SUMMIT EYE ASSOCIATES, P.C.
Patient Information:
Patient Name:__________________________________Responsible Party:_________________________________
Apt./Ste #:____________Address:__________________________________________________________________
City:__________________________________State:________________Zip Code:____________________________
Sex:______Marital Status:______Date of Birth:_________________SSN:___________________________________
Ethnicity:_____________________________ _Preferred Language:_______________________________________
Preferred Phone Number:_______________________________Cell Phone:________________________________
Home Phone:____________________________________Work Phone:____________________________________
E mail:________________________________________________________________________________________
Primary Insurance Subscriber Information:
 Subscriber Name:____________________________________Relationship_________________________________
Date of Birth:____________________SSN:___________________________________________________________
Insurance Company:___________________________________Effective Date:_______________________________
Subscriber ID:_________________________Group #:___________________________Copay:__________________
Coverage (Primary, Secondary,Vision):_______________________________________________________________
Responsible Party Information:
Name:________________________________________Relationship:______________________________________
Apt./Ste #:_____________Address:_________________________________________________________________
City:_____________________________________State:___________________Zip Code:______________________
Sex:_______Date of Birth:____________________SSN:_________________________________________________
Preferred Phone :______________________________E mail_____________________________________________
Employer:_____________________________________Status: (Full-Time / Part-Time):________________________
I request payment of authorized insurance benefits be made payable to Summit Eye Associates, P.C. for services rendered. I authorize any holder of medical information about me to release to my agent any information needed to determine payment for all services rendered. I understand that I am ultimately financially responsible for all services rendered to me, and all charges not paid by my insurance are my responsibility.

Signature:__________________________________________________Date:_________________________________
