Arizona Glaucoma Specialists

                              
Patient Registration 

Mr.  Mrs.  Miss  Ms.  Dr. :______________________________________E-mail:______________________

Home Address:__________________________________________________Phone:___________________

City:________________ State:_________Zip:_____________ Alternate/Cell Phone:___________________

Sex: M   F
Date of Birth:____/____/____               Social Security Number: ______/______/______

Marital Status: __Single   __Married   __Divorced   __Widowed                   
           

                                                                                                                                    Fax:_________________

Eye Care Specialist:_______________________________ M.D._   O.D._              Phone:_______________   

Address:________________________________________

Family Physician: _________________________________M.D._ O.D._ D.O._    Phone:_______________

Address:_________________________________________                                    Fax:_________________                                                                                                

Patient’s Employer:___________________________________ Work Phone:____________________

Patient’s Spouse:_________________________________ Work Phone: _________________

In case of emergency please contact: __________________________Phone:_____________________

_______________________________________________________________________________________
Financially Responsible Party: _____________________________________Date of birth____/____/_____

Address:_________________________________________Phone:___________________________

City:____________________________________State:______________Zip:___________________

PRIMARY INSURANCE NAME: ____________________________________

Group Number:_____________________________ Policy Number:________________________________

Subscriber, If other than patient:__________________________________Subscriber DOB:____/____/____

SECONDARY INSURANCE:_______________________________________

Group Number:_____________________________ Policy Number:________________________________

Subscriber, If other than patient:__________________________________Subscriber DOB:____/____/____

I authorize the release of any medical information necessary to process all claims on my behalf.

Patient Signature: _______________________________________________Date Signed:____________

I authorize the release of payment for medical benefits to my physician.

Patient Signature:________________________________________________Date Signed:_____________
