
 

 

PATIENT INFORMATION                     

  Date____________ 

Patient’s Name-Last__________________________ First________________________ Middle Initial _______  

rSingle    rMarried    rSeparated    rWidowed    rDivorced      Sex: M r F r Ethnicity _____________    

Birth date_______________________   Age______________      Social Security #________-_____-________ 

Mailing Address_____________________________________     City______________ State____ Zip_______ 

Home Phone __________________Cell Phone ___________________ Email___________________________ 
 

Emergency Contact, please give the name of the person we should contact in case of emergency: 

Name________________________________ Phone_________________ Relationship____________________   

   

How did you hear about us? 

r  Physician_______________ r  Friend_____________   r Phonebook r  Newspaper  r Other______ 
 

RESPONSIBLE PARTY INFORMATION 
           **IF PATIENT IS UNDER THE AGE OF 18** 

Name-Last_____________________________First_______________________________Middle Initial______  

Mailing Address-Street__________________________City___________________State______Zip__________ 

Social Security Number _____ - ____ - ____    Working? Y r    N r  Retired Y r    N  r      

Employer______________________________Position_________________Work Phone __________________  

SPOUSE: Name-Last__________________________First__________________________Middle Initial______  

Social Security Number _____ - ____ - ____   Working? Y r    N r  Retired Y r    N  r      

Employer______________________________Position_________________Work Phone __________________ 
 

INSURANCE INFORMATION 
 

Primary Insurance: ___________________________ID # ______________________ Group _____________ 

Subscribers Name: ____________________________ Birth date: ___________ Relationship: ______________ 

Secondary Insurance: _________________________ID # ______________________ Group _____________ 

Subscribers Name: ____________________________ Birth date: ___________ Relationship: ______________ 
 

I, the undersigned, certify that I (or my dependent) have insurance coverage and assign directly to Richens Eye Center all insurance 

benefits, if any, otherwise payable to me for services rendered.  I hereby authorize the doctor to release all information necessary to 

secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.    

 

Responsible Party Signature _______________________________________ __________ Date _________________    

 
I acknowledge that I have been offered a copy of the Notice of Privacy Practices.   Initial ________ Date__________ 

 
I, agree to pay for all deductible, co-insurance and non-covered services. If a balance remains after 30 days, I will pay interest  
at the annual rate of 18% (1.5% per month) starting from the date the charges were made. (There will be a $28.00 fee for all returned 
checks.)  I understand that delinquent accounts are turned over to a collection agency. If this account is assigned to an outside agency 
for collection, I agree to pay all attorney fees, court costs, and a collection agency fee of 40%, which will be added to the outstanding 
balance of my account with or without suit.  

PLEASE NOTE: Refraction (a necessary component of a comprehensive eye exam) is NON- COVERED service of Medicare 
and most traditional insurances. There is a $35.00 charge for refractions that result in a glasses/contact prescription.  
 

Initial_________ 
 

Signature________________________________________________________Date_____________________ 
 
 

Please Print Name ___________________________________Relationship to Patient___________________ 

	 	








