Eye Care Professional Associates
Insurance Information Request Form

Patient Name:  _________________________________________ Date:  ____________________

[bookmark: _GoBack]***PLEASE PRINT AND WRITE LEGIBLY***

My signature certifies that I received services from Eye Care Professional Associates.  I understand that I am responsible for any amount my insurance does not cover and all co-pays.  I also understand that non-payment of my account can result in my account being closed until it is brought current.

____________________________________________________	________________________
Signature of Patient/Responsible Party					Date

BILLING INFORMATION:
If person responsible is the patient, do not complete.

Name:  ____________________________________ Relationship to patient:  _________________
Address:  __________________________________________________________________________
City:  ________________________________ State: _____________ Zip:  ________
Phone Number:  (____) ________________________ Alt. Phone:  (____) _____________________
Date of Birth:  ____/_____/______ 	Social Security #:  _______ - ______ - _________

Other Family members at home:  (Name and relation, i.e. father, mother, sister, brother, etc.)
____________________________________		____________________________________
____________________________________		____________________________________
____________________________________		____________________________________

INSURANCE INFORMATION:

	Major Medical Information:
	Vision Insurance Information:

	Insurance Plan Name:
____________________________________
	Insurance Plan Name:
_____________________________________

	Insurance Policy Holder:
_____________________________________
	Insurance Policy Holder:
_____________________________________

	Policy Holder DOB:  _____/_____/_____
	Policy Holder DOB:  _____/_____/_____

	Medical ID#:  ___________________________
	Insurance ID#: __________________________

	
Medical Group #: ________________________
	

	Customer Service Phone Number:
______________________________________
	


***If there is a medical diagnosis, we will bill your medical health insurance.
