
    

 

    PATIENT INTAKE INFORMATION 

FIRST NAME:                                                              M.I.                                                              LAST: 

PREFFERED NAME:  

GENDER:                                                                    DATE OF BIRTH: 

 ADDRESS: 

CITY:                                                                           STATE:                                                            ZIP CODE: 

 HOME PHONE NUMBER:                                       MOBILE NUMBER: 

EMAIL ADDRESS: 

EMERGENCY CONTACT:                                           PHONE NUMBER:                                        RELATIONSHIP: 

I request that payment of authorized Medicare benefits be made to Eye Care of Maine for any services 

furnished me by these physicians.  I authorize any holder of medical informaNon about me to release 

to the health care financing administraNon and its agents any informaNon needed to determine these 

benefits payable for related services.  I authorize the release of any medical informaNon necessary to 

process claims with my insurance company or for the purposes of quality assurance/uNlizaNon review. I 

authorize payment of medical benefits to Eye Care of Maine for service rendered when assignment is 

taken. 

SIGNATURE OF RESPONSIBLE PARTY:         DATE:


