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Date  ____________________________________                     Chart  ____________________________________  
 

 
 

PATIENT INFORMATION 
 

First Name  ______________________________  MI  ______    Last Name  __________________________________ 

    

Email  ________________________________ Cell #  ___________________ Birthdate  ____________    Age  _____  

 

Social Security #  _________________  Address  _________________________  City  _______________  State  ____ 

 
Zip Code ____________  Day Phone #  __________________ Sex  ____   Language  ___________  Race  _________      

 

Ethnicity  _____________  Employer  _______________________   Work #  _____________  Martial Status ______  

     

If Married Spouse’s Name  __________________________________   Spouse’s Phone #  _______________________  

 

Referred by (circle one)        Family    Friend       Doctor _______________________   Other __________________ 
 

 

EMERGENCY CONTACT 
 

Name  __________________________________  Work #  ______________________  Cell #  ____________________ 
 

 

INSURANCE INFORMATION 
 

Primary  ________________________________  Group #  _____________________ ID #  _____________________ 
 

Name of Insured  __________________________________________________  DOB  __________________________ 
 

Secondary  ______________________________  Group #  _____________________ ID #  _____________________  
 

Name of Insured  __________________________________________________  DOB  __________________________ 
 

Vision  __________________________________  Group #  _____________________ ID #  _____________________  
 

Name of Insured  __________________________________________________  DOB  __________________________ 
 

        

ASSIGNMENT OF BENEFITS & AUTHORIZATION FOR TREATMENT:  
I authorize Fogg Remington EyeCare to treat the patient above, authorize the release of any medical information necessary to 

process this claim and request payment of benefits to Fogg Remington EyeCare.  
 

Date: _____________________________ Signature: ___________________________________________  

 
 

MEDICARE LIFETIME SIGNATURE ON FILE:  
I request that payment of authorized Medicare and or Medicare Replacement benefits be made on my behalf to Fogg Remington 

EyeCare for any service furnished to me by the physicians.  
 

Date: _____________________________ Signature: ___________________________________________  

Patient Information 
(Please print) 


