
 

 

 

             

             

             

             

             

             

             

             

             

             

             

             

             

         Insurance Information     

                                             Managed Care/HMO Patients     

                                                

                                                           How did you learn about us?  

 

Last Name: ________________________________First Name:__________________________ MI:_______ 

 

DOB: ________________ SS#: ______________________Sex:    M or F     Marital Status: ______________ 

 

Address: ______________________   City:                                 State: ________ Zip Code: ______________ 

 

Home Phone: ____________________ Cell Phone: ____________________Work Phone: ________________ 

 

Email: _________________________@_________________Referred by: _____________________________ 

 

Primary Care Physician and Phone: ____________________________________________________________ 

 

Pharmacy Name and Phone No: _______________________________________________________________  

 

Primary Insurance Co: ________________________ ID#: ______________________ Grp #:_______________ 

 

Secondary Insurance Co: ______________________ ID#: _______________________Grp #: ______________ 

 

Policy Holder name: _______________________________ ID #: _____________________________________ 

 

Policy DOB: _________________________________Policyholder SS #:_______________________________ 

Do you want a glasses prescription? Y   or  N   (note: refraction may/may not be covered by your insurance co.) 

 

I understand that it is my responsibility to obtain a valid referral from my primary care physician. I understand 

that if I do not obtain or have a referral on file that I may be held financially responsible for services received. I 

further understand that I am responsible for services that are non-covered expenses by my insurer.  

 

Patient Signature: ______________________________________________ Date: _______________________ 

 

Parent/Guardian Signature (if minor)   _____________________________  Date: ________________________ 

Google     ______________    YELP       ______________   Referral by Doctor _____________________ 

Instagram ______________    Facebook ______________   Referral by friend ______________________ 

 


