
Pftient Informatign 

Code: 

PLEASE PRINT LEGIBLY Circle 

� 

Patient 

Rabbi / Dr. / Master / Mr. / Mrs. / Ms / 

First Name MI Last 

Date of Birth

Address 

------------------------------------

Soc. Sec. # 

Phones: Home # 

Work# 

E-mail address:

Cell# 

Ext 

•-would You Like To Be Texted For Appoin1ments? Yes or No (Circle One)•-

Employer: 
Spouse's Name 

Married? □ No □ Yes ➔

***FOR CHILDREN or DEPENDENTS, please give parents' (or legal guardians') information: *"'* 

Mother·s Name: _______________ _ Father·s Name: _______________ _ 

Address (If different): _____________ _ Address (if different): _____________ _ 

Social Security#: _______________ _ Social Security#. ______________ _ 

Home Phone #: Home Phone #:

Cell /Work# (CIRCLE ONE} ___________ _ Cell/ Work# (CIRCLE ONE)------------

Health Ins (Ex:BcBs): Co: _____________ 1D41= _________ Groupffe _____ _ 
Insured Worker' s Name _________________ Worker' s DOB ______ SSN ______ _ 
Relationship to Patient ___________ _ Employer giving the Insurance _____________ _ 
Insured· s Address (it different) _________________________________ _

2. Vision INS or Secondary Co: ID # 

Group# 

Insured Worker's Name _______________ Worker's DOB: _______ SSN: _______ _ 

Relationship to Patient _________ _ Employer giving the Insurance ________________ _ 

1. Whom may we thank for referring you to our office?

Name of friend/ relative / Dr.?_________________ Phone# _____ _

2. If none of above how did you choose our office? □ Website: DrShermanEyes.com
□ Facebook □ Recall Card/ Call □ Google Reviews (Won't you please leave A+ review, too?)

□ Saw Sign/Building □ Insurance List/Website □ Other __ _

FINANCIAL POLICY: Our office policy calls for payment at the time of service. Patients are required to make a 50% down
payment on all materials ordered. Payment in full is required when materials a re dispensed. 

I understand that it is my responsibility to know my insurance benefits and requirements. If referrals are required, it is my 
responsibility to obtain ALL necessary referrals before my appointment. If I do not have my referral at the time of my 
appointment. I will pay Dr. Sherman in full at the time of my visit. 
If your insurance does not pay the anticipated amount or if your insurance pays yo u  directly, you a re responsible for any 
balance. I have read and agree to all the provisions of the office financial policy. I hereby authorize Dr. Sherman to treat the 
patient named above. 

Signed®---------------------------- Date: ➔ _________ _
Patient (if18 or older), ELSE Parent/Legal Guardian, or Authorized Representative's Signature 

IF YOU ARE NOT THE PATIENT. print your name: ➔ _______________ Relationship to patient: _____ _ 

Please SIGN' ON 'XJHE OTHER SIDE OF TH.IS FORM
10/2015 

Male
Female
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