Welcome to Reinert Family Eye Care!

Thank you for choosing our office! In order to better serve you, please fill out this form as completely as possible. 
[bookmark: _GoBack]
Please print. All information is confidential. 


Patient Information 

Patient Name: ______________________________________________    Home: (_____) ___________________________  

Address: ___________________________________________________   Work:  (_____)____________________________ 

City: ______________________ State: ____________ Zip: __________    Cell:    (_____) ____________________________ 

Which number do you prefer to be contacted with? (Circle one)          Home / Work / Cell 

E-mail: ____________________________________               	Marital Status: _________________________ 

Date of Birth: _____ /_____ /_____     Age: ________   Sex:    M ___   F ___         Last 4 digits of SSN:  _____________     		
Special Needs:    Wheelchair ____   Hearing Impaired ____  Translator ____     Other ___________________________ 

Occupation: ________________________________  Employer: _______________________________________

Emergency Contact: ______________________ Relationship: ___________________ Phone: ______________________ 

How did you hear about our office?     Saw you in Walmart ____    Your Website ____    Insurance List ____  	

Facebook ____    Google ____     Referral ____    Other (please specify) _______________________________________


Insurance 

Vision Insurance:  Yes ____     No ____     If yes, name of company/plan: ____________________________________

Subscriber Name: _______________________________  Subscriber Date of Birth: ______________________________ 

Subscriber ID #: _________________________________  Subscriber Group #: __________________________________ 

Medical Insurance:  Yes ____  No ____    If yes, name of company/plan: _____________________________________ 

Subscriber Name: ________________________________ Subscriber Date of Birth: ______________________________ 

Subscriber ID #: _________________________________  Subscriber Group #: __________________________________ 

If not covered by insurance who is the responsible party?  ________________________________________________ 

Address: _____________________________________________________   Phone: _______________________________

How will you be paying? (Circle one)       Cash / Credit or Debit Card
