The Retina Center of Western Colorado

NAME:  ______________________________________________________ BIRTHDATE: ________________________

MAILING ADDRESS: _______________________________________________________________________________
			ADDRESS				CITY				STATE	ZIP

DO YOU LIVE IN ASSISTED LIVING OR NURSING HOME: YES  NO  ARE YOU ENROLLED IN HOSPICE  YES NO

HOME PHONE:  ________________________________ CELL PHONE:  _____________________________________

Please circle your preferred phone number above.  Can we leave a detailed message   YES   NO

SSN:  _________________________________ GENDER:  M  F		EMAIL: ________________________________

RACE:  ________________________ ETHNICITY: ________________________ LANGUAGE: ___________________

OCCUPATION (PREVIOUS IF RETIRED) ________________________________Full or part time  RETIRED?: YES  NO

EMPLOYER: _________________________________  PHARMACY:  ________________________________________

MARITAL STATUS:  S M W D 		SPOUSE/PARTNER:  ______________________________________________ 

EMERGENCY CONTACT:  _________________________ RELATIONSHIP: ______________PHONE: _____________

EYE DOCTOR: ________________________________PRIMARY CARE PHYSICIAN ___________________________
FIRST/LAST NAME									FIRST/LAST NAME

INSURANCE INFO:  PRIMARY INSURANCE:  __________________________________________________________

PRIMARY INSURED:  SELF	SPOUSE	PARENT	OTHER

[bookmark: _GoBack]NAME, DOB, SSN OF INSURED: ____________________________________________________________

SECONDARY INSURANCE: _________________________________________________________________________

In understand that my eyes will be dilated at every appointment at The Retina Center.  It is my responsibility to have a driver if I do not feel safe driving with dilated eyes.   Initial _____________

I hereby authorize the release of medical information to my insurance carrier if it is required in the course of my treatment.  I understand I am financially responsible for all charges incurred for services rendered.  I authorize all medical benefits to be paid directly to The Retina Center.

SIGNED:  ______________________________________________ DATE: ___________________________________

Office use:  MC +  HMO  OTHER  MCD  NONE WC/AUTO (DATE OF INJURY:____________) PP________ CP _______

