KEAMY EYE AND LASER CENTER
PATIENT CONFIDENTIAL INFORMAT ION

Name: Date o fBirth:

Address: City:

State: Zip Code: Home Phone:

Work Phone: Cell Pho ne:

E-Mail Address e Mhale Female
RN H Occup ation:

Daie of Last Eve Exam: Docior's Name:

MNotify in case of emergency: Phone Mumhber

How did you hear ahout our o ffice?

Primary Physician Information

Primary Physician: Primary Physician Mumbexr:

Insurance Information

Name of msurance:

Insurance ID numhber: Group number:
Policyho Mer name: Rel tionship to policyho Mer:
Policy holder 5:5M4: PolicyloMer Daie of Birth
PolicyhoMer Employer: Work Numher:

Home Address: City:

State: Zyp Code: Home Phone:

Beco nd Insurance:

Insurance ID numbher: Group number

Release of information: I herebhy authorize Keamy Eye and Laser Centre io furnish and discloseall la
facis concerning my care io my insurance company and oiher physicians upon my requesi.

Ascignment of henefiis: I hereby authorize all insurance companies o male payments divectly to
Laser Cenire or any insurance henefiis for professional services rendered. I understand that I am re:
charges not paid by my insurance company. If my msurance company requires writien referral and
referral for my visit, [ undersiand I am responsible for payment of the sexrvices provided.





