
LENTZ EYE CARE PATIENT INFORMATION FORM
Please complete this form to the best of your knowledge.

Today’s Date  

HOW DID YOU DECIDE TO COME TO OUR PRACTICE?
Referral (by whom)   Sign/Location  
Newspaper   Yellow Pages   TV   Email   Website   Social Media  
Employer   Insurance   Other        

INSURANCE INFORMATION

Insurance Company:   Policyholder’s Name:  

Policyholder’s ID#:   Group #:  

Policyholder’s DOB:   Policyholder’s SS#:  

Last Name:   First Name:  MI:  

Address:        

Patient Home Phone: (        )    Patient Age:   M  F

Patient Cell Phone: (        )   Patient Date of Birth  

Patient Email Address:     

Patient Employer:   Employer Phone: (        )  

Name of Spouse:   Spouse Employer:  

Patient SS#:   Person Responsible for Payment:  

IF PATIENT IS A CHILD:
Father’s Name:   Mother’s Name:  

Father’s SS#:   Mother’s SS#:  

Father’s Cell Phone: (        )   Mother’s Cell Phone: (        )  

Father’s Employer:   Mother’s Employer:  

Name of Medical Doctor:   Date of Last Eye Exam:  

Medical Doctor Phone: (        )   Last Eye Dr Seen:  

Date of Last Medical Exam:   Reason for leaving previous office:  

(circle: Mr., Mrs., Ms., Miss, Dr.) How do you wish to be address?

Street Address / PO Box # City State Zip

*We abide by all HIPPA privacy regulations and do not sell or market your demographic information, including your e-mail address, to anyone.

I would like to discuss/learn more about:  Glasses Sunglasses Contact Lenses Laser Refractive Surgery

Hobbies:  

Financial Assignment Information:
I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier and myself. I 
understand and agree that all services rendered to me and charged are my personal responsibility for timely payment. I understand 
that if I suspend or terminate my care/treatment, any fees for professional services rendered to me will immediately due and payable 
to Lentz Eye Care.

Initial   Date:   
LEC 9 Rev 10/2019




