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604 W. Warner Road, Ste. B-6~ Chandler, AZ 85225
5301 S. Superstition Mountain Drive~ Gold Canyon, AZ 85118
Phone: 480-963-3881  Fax: 480-899-8610
Complete Medical & Surgical Eye Care for All Ages

Thank you for choosing our office.

PATIENT INFORMATION:

Last Name: _______________________________ First _____________________________ MI ________
Birthdate: _____________  Age: ________  Sex: _____ SSN: _____________________________
Address: __________________________________ City: ______________ State: _____  Zip: __________
Home Phone: _______________  Work Phone: _______________  Cell Phone: _____________________
E-mail address: __________________________

Patient Status: ( )-Married    ( )-Single    ( )-Divorced    ( )-Separated    ( )-Widowed    ( )-Other

Primary Care Physician: _________________________  Telephone: ____________________

Referred by: ___________________________________ Telephone: ____________________

SPOUSE/PARENT GUARDIAN INFORMATION:

Name: __________________________________ Home Phone: ___________ Work Phone: ____________
Address: ______________________ City: ___________ State: _____  Zip: _____  SSN: _______________
In Case of Emergency Contact (Name of person not living with you):

Name: __________________________________ Home Phone: ___________ Work Phone: ____________
AUTHORIZATION:

Do you authorize this office to discuss your medical care or account information with any other person other than yourself? _____ YES          _____ NO

If yes, please list name(s) of person(s) and contact phone numbers.
Name: ___________________________________________ Home Phone: _________________________
Name: ___________________________________________ Home Phone: _________________________
PRIMARY INSURANCE INFORMATION:

Primary Insurance: __________________________________________  Effective Date: _______________
Subscriber ID: ______________________________________  Group No: __________________________
Policyholder’s Name: __________________________________  DOB:  ________  SSN: ______________

Relation to Insured: _________________________________
Employer’s Name: ____________________________________________  Phone: ____________________
Employment Related Injury: □ Yes    □ No       If Workers Comp, date of injury? ______________________
Secondary Insurance: ________________________________________  Effective Date: ________________
Subscriber ID: ______________________________________  Group No: ___________________________
Policyholder’s Name: __________________________________  DOB:  ________  SSN: _______________
 ASSIGNMENT AND RELEASE:
I authorize the release of any medical or other information necessary to process this claim.  I hereby assign my insurance benefits to be paid directly to the physician.  I understand that I am financially responsible for any non-covered services (ie. Refractions and Routine eye exams)  and copayments. Also, any unpaid balances may be subject to collection and attorney’s fees, if assigned to a collection agency, and is the responsibility of the guarantor.
SIGNED: ____________________________________________________  DATE: _____________________
