
DATE          /        /              PATIENT INFORMATION                                   ACCT NO: 

PATIENT’S NAME: (please print) MAIDEN 

ADDRESS City & State Zip Code HOME PHONE 

(        ) 

SOCIAL SECURITY NUMBER 

 

MARITAL STATUS                 SEX              BIRTH DATE                 AGE                     

S  M  W   D   Sep      M    F         /      / 

PATIENT’S EMPLOYER                                                                                                   OCCUPATION     (OR NONE, HOMEMAKER, 
STUDENT)  

WORK PHONE 

(       ) 

RETIRED FROM CELL PHONE 

(          ) 

EMERGENCY NOTIFICATION (Name, Address of Person to Contact)            

Relationship 

 

  PHONE 

(          ) 

SPOUSE’S NAME 

 

SOCIAL SECURITY NUMBER BIRTH DATE 

         /         / 

ADDRESS, if different from patient: 

 

EMPLOYER DATE OF RETIREMENT 

RESPONSIBLE PARTY, if different from patient:                                  Relationship 

 

HOME PHONE 

(       ) 

EMPLOYER 

 

E-MAIL ADDRESS 

 

INSURANCE INFORMATION 

1ST INSURANCE                                                                         SUBSCRIBER 

 

2ND INSURANCE                                                                        SUBSCRIBER 

 

3RD INSURANCE                                                                        SUBSCRIBER 

            

VISION INSURANCE                                                                   SUBSCRIBER 

 

WORKMAN’S COMP / AUTO INSURANCE 

Is the condition covered by Workman’s Compensation, Auto Insurance, The Federal Black Lung Program, ESRD, Disability or other. 

 

Please specify ________________________________________________________________________ 

Please present ALL Insurance Cards and any authorizations or referral documents to receptionist with this form. 

Who is your Regular Family Physician Who referred you to our practice? 

 

AUTHORIZATION & ASSIGNMENT 

 
I request that payment of authorized Medicare/Other Insurance company benefits be made either to me or on my behalf to Southwest Michigan Eye Center, PLC, for 

any services furnished me by that physician/supplier.  I authorize any holder of medical information about me to release to HCFA and its agents any information 

needed to determine these benefits or the benefits payable to related services. 

 

I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim.  My signature authorizes releasing 

of the information to the insurer(s) or agency(s) shown.  Medicare/Other Insurance Company assigned cases, the physician or supplier agrees to accept the charge 

determination of the Medicare/Other insurance company as the full charge, and the patient is responsible only for the deductible, coinsurance, and non-covered 

services.  

 

Coinsurance and the deductible are based upon the charge determination of the Medicare/Other Insurance company. 

 

If you are unable to keep future appointments, we ask that you kindly give 24 HOUR notice.  NO-SHOWS MAY BE CHARGED A $20.00 FEE and multiple 

NO-SHOW appointments can lead to you being dismissed from the practice. 

 

I understand that I am personally responsible for all fees regardless of insurance coverage.  If I do not pay my co-pay at the time of service and I have to be billed for 

this payment, I understand that a $20.00 fee will be added to my bill.  It is customary to pay for services when rendered unless other arrangements have been made in 

advance with our office. 

 

Signature ___________________________________________________     Date    _________________________________ 


