
DR SUN EYE CARE 

REGISTRATION FORM 
 

Today’s date: Appt time: __________AM/ PM Family Doctor: 

PATIENT INFORMATION 

Patient’s last name: First name: Middle: Birth date: Age: Sex: 

   _ _/_ _/_ _ _  _      M  F 

Street address: Social Security No.: Home phone No.: 

  (          )- 

City, State ZIP Code  Cell phone:   Work phone:  Email:   _________________@  

 (          )- (          )-               _________________ 

Referred to us by (please check one box):  Dr.     (                                    )  Insurance Plan 

 Family     Other family members seen here: 

 Friend      (                                )  Internet  Newspaper  Close to home/work 

 

INSURANCE INFORMATION 

(Please give your insurance card to our staff) 

Is this patient covered by 
insurance? 

 Yes  No  

Person responsible for bill: Birth date: Address (if different): Home phone No.: 

 _ _ /_ _ /____  (          ) 

Is this person a patient here?                             Yes                       No 

Occupation: Employer: Employer address: Employer phone No.: 

   (          ) 

Primary insurance: 

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: Co-pay 

  _ _/_ _ / ____   $ 

Patient’s relationship to subscriber:                       Self                Spouse          Child              Other 

Secondary insurance (if applicable):  

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: Co-pay 

  _ _/_ _ / ____   $ 
 

Patient’s relationship to subscriber:                       Self                Spouse          Child              Other 

Vision Plan (if applicable): 

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: Co-pay 

  _ _/_ _ / ____   $ 
 

Patient’s relationship to subscriber:                       Self                Spouse          Child              Other 

 

IN CASE OF EMERGENCY 

Name of local friend or relative: Relationship to patient: Contact No.: 
  (          )-  (                                       )   

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand 
that I am financially responsible for any balance. I have read the Privacy Notice of Dr Sun Eye Care and understand it. I consent to the use 

and disclosure for my health information for purpose of treatment, payment and health care operations. 

     

 Patient/Guardian signature  Date  

 


	text_1cajt: 
	text_2snud: 
	text_3ovyd: 
	text_4iemk: 
	text_5ifcp: 
	text_6gsmi: 
	text_7vhms: 
	text_8ptnj: 
	checkbox_9eixw: Off
	checkbox_10zsog: Off
	text_11mzga: 
	text_12fcdf: 
	text_13xvht: 
	text_14eswa: 
	text_15fvsx: 
	text_16pgdq: 
	text_17ezdp: 
	text_18akmn: 
	text_19qhar: 
	checkbox_20fyow: Off
	checkbox_21mmqb: Off
	text_22shvi: 
	text_23uusa: 
	text_24icel: 
	checkbox_25hbyg: Off
	checkbox_26vygf: Off
	checkbox_27oqmn: Off
	checkbox_28fsgq: Off
	checkbox_29pmwr: Off
	checkbox_30szix: Off
	checkbox_31qaor: Off
	checkbox_32yshy: Off
	text_33ii: 
	text_34cimd: 
	checkbox_35huvt: Off
	checkbox_36uyzg: Off
	text_37snaz: 
	text_38vxzp: 
	text_39ddwf: 
	text_40pvqz: 
	checkbox_41ftcs: Off
	checkbox_42cpjj: Off
	text_43guui: 
	text_44irpi: 
	text_45bvev: 
	text_46llmp: 
	text_47lxgk: 
	text_48piol: 
	text_49ogcj: 
	text_50rqzq: 
	text_51pghx: 
	text_52kdmc: 
	text_53cino: 
	checkbox_54cvxr: Off
	checkbox_55bfrf: Off
	checkbox_56ozqa: Off
	checkbox_57yzhw: Off
	text_58gcbo: 
	text_59ovgm: 
	text_60frft: 
	text_61oevs: 
	text_62bwhy: 
	text_63iiad: 
	text_64ohxd: 
	checkbox_65bepg: Off
	checkbox_66qhzm: Off
	checkbox_67ffdr: Off
	checkbox_69pmmr: Off
	text_70esem: 
	text_71ivlj: 
	text_72xuzg: 
	text_73jodf: 
	text_74wzug: 
	text_75ihzx: 
	text_76djom: 
	checkbox_77usko: Off
	checkbox_78oimm: Off
	checkbox_79yqyj: Off
	checkbox_80ynnu: Off
	text_81fcuo: 
	text_82mvqc: 
	text_83bxor: 
	text_84acdk: 
	text_85oatc: 


