
PATIENT INFORMATION FOR THE GLAUCOMA CENTER OF MICHIGAN            DATE______________ 
 
MR. MRS. MS. MISS______________________________________________________________________________ 
   (LAST)     (FIRST)          (MIDDLE) 
 
ADDRESS______________________________________________________________________________________ 
 
 
CITY, STATE, ZIP CODE__________________________________________________________________________ 
 
 
HOME PHONE (             )____________________________CELL OR 2ND # (               )________________________ 
 
 
BIRTHDATE______________________________________SOC. SEC. #____________________________________ 
 
EMAIL ADDRESS________________________________________________________________________________ 
 
 
PATIENT EMPLOYER___________________________________PHONE__________________________________ 
 
 
SPOUSE NAME____________________________________BIRTHDATE__________________________________ 
 
 
SPOUSE EMPLOYER____________________________________PHONE (           )___________________________ 
 
WHO REFERRED YOU TO OUR OFFICE? DR. MR. MS._______________________________________________ 
 
IF DR. REFERRED – ADDRESS____________________________________________________________________ 
 
_______________________________________________________PHONE (          )___________________________ 

***********************INSURANCE INFORMATION********************** 
 
PRIMARY INSURANCE__________________________________________________________________________ 
 
SUBSCRIBER NAME___________________________________BIRTHDATE_______________________________ 
 
SECONDARY INSURANCE_______________________________________________________________________ 
 
SUBSCRIBER NAME___________________________________BIRTHDATE_______________________________ 
 
AUTO RELATED __________YES  __________NO WORK RELATED __________YES  __________NO 
  
I AUTHORIZE THE FOLLOWING TO BE MY EMERGENCY CONTACT PERSON(S) AND/OR DISCUSS MY CARE IN MY ABSENCE: 
 
NAME________________________________________________PHONE (         )_____________________________ 
 
NAME________________________________________________PHONE (         )_____________________________ 
I HEREBY AUTHORIZE THE RELEASE OF THE NECESSARY MEDICAL INFORMATION TO PROCESS CLAIMS AND DIRECT 
PAYMENT OF BENEFITS TO THE PHYSICIAN RENDERING SERVICES.  I AM RESPONSIBLE TO PAY NON-COVERED SERVICES, CO-
PAYS, AND DEDUCTIBLES.  IF MY INSURANCE IS AN HMO AND MY REFERRAL IS NOT VALID I WILL BE RESPONSIBLE FOR ALL 
CHARGES. 
 
PATIENT SIGNATURE (PARENT OR GUARDIAN IF MINOR)_____________________________________________ 
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