[bookmark: _GoBack]Patient Information

Name: ___________________________________________________ Date of Birth: _____________________
Address: __________________________________________________________________________________
City: _____________________________________State:___________________Zip Code: _________________
Home Phone:  __________________________Cell Phone:  ____________________________        TEXTING OK                  
E-Mail:_______________________________________________ SS#: _________________________________                        
Sex:      Male     Female    	Marital Status:       Single         Married         Widowed         Divorced
Employer: ___________________________________________ Phone Number: ________________________
Emergency Contact: ___________________________________Phone Number: _________________________
Insurance Information

MEDICAL INSURANCE: ________________________
Name of Insured: ____________________________
SS# of Insured: ______________________________
D.O.B of Insured: ____________________________
Relationship of Insured: _______________________
VISION INSURANCE: __________________________
Name of Insured: ____________________________
SS# of Insured: ______________________________
D.O.B of Insured: ____________________________
Relationship of Insured: _______________________
Authorization and Release
I authorize the release of any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such care to third party payers and/or other health care practitioners. 
I understand that my insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf or my dependents
I authorize and request my insurance company to pay directly to the doctor any insurance benefits otherwise payable to me.
Acknowledgement of Receipt
I acknowledge that I read/understood a copy of Cherokee Eye Clinic, P.C. Notice of Privacy Practices.
Personal copies available upon request.


Patient Signature: ________________________________________________ Date: _______________________

**Please turn this form over and complete side two**


Release of Information
In order to allow Cherokee Eye Clinic physicians and employees to discuss patient information with others involved in your treatment or the payment of services rendered, such as your spouse, child, relative, friend, neighbor, care taker, etc., please provide the following information:
I hereby allow Cherokee Eye Clinic physicians and employees to discuss/release my medical information, such as appointment reminders, to verify dates and times of appointments, pick up prescriptions, lab results, care or treatment needs, etc., with the following individuals:

1. Name: __________________________________________ Phone Number: ______________________________
Relationship to Patient:  _______________________________________________________________________  
2. Name: ___________________________________________ Phone Number: _____________________________
Relationship to Patient: ________________________________________________________________________  
3. Name: ___________________________________________ Phone Number:  ____________________________
Relationship to Patient: ________________________________________________________________________

My signature below indicates I understand the following:
I may change the names of the individuals listed above at any time.  Changes must be made in writing.


Patient Signature: ______________________________________________________ Date: ________________________
					

