
Patient Registration
Please print and fill out all information. All information is deemed private patient information and held in strict confidence.

Emergency Contact: <-} _
Name Address Phone Number Relationship

Assignment of BenefitslRelease of Information: I authorize the direct payment of medical/vision benefits to the
Provider of services rendered. I authorize the release of any medical information necessary to process this claim. I am financially
responsible for all charges whether or not covered by insurance .. (Please Note: Medical related office visits are not covered by
most Vision Insurances. I have read and understood the Notice of Privacy Practices.

Signature: Date: I I _
Payment is required at the time of service. Returned Checks are subject to a $25.00 Service Charge. Thank you.




