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PATIENT INFORMATION FORM 

Personal Information 

Name: ____________________________________________________________________ 
Last    First      MI 

Address: ____________________________________________________________________ 
Street or PO Box   City   ST   Zip  

Telephone: ___________________________    __________________________    _________________________ 
Home                                                     Work - If Applicable                          Mobile 

SSN: _______-_____-_________  DOB: _____/_____/_________ 
Email: ____________________________________________________________________ 

Gender:  Male     Female  Marital Status:  Single     Married     Widowed 

Employer: ___________________________________    ______________________    Retired 
Company                                                                                 Occupation 

___________________________________    ______________________    Retired 
Company                                                                                 Occupation 

Eye Doctor: ___________________________     _____________________  _______________ 
Name    City   Phone   

Medical Doctor: ___________________________     _____________________  _______________ 
Name    City   Phone  

Emergency Contact: ___________________________     _____________________  _______________ 
Name    Relationship   Phone (other than patient)          

How Where You 
Referred to Us? 

 Family Doctor  Insurance Company

 Family Optometrist  Phone Book   ____________________________ 
 Friend/Relative  Internet Listing  Name 

Insurance Information 

Primary Insurance: _____________________________  ___________________  _______________ 
Insurance Company Name   ID Number   Group Number 

 Prior Authorization Required

Secondary Insurance: 
(If Yes) 

 Yes     No

_____________________________  ___________________  _______________ 
Insurance Company Name   ID Number  Group Number 

 Prior Authorization Required

Worker's Comp 
Claim: 
(If Yes)

 Yes     No    _______________________     ______________________________
     Employer       Address 

___________________________     ____________________     ________________ 
Contact Name    Contact Number  Phone 

Policy Holder: _________________________________________________ 
Patient's Name  

__________________________     ___________________  ______-____-_______ 
Policy Holder's Name    Relationship   Social Security # 

_______________________________      _______________________   ______/______/_________ 
Home Phone                                                   Work Phone         Birthdate        

Please Remember to Fill Out the Other Side 
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Important 
Please complete every section that Is applicable to you 

Medicare 

________________________________________________________  _____________________________ 
Patient Name    Medicare # 

________________________________________________________  _____________________________ 
Signature    Date 

Other Insurance 

__________________________

________________________________________________________  _____________________________ 
Patient Name    Date 

________________________________________________________  _____________________________ 
Signature    Date 

To Be Filled Out By All Patients 

________________________________________________________  _____________________________ 
Patient Name    Date 

________________________________________________________  _____________________________ 
Signature   Date 

________________________________________________________  _____________________________ 
Witness   Date
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Financial Policy (1 of 2) 
F029-0321

FINANCIAL POLICY 

Claim Filing 

Office Visits 

Payment Policy 
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Financial Policy (2 of 2) 
F029-0321 

Medical Records and Forms 

Our Collection Policy 

Contacting Our Insurance Department 

Patient Accounts   
Medicare    
Commercial Accounts 
Anesthesia 

317-570-7426 ext. 1259 or 1274 
317-570-7426 ext. 1207
317-570-7426 ext. 1207
800-208-6014

Signature of Insured or Authorized Representative  Signature of Staff Member 

Printed Name Date of Birth 

Today's Date 
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