Patient Information Form
Name: _________________________________________       Male  /  Female
Age: _________
Date of Birth: ___________________

Social Security #: __________________________

Parent/Guardian (if patient is a minor):____________________________________________________
Home Address: ______________________________________________________________________

City: ______________________    State:  AZ   or Other: ___________________ Zip:_______________

Home Phone#_____________________

  Work Phone #_____________________       
      Cell /Alternate Phone #________________________
INSURANCE INFORMATION
**Please have your insurance cards ready for us to photocopy upon completion of this form.**
Policy Holder Name: ____________________________________________________________
Policy Holder’s Date of Birth:_______________
Policy Holder S/S Number (If different from above): ___________________________________

Employer: ___________________________________________________

Name of Vision Insurance: ______________________________________

Name of Medical Insurance: _____________________________________
How did you find our office? :

⁭ Mailer      ⁭ Insurance Website      ⁭ Internet search engine: ____________________________                                   ⁭ Family/Friend: _________________________     ⁭ Other: ______________________________
**We accept Visa, Master Card, American Express, Discover, Debit, Cash and Checks (with valid driver’s license)**
By signing below I certify that I understand and agree that regardless of my insurance status I am responsible for the balance on my account for any services rendered.  I also certify that the information contained above is correct to the best of my knowledge at the time this form was completed.  By signing below I understand there is a $25.00 charge for all broken appointments with less than 24 hours notice.  I also understand that Arizona Red Mountain Eyecare, P.C. will only use this information to verify my insurance coverage and keep current/accurate records.  
Signature:________________________________________    Patient/Guardian   Date:___________________
CONFIDENTIAL

