 (
CASANOVA EYE CARE, APMC
)PATIENT INFORMATION
 (
*PLEASE READ AND SIGN BELOW*
I HEREBY AUTHORIZE THIS OFFICE TO FURNISH MEDICAL INFORMATION TO MY INSURANCE CARRIERS AND ASSIGN TO THE PHYSICIAN ALL PAYMENTS FOR SERVICES RENDERED.
SIGNATURE________________________________________ DATE__________________
) (
*THE PATIENT IS RESPONSIBLE FOR ALL FEES, REGARDLESS OF INSURANCE COVERAGE, UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE. HOWEVER, WE DO ACCEPT ASSIGNMENTS ON MEDICARE, MEDICAID OR
 BLUE CROSS/BLUE SHIELD. THERE MAY BE EXCEPTIONS TO THIS. PATIENTS WILL BE RESPONSIBLE FOR ANY MEDICARE DEDUCTIBLES
 AND CO-INSURANCE AMOUNTS.
) (
Were you referred by a Doctor?
________
____
 
If so, who?
__________________________
___________
Who is your family Doctor or Primary Care Physician?
_________________________
_____________
Who is your regular Optometrist?
__________________________________________
________________
) (
*If injury, is this due to an accident?
_________
___
 
Date of accident
_________________
_________
__
Is this injury covered by Workman’s Comp
?_________________________________
_________
______
) (
Employer
___________________________________
______
 
Phone
_____________________
__________
__
Parent 
or Spouse Name
____________________
________
 
Employer
______________________
________
Person to contact in case of Emergency
_____________________________________
________________
Relationship to You
____________________
_____
 
Emergency Phone
__________________
_______
___
) (
Date
________________
Name
__________________
_________________
______________________________________________
___
LAST 
                      
FIRST
                            
 MI
Mailing Address
_______________________________________________________
_________________
__
Street Address
_________________________________________________________
_________________
__
City, State, Zip
_________________________________________________________
________________
__
Day time Phone
 
#
___________________
____
 
Cell/ Second Phone
 
#
__________________
_____
_____
_
Birth date
_________________
___
 
Age
______
__ 
Sex
__________ 
Marital Status
___________
_________
Social Security Number
_______________________
___________
)
