 2ip

Homdi Phone Work Phone

Birthdhte Age SEX (circle one) male femals

Patielh Social Security Number (required)

Empldlyor Occupation

Insurance Information

Namdlof insurance that provides vision bensfits

Namensurance is under (insured)

Plan I number (if applicable)

SocianSecurity Number of insuree

Birthdlite of Insured Relationship to patient (circle one) Spouse Parent Self

Are ydp planning on getting new glasses or contacts today? (Please circle one below)

Glassés Contacts Both Only if change In prescription

Payment Policy

Wa rediuire payment In full on glasses and contacts prior to ordering, You are responsible for ANY balance, which s
net pall by your insurance, If for any reason It is nacessary to tum your account overto & collection service or attomey,

you wili be responsible for any addftional charges, including a $75.00 office fee.

Signatike . __Date




