
 
 

MIDATLANTIC OPHTHALMOLOGY 
 
 
 

PATIENT INFORMATION                    DATE: ______/______/_______ 
 

Last Name: __________________________________First Name: _______________________ MI____ Marital Status: S M W D 

Birthday: _____________________          Sex:  M / F               Height: ___________ Weight: ____________ 

Ethnicity: _____________________          Race: ____________________     Preferred Language: ________________________ 

Social Security# ___________________________________               Home Phone: ____________________________ 

Street Address: ___________________________________________City: ____________________ ST: _________Zip:_________ 

Patient’s employer: ____________________________Occupation: _________________________ Work Phone# ______________ 

Employer’s address: ____________________________ City & State: ___________________________ Zip _________________ 

Spouse or Parent’s name: ________________________ Address: ________________________________ Zip _________________ 

Spouse or Parent’s Employer: _____________________ Occupation: __________________________ Phone # _______________ 

Employer’s Address: _____________________________ City & State: ___________________________ Zip ________________ 

Have you or anyone in your family been here before: Yes____ No ____      which Doctor _________________________________ 

How were your referred to this office: __________________________________________Family Doctor: ___________________ 

INSURANCE INFORMATION 

Primary Insurance Co: _________________________________ Address: ______________________________________________ 

Subscriber’s name: ______________________ Birth date: _____________ ID# ____________________ Group# _____________ 

Secondary Insurance Co: _______________________________ Address: ______________________________________________ 

Subscriber’s name: _______________________ Birth date: _____________ ID# ____________________ Group# ____________ 

IF PATIENT IS NOT RESPOSIBLE FOR BILL, PLEASE FILL IN THE FOLLOWING 

Guarantor: _______________________________ Home Phone# ________________ Work Phone #________________________ 

Address: __________________________________ City & State _________________________________Zip _________________ 

Birth date: ________________ Social Security# ______________________     Sex M F          Employer _____________________  

I understand that Medicare and most insurance companies DO NOT PAY FOR REFRACTION when needed to assess the 
best corrected visual acuity or to prescribe glasses. Medicare and many insurance companies do not cover routine eye 
examinations. Medicare will not pay for routine eye exams. 
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