	
[image: C:\Users\Client3\Desktop\logo.jpg]PATIENT INFORMATION SHEET

Patient Name:										Date of Birth:				

Social Security Number:				Sex: M / F / Decline		Marital Status:				

Mailing Address:														

Email:								Employer:							

Landline Phone:				Cell Phone:					Work Phone:			

Emergency Contact:					Relation:				Phone:				

Guarantor (if minor):									Date of Birth:				
Social Security Number:				Sex: M / F / Decline		Relationship:				
Employer:															

Primary Care Physician:							Referring Physician:					
Pharmacy:								Mail Order Rx:						

INSURANCE INFORMATION:
	
	Primary Medical
	Secondary Medical

	Insurance Company Name
	
	

	Subscriber Name
	
	



[bookmark: _Hlk150518378]MEDICAL HISTORY:
	Patient History:
	Allergies:
	Eye Surgery / Procedures:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



ACKNOWLEDGEMENT:
To process my medical claims for payments, I 						, hereby authorize Susquehanna Eye Associates or their authorized agents, to release copies of my medical records and/or provide information regarding my exam and treatment rendered to my insurance carrier and/or agent or any agent acting on the insurance carrier behalf. I hereby assign to Susquehanna Eye Associates all payments for medical services rendered to myself and/or my dependents, and I understand and agree that any services not covered by my insurance carrier are my financial responsibility.

Signature/Date:															
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