
PLEASE TELL US ABOUT YOU:  

WHO MAY WE THANK FOR REFERRING YOU TO US?  __________________________________________________________

WHAT NAME DO YOU LIKE TO BE CALLED? __________________________________________________________________

FULL NAME ________________________________________________________________________________________________
FIRST         MIDDLE LAST

ADDRESS _________________________________________________________________________________________________
          ADDRESS CITY STATE                ZIP

PRIMARY PHONE ___________________ WORK PHONE _______________________CELL PHONE______________________

E-MAIL ADDRESS _______________________________________________ (confidential: for medical practice use only)

SOC SEC #________-________-________     DATE OF BIRTH ______/______/_______     SEX:  Male    Female  

MARITAL STATUS:  Single  Married  Divorced  Widowed                  SPOUSE NAME _______________________________

EMPLOYER’S NAME AND PHONE ___________________________________________________________________________

OCCUPATION_________________________________    HOBBIES __________________________________________________

PLEASE LIST YOUR DOCTORS:

MEDICAL DOCTOR _______________________  CITY ____________________  PHONE NUMBER _______________________

OPTOMETRIST   ___________________________  CITY ____________________  PHONE NUMBER _______________________

SPECIALITY DOCTOR  _____________________  CITY ____________________  PHONE NUMBER _______________________

IF THE PATIENT IS A DEPENDENT, PLEASE PROVIDE THE FOLLOWING:

GUARANTOR’S NAME _______________________________________      RELATIONSHIP _____________________________

SOC SEC #______-______-______   DATE OF BIRTH ______/______/______    PHONE # _____________________________

ADDRESS _________________________________________________________________________________________________
            ADDRESS       CITY STATE ZIP       

IN CASE OF EMERGENCY, PLEASE CONTACT:

NAME  _______________________________________________       RELATIONSHIP ___________________________________

ADDRESS ___________________________________________________     PHONE NUMBER ____________________________

I HEREBY AUTHORIZE CAVANAUGH EYE CENTER’S DOCTORS AND STAFF TO PROVIDE TREATMENT TO ME OR MY 
DEPENDENT LISTED ON THIS FORM.

SIGNATURE _________________________________________________                DATE _______________________

*Please Fill Out Back Side


