
 
Name______________________________________________________________________  
             First                      Middle                         Last 
 
Address: ___________________________________ City, State, & Zip________________________________ 
 
Gender:  ⁯ male   ⁯ female     SS# _________-______-_________    Date of Birth ___________________ 
                                                    
Phone #’s (H) ______-______-_________ (W) ______-_______-_________    (C) ______-______-_________ 
 
Do you work ⁯ yes  no Employers Name: _____________________________________________________ 
 
Do you have internet access?   Yes  No     Email Address: ________________________________________ 
 
In case of an emergency notify: _______________________________ Phone # _________________________ 
 
Address ____________________________________________________ Relationship: ___________________ 
 
General Practitioner: _________________________ Referring Doctor:  ________________________________ 
 
 Pharmacy Name/City _______________________________________ Phone #______-______-____________ 
 
Race:                      White                Asian             Black or African American                  Hispanic 
 
  Native Hawaiian or Pacific Islander                      American Indian or Alaskan Native           
 
Ethnicity:   NOT Hispanic or Latino     Hispanic or Latino       Preferred Language:   ________________ 
 
BILLING INFORMATION 
 
Primary Insurance 
Name of Insurance: _____________________________________________________ 
 
Contract #:_________________________ Group Name: ___________________ Group #:_________________ 
 
Name of Policy Holder: _______________________________  
 
Policy Holder’s Date of Birth _______________ Relationship to Policy Holder: ___________________ 
Secondary Insurance 
 
Name of Insurance: _____________________________________________________ 
 
Contract #:_________________________ Group Name: ___________________ Group #:_________________ 
 
Name of Policy Holder: _______________________________  
 
Policy Holder’s Date of Birth _______________ Relationship to Policy Holder: _______________________ 

 
PLEASE SIGN RELEASE OF INFORMATION AUTHORIZATION ON BACK OF THIS FORM 

 



 
COMPLETE THIS SECTION IF PATIENT IS A MINOR OR STUDENT 

 
Person Responsible for Bill: __________________________________________________________________ 
 
Father’s Name _____________________________________________________________________________ 
 
Address: __________________________________________Home Telephone __________________________ 
 
Employer: _________________________________________ Date of Birth ____________________________ 
 
Occupation: ________________________________________Work Telephone _________________________ 
 
Mother’s Name: ____________________________________________________________________________ 
 
Address: __________________________________________Home Telephone __________________________ 
 
Employer: _________________________________________ Date of Birth ____________________________ 
 
Occupation: ________________________________________Work Telephone _________________________ 
 
 

AUTHORIZATION TO RELEASE INFORMATION 
 
I AUTHORIZE COLUMBUS EYE CLINIC & LASER SURGERY CENTER (“Practice”) TO RELEASE 
TO THE SOCIAL SECURITY ADMINISTRATION OR ITS INTERMEDIARIES OR OTHER 
INSURANCE CARRIERS ANY MEDICAL OR OTHER INFROMATION.  I UNDERSTAND THAT I AM 
RESPONSIBLE FOR FEES FOR MEDICAL SERVICES AND THAT INSURANCE IS FILED AS A 
COURTESY.  I REQUEST PAYMENT OF MEDICAL INSURANCE BENEFITS BE MADE TO THE 
PARTY WHO ACCEPTS ASSIGNMENT. IN ASSIGNED CASES THE DOCTORS AGREE TO ACCEPT 
THE CHARGE OF DETERMINATION OF THE MEDICARE CARRIER AS THE FULL CHARGE FOR 
COVERED SERVICES.  THE PATIENT IS RESPONSIBLE ONLY FOR THE DEDUCTIBLE, 
COINSURANCE, AND NON COVERED SERVICES. 
 

APPOINTMENT REMINDER POLICY 
 

I authorize this Practice and their agent to place appointment reminder phone calls and mail post card 
reminders to the phone number and address I have listed on my patient form.   
 

CONSENT TO TREATMENT 
 
I authorize the physicians of the Practice, their associates, technical assistants and other health care 
providers under their direction to provide diagnostic evaluation and treatment.  I understand that no 
guarantee has or will be made to me regarding any possible result or cure based on my examination and/or 
treatment. 
 
 
 
Signature of Patient: _____________________________________ Date: _______________________ 
 
 










