Clay Eye Center Patient Registration

Welcome to our practice.  We  respect that all your information is private and confidential

Patient Information
Name
_____________________________________   Date of Birth  ____________



Address___________________________________________________________
Gender    ( M     ( F

City ____________________________ 
State _____ 
 Zip ________    

Home Phone_________________          Work Phone ______________           Cell Phone __________________

Email Address    _______________________________________

Can we send you appointment reminders by email  or cell phone?    ( Yes    ( No

Are you:  ( Minor
( Married
( Divorced
( Widowed
( Single 
( Separated

Name and location of Pharmacy you commonly use _________________________________________

Who is your primary physician? ____________________________________________

Person to contact in case of emergency__________________________________  Phone ________________

Parental Information for Minors

Father’s Name_______________________
Mother’s Name_____________________________________

Address____________________________
Address___________________________________________



_____________________________

 ___________________________________________
Phone   H_______ W___________

Phone   H______________ W______________

Main Parent’s Email:  __________________________________

Insurance Information 

Name of insured
___________________________   Relation to patient__________________________

Birthday________________   Date employed ___________  Social Security# ________________
Name of employer _________________________Work Phone ____________________________

Work Address _____________________________________  City ____________State ______  Zip _______

Insurance Company_______________________________________   Group # ______________________

If you have additional insurance, please complete the following:

Name of insured
__________________________   Relation to patient__________________________

Birthday______________
Date employed _________   Social Security # ________________
Name of employer ___________________________Work Phone ___________________________

Work Address ___________________________________________    City ____________State ______  Zip _______

Insurance Company_______________________________________   Group # ______________________

Thank you so much for your cooperation.

