
 ALTITUDE EYE CARE               TODAY’S DATE:  ______/______/_________ 
 PATIENT’S INFORMATION: (Please present photo identification along with this form)  
 

 Last Name: __________________________First Name:_____________________M.I.:_____Birthdate:______/______/_______ 
 Address:______________________________________________City______________________State_______Zip__________ 

 Home Phone: (_______)_______-________  Work: (_______)________-__________  Mobile:(______)________-_________  
May we text you reminders & order status updates? Yes   No       May we leave a voice message if needed?  Yes   No     

  E-Mail Address:____________________________________ May we e-mail reminders and order status updates? Yes  No 

  Preferred method of contact:  Home Phone   Work Phone   Cell Phone   Text    E-Mail    

  Gender: Male Female    Social Security# :_________________  Marital Status: Married  Single  Widowed  Other     
  Employer:_________________________ Occupation:______________________Full time  Part Time  Student Retired 

  Ethnicity:Hispanic/Latino Pacific Islander Not Hispanic or Latino  Race:______________  Pref’d Language:___________   

 PERSON RESPONSIBLE FOR PATIENT’S PAYMENT     

  Last Name: __________________________  First Name: ___________________  M.I.:______  Birthdate: _____/______/____ 

  Address:____________________________________________City______________________State________Zip__________ 

  Home #:(_______)________-_________  Cell #:(________)_________-__________  Work #: (_______)________-__________  
  Social Security #:_______________  Gender: Male  Female     Relationship to Patient : 


Self   


Spouse 


Parent/Guardian     

 
 
  

  VISION PLAN NAME: ____________________________________ (Please present insurance card along with this form)

  Primary Insured’s Name: ______________________________________________   Birthdate: _______/________/_________  
  Address:______________________________________________City______________________State_______Zip_________ 

  Insured’s Home #:(______)_______-_________ Cell #:(______)_______-_________  Work #: (______)________-_________  
  Employer:__________________________________  Social Security #:____________________     Gender: 


Male  


Female      

  Member ID: _________________ Group#:____________________ Relationship to Patient:

Self  


Spouse 


Parent/Guardia

  MEDICAL PLAN NAME: ___________________________________ (Please present insurance card along with this form) 

  Primary Insured’s Name: ______________________________________________   Birthdate: _______/________/_________  
  Address:______________________________________________City______________________State_______Zip_________ 

  Insured’s Home #:(______)_______-_________ Cell #:(______)_______-_________  Work #: (______)________-_________  
  Employer:__________________________________  Social Security #:____________________     Gender: 


Male  


Female      

  Member ID: ___________________ Group#:_______________________Relationship to Patient: 

Self   


Spouse  


Parent 

*Primary Care Doctor (Name/Addr/Phone/Fax):______________________________________________________________________ 

*Primary Pharmacy (Name/Addr/Phone):______________________________________________________________
 

OFFICE USE ONLY BELOW:                      Patient ID: _________________           NEW   /   EXIST

CO-PAYS: Vision: _________  Medical:                          RV?   Y  /  N       FIT:________________________/ No Cov      CL’s: __________________  

TIME:_______/ WIB   DR:   KN   /  CN   /_ AD   /   ZL  /  JG     

GLXM   


CLXM ( PW  /  NW  /  ?)   


FIT ONLY    


OV    


OCT    


IOP 

                +   /  -   Butterfly      ______/______ IOP     ____/ 7 COLOR     ALERTS:   

IOP   


OPD   


VF   


OPTOS/CLARUS   


OCT   
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