WACO EYE ASSOCIATES, P.A.
PATIENT INFORMATION
All services, when appropriate, are due and payable at the time of service

First Name: _______________________________   M.I. _______    Last Name: _________________________________
SS#: ___________________________________      Date of Birth: _________/_________/__________    Age: _________     
Marital Status:    Married  /  Single  /  Widowed  /  Divorced                Sex:    Male    /   Female                 
Address: _______________________________________   City: __________________  State: _______  Zip: __________
Cell Phone #: ___________________  Home Phone #: ____________________  Work Phone #: ____________________ 
Primary Method:    Cell   _ /    Home  _    /  Work                Email Address: _______________________________________
Appointment Confirmation Preference:    Text     /    Email   /   Do not Confirm
Race:    Black   /  Caucasian   /   Indian/Eskimo   /   Asian   /   Islander   /   Other _________________________________    
Ethnic Background:   Hispanic   /  Not Hispanic     Primary Language: ______________________ 
Emergency Contact:  Name: ____________________________  Relationship: ________    Phone #: _________________
Employer: __________________________________________________    Phone #: _____________________________
Address: _______________________________________   City: __________________  State: _______  Zip: __________
Guardian/Spouse: ________________________________________________      Date of Birth: ____________________
SS#: _________________   Employer: ___________________________________  Phone #: _______________________
Primary Care Physician: ______________________________________________   Phone #: _______________________
Referring Physician: _________________________________________________   Phone #: _______________________
Is this visit related to a Workers Comp Claim:         Yes    /    No	                Date of Injury: _________________________
Please Present Your Health Insurance Cards: 
Prior Authorization (please initial each statement)
_______ I authorize release of any medical information necessary to process my claims to all my insurance companies 
_______ I authorize direct payment of medical benefits to Waco Eye Associates for services provided to me
_______ I permit a copy of this authorization to be used in place of the original
_______ I certify the above information is true and correct and realize that I am financially responsible for all medical bills
Waco Eye Associates complies with applicable Federal civil rights laws and does not discriminate based on race, color, national origin, age, disability, or sex. Waco Eye Associates does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Patient Name (print): ________________________________________________
Patient Signature: ___________________________________________________    Date: __________________________
