PATIENT INFORMATION PLEASE Complete the ENTIRE FORM — Although certain questions may not seem
appropriate for this examination, the answers could be important for care in the future.

Patient’s Home Phone Cell Phone
FULL Name

E-Mail Send Reminders via:
[ Phone [ Text

Street City, State Zip
Address

Gender Marital Status [IDivorced [IMarried | Date of Birth Social Security No.
[ other [Osingle [JWidowed
Race [JCaucasian []African American [ American Indian/Eskimo/Aleut | Ethnicity [ Hispanic/Latino Preferred Language

[CHispanic  [JAsian/Pacific Islander ~ []Other [JNon-Hispanic/Latino | []English []Spanish [JOther

Employer Employer-Phone Occupation
(Name/Address)

Spouse’s Occupation
FULL Name

Spouse’s Employer Employer-Phone
(Name/Address)

If Patient is MINOR, Employer-Address Employer-Phone
Father’s Name

Mother’'s Name Employer-Address Employer-Phone

Referred to Doctor’s First and Last Name Clinic Name Phone
This Office by:

Primary Care Doctor’s First and Last Name Clinic Name Phone
Physician:

How Referred:
[OSelf [OYellow Pages [JFamily/Friend [TV  [JNewsletter [JNewspaper [JRadio []Building Sign

IMPORTANT: Please list the name of someone not living at home that would be willing to take a message for you in case we could not reach you at home or
work. THIS COULD SAVE YOU A TRIP TO THE OFFICE IF THE DOCTOR IS CALLED OUT ON THE DAY OF YOUR NEXT APPOINTMENT.
Name Relationship to Patient
Email Home Phone Cell Phone Work Phone
1. INSURANCE CO. POLICY # GROUP #
Mailing Address City State Zip
Policyholder Birthdate Soc. Sec. #
Is this person still working? Retired? How Related

2. INSURANCE CO. POLICY # GROUP #
Mailing Address City State Zip

Policyholder Birthdate Soc. Sec. #

Is this person still working? Retired? How Related

Assignment of Benefits and Authorization to Release Information: | request that payment of authorized benefits Medicare, Medicaid, and/or any Insurance Carrier, to
be made on my behalf to Mattax Neu Prater Eye Center for any services furnished to me. | authorize any holder of medical information about me to release it to the Division
of Family Services, the Health Care Financing Administration, any insurer(s), and/or the listed responsible person(s), any information needed to determine benefits for the

other related services.

Financial Agreement: | accept responsibility for providing correct insurance information at the time of my appointment. | also accept full financial responsibility for all
charges not covered by insurance and/or filed with incorrect insurance provided by myself or responsible billing party. | understand that | am responsible for the costs of
collection including attorney fees and court costs.

Date Signature of patient (if patient is a minor a parent’s signature is required)

Mattax Neu Prater Eye Center complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
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