SHARPER EYECARE


PATIENT INFORMATION FORM


Name____________________________________________________	Home Phone ______________________
										
Date of Birth _______________________	Marital Status 	□  Single	□   Divorced 	□   Married   	□   Widowed     

Home Address  _______________________________________________________________________________

City _________________________________________	State ______________ 	Zip Code ___________________
 
Social Security #______________Employer/School________________  Work Phone _______________________

Driver’s License # _______________________ Expiration Date_________________________________________

E-mail____________________________________________________ 	Cell Phone ________________________
	
Parent/Spouse’s Name_______________________________________	Work/Cell Phone____________________

Friend/relative we may contact in case of an emergency? ____________________	Phone ___________________	
Who/what referred you to our office today? _________________________________________________________

		

INSURANCE PRIMARY MEMBER INFORMATION ( VISION PLANS)  If applicable.

Vision Plan_____________________________________________________________

Primary Member Name (Card Holder)________________________________________

Primary Member Date of Birth______________________________________________

Primary Member Social Security #___________________________________________

Who is financially responsible for co-pay/balance of bill not covered by insurance __________________________








Method of payment:	____ Cash	____ Visa/MasterCard	  ____ Check	*if paying by check:  DL #______________ Exp __________


__________________________________________________________________	______________________
Patient Signature									Date

