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DEMOGRAPHICS
BASIC INFORMATION:
Salutation (Mr., Mrs, Dr., etc):________ 
Suffix (Jr., Sr.,) _____

First Name: ____________________ Last Name_____________________ Middle Name: _______________ 
Date of Birth: _________________ Age:______ SSN:_____________________________Gender:________
Status: New_____   Established _____  

ADDRESS:

Address: ___________________________________ City/State/Zip________________________________

PHONE/E-MAIL:
Home: ____________________ 
Work:______________________
Cell: ______________________

Which number do you prefer we call first:_________________ Can we text you appt reminders? Y    N
E-mail: ____________________________________ Okay to contact you via e-mail?    Y           N
Can we e-mail you appt reminders? Y       N         Educational material? Y       N       Specials? Y       N
EMPLOYMENT:
Employer:___________________________________  Address: ____________________________

Phone: _________________________


City, State, Zip ____________________

Part-Time:_______  Full-Time: ____________
INSURANCE:
Policy Holder’s Name:_________________________SSN:_______________Date of Birth:______________

Employer:___________________________________  Address: ____________________________

Phone: _________________________


City, State, Zip ____________________

1.  Priority: Primary____ Secondary____
Type: Medical____Vision____


Insurance Company Name: ________________________
Policy Number:_________________

Group Number: ______________________  Co-Pay:___________
2.  Priority: Primary____ Secondary____
Type: Medical____Vision____


Insurance Company Name: ________________________
Policy Number:_________________

Group Number: ______________________  Co-Pay:___________
CONTACT LENS:
Are you interested in Contacts Lenses Today?   _​​​_______ YES

________NO

If Yes, Please be aware that most insurances do not pay for both contacts and glasses.  If  you have your insurance cover your glasses you will be expected to pay for the Contact Lens Fit portion of your exam.

HOW DID YOU HEAR ABOUT US?
Insurance____ Family or Friend (name)_____________________Web___ Care Credit ____Other _________
