
PATIENT INFORMATION





NAME _________________________________________________BIRTHDATE_____/_____/_____AGE______


		Last			First			MI





ADDRESS____________________________________________________________________________________


			Street					City			State			Zip


HOME # (____) __________________ CELL # (____) ________________ OTHER # (_____) ________________





E-MAIL _____________________________________________________________________________________





SOCIAL SECURITY # _______-_______-_______ DRIVERS LIC # ____________________________________








SEX: 	     M	     F	              MARITAL STATUS:      MARRIED      SINGLE       DIVORCED      WIDOWED





EMPLOYED BY______________________________ OCCUPATION___________________________________





BUISNESS ADDRESS _________________________________________________________________________


				Street				City			State			Zip





EMERGENCY CONTACT NAME_______________________________ PHONE # (______)_______-_________








IF RESPONSIBLE PERSON/PARTY IS OTHER THAN THE PATIENT...





PERSON RESPONSIBLE FOR PAYMENT _________________________________________________________


REALTIONSHIP TO PATIENT______________________ SS#______-______-______ DOB _____-_____-_____





ADDRESS____________________________________________________________________________________


		Street					City				State			Zip


EMPLOYED BY ______________________________ OCCUPATION __________________________________





BUSINESS ADDRESS _________________________________________________________________________


				Street				City			State			Zip











MEDICAL HISTORY


DO YOU HAVE OR EVER BEEN TREATED FOR THE FOLLOWING? IF NONE, PLEASE CHECK HERE___





DIABETES_________		GLAUCOMA_________		RETINAL DISEASE__________


            HIV_________		       CANCER_________                                 HEPATITIS__________





REFERRED BY: ______________________________________________________________________________


			      Last 				First				Title 





I here by authorize the release of any medical information necessary to process this claim. 


I request and authorize direct payment of any government and/or insurance benefits to Ocular Prosthetics, Inc. for all services provided.


In the event that my insurance does not pay, is delayed in paying, or pays for only part of my incurred charges, I agree to be entirely responsible for the balance.





Responsible Party's Signature (REQUIRED)___________________________________________ Date __________________





Responsible Party's Name (Print) __________________________________________________________________________





HEALTH INSURANCE


DO YOU HAVE HEALTH INSURANCE?__________________________________________________________





DO YOU HAVE A SECONDARY INSURANCE CARRIER?___________________________________________





ARE YOU THE INSURED/CARD HOLDER OR A DEPENDENT?_____________________________________








