
Patient’s Name: Patient’s Account #:

Patient’s Social Security #: Patient’s Date of Birth:

Spouse’s Name: Spouse’s Social Security #:

PRIMARY INSURANCE INFORMATION
Name of Primary Insurance:

Address of Primary Insurance:

Subscriber’s Name: Subscriber’s Date of Birth: 

ID NUMBER: GROUP NUMBER:

SECONDARY INSURANCE INFORMATION
Name of Secondary Insurance:

Address of Secondary Insurance:

Subscriber’s Name: Subscriber’s Date of Birth: 

ID NUMBER: GROUP NUMBER:

VISION INSURANCE INFORMATION
Name of Vision Insurance:

Address of Vision Insurance:

Subscriber’s Name: Subscriber’s Date of Birth: 

ID NUMBER: GROUP NUMBER:

In case of emergency, who should we notify?

Name: Phone Number:

Address:

ASSIGNMENT AND RELEASE
          I hereby authorize EYE CONSULTANTS OF PENNSYLVANIA, P.C. to release any information acquired in the 
course of my examination or treatment for insurance claims, and authorize payment directly to EYE CONSULTANTS OF 
PENNSYLVANIA, P.C. of the surgical and/or medical benefits, if any, otherwise payable to me for their services. I understand 
I am financially responsible for all charges not covered by this authorization and guarantee payment of this account.

Signed: Date:
(Patient or Parent if Minor)

Date:

REV 05/2022EyeConsultantsOfPA.com | 800-762-7132 | Wyomissing | Pottsville | Pottstown | Lebanon | Blandon

PLEASE PRINT and complete this form as clearly and completely as possible and BRING IT WITH YOU to 
your appointment. This form cannot be submitted online. Thank you for your cooperation.
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