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-PATIENT INFORMATION- 

Date

Last Name _________________________________ First Name_________________________________ Middle Initial____ 

Address  ______________________________________ Phone #1______________________   Phone # 2 __________________ 

City _____________________________________________________________ State _____________ ZIP _________________ 

Email Address_________________________________________________________________ Opt-in Patient Portal        □Y   □N 

Date of Birth _____________________________________________Age ___________  Mr.____ Mrs. ____ Miss ____ Ms. ___ 

Patient's Social Security # (Not Medicare Number) ____________________________Spouse's Name ______________________ 

Patient, Single __________ Married __________ 

Patient's Employer _______________________________________ Employer Address __________________________________ 

Family Physician ________________________________________________________________________________ 

Nearest Relative or Friend _____________________________/ Relationship _____________________ Ph. # ________ 

Referred by Whom ________________________________________________________________________________________ 

Parent or Guardian _____________________________________Parent's Social Security Number _________________________ 
(if 18 or under) 

Parent Employer ____________________________________________________ Ph. # _________________________________ 
(if 18 or under) 

—INSURANCE INFORMATION— 
Medicare Number __________________________________________Supplemental Insurance ___________________________ 

Insurance Company Name ______________________________________________________________________________________ 
Subscriber # _______________________________________________Group # ____________________________________________ 
Name of Subscriber (if different from patient): _______________________________ Subscriber’s Employer _______________ 
Date of Birth: ___________ Social Security #___________________ Relationship to patient ____________________ 

ON THE JOB INJURY 

Date of Injury_____________________________ Employer______________________________ Ph. # ________________

I understand that charges for services must be paid upon receipt of medical services, I also understand that I am responsible for all my 
financial obligations as a result of the medical services received. 

I hereby authorize ICON Eyecare (practice) to provide information to insurance companies concerning the medical services received. 
Additionally, I hereby assign all insurance payments related to the claims made by this office, in my benefit and for the benefit of my 
dependents, to ICON Eyecare. I understand that I am responsible for any adjustment or balance not paid to the practice by the 
insurance company. 

Signature ________________________________________________ Date ______________________________ 










