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Dr. J Warren Brasher
Dr. Jamie L. Gold
________________________________________________________________________
Welcome to our office. Please complete this form to the best of your knowledge.

General Information:

Legal Patient Name: ____________________________________________
Gender: ____________________ Marital Status:______________________
Social Security Number: _________________________________________
Address: ______________________________________________________
City:_________________________ State: __________ Zip:_____________
DOB: ____/____/____ Home#:______________ Cell#:________________

Email Address: ________________________________________________
Employer: __________________________ Occupation: _______________

Work#: _______________________________________________________
Name of Medical Doctor: __________________ Phone#: _______________

Emergency Contact: _____________________ Relationship: ____________

Phone#:_______________________________________________________
Email Address: ________________________________________________
Guardian Information: (complete if under 18)
Name: __________________________________________________________________
Address: ________________________________________________________________
Phone#:_________________________________________________________________
SSN​​:______________________________________________ DOB: ____/____/____
Employer: ___________________________ Occupation: _________________________
Work#:____________________________

Billing Information (PRIMARY INSURED): (if different from Patient)

Name of Person financially responsible for Account: _____________________________
Relationship to Patient: ____________________________________________________

SSN: ___________________
DOB: ____/____/____
Home#: _____________________________
Work#: _____________________________
Address: ________________________________________________________________

City:______________________________ State: _________ Zip: ___________________

Employer:_______________________________________________________________
I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information necessary to secure the payment of benefits. I authorize the use of this signature on all insurance submissions. I understand that if I fail to pay for all services and materials rendered, that I will be responsible for all charges incurred in the collection process.
________________________________________________________________________

Responsible Party Signature
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Eye Care

Professional care with a personal touch...





