DANVILLE SAN RAMON EYE MEDICAL
Patient Information for Medical Records

It is the policy of our office to collect all COPAYMENTS at the time of each service. If a patient does not have proof of medical insurance, payment is required at the time of service.
PERSONAL INFORMATION (Please Print):
Name:   Last__________________________ First____________________ MI_____ Date: _______________
Date of Birth: ____/____/______ Age: _______ M/F: __________ Soc Security#:_______________________
Address_______________________________________ City_________________ State____ Zip__________
Phone: Home _________________________Work___________________ Cell_________________________
Email address _____________________ @__________________

Employer Name: _________________________________________Occupation: _______________________
Spouse Name: ________________________________Spouse Employer: _____________________________

In Case of Emergency: Name: ___________________ Phone # ________________ Relationship____________
Responsible Party (If not the patient):
Name:   Last____________________ First________________ MI _____Relationship to Pt: ________________

Address: ___________________________________________City_________________State______Zip_______

Employer: __________________________Address_________________ City___________ State_____ Zip_____               Phone Number: _________________________________

INSURANCE INFORMATION:
Name of Insurance________________________________

Name of Subscriber______________________ Birthdate: ____/____/____
Soc Security #_______________________Subscriber ID: _____________________________Group #__________

Secondary Insurance Co: _______________________________
Name of Subscriber_____________________________ Birthdate: ____/____/_____

Soc Security#____________________ Subscriber ID__________________Group#___________

VISION INSURANCE:

( Vision Service Plan (VSP)
( Medical Eye Services (MES) 
( Superior Vision
******************************************************************************************
Referred by: Circle one   Friend/Relative__________________ Doctor _________________Other____________________   

Name of Primary Physician: ___________________________________ Phone: _____________________
· Patients are required to present their insurance identification cards at the time of initial visit or when there is a change. If your insurance requires a REFERRAL OR AUTHORIZATION, it’s your responsibility to notify our office at the time of making your appointment. We will bill your insurance company as a courtesy for you.
· I understand that I am responsible to Danville San Ramon Eye Medical Corp. for health care services.  Examples of services that may NOT be covered are routine eye exams, refraction, contact services, and glasses. A additional charge of $25 will be added to your exam to evaluate your contact lenses.
· I authorize Danville San Ramon Eye Medical Corp. to furnish information from my records to the health care insurance plan/medical group of which I am a member. I had read or received a copy of Notice of Privacy Practices.
· APPOINTMENTS: We require a 24 hour notice for canceled appointments. A fee of $50 will be charged for no show or canceled appointments without a 24 hour notice.

Patient Signature: ______________________________________ 

Date: ___/____/________
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