
Salt Lake Retina  

PATIENT INFORMATION 
PLEASE PRINT CLEARLY AND COMPLETE ENTIRE FORM 
   
Name _____________________________________________________________________________ 
                                     FIRST                                  MIDDLE INITIAL                               LAST                                    SUFFIX (Jr., etc.) 
 
Address  __________________________________________________________________________ 
                                               STREET                                                  CITY                                              STATE                       ZIP 
 
SS#                                                                                 Sex   M    F    Birthdate___________________  Age____ 

Occupation ______________________________ Employer _________________________________ 

Home phone (         ) ______________________ Cell phone (         ) __________________________ 

Marital Status     S   M   D   W                       Business phone (         ) _________________Ext_______  

CHECK ONE: ! Medicare/Medicaid/Insurance   ! Workman’s Comp   ! Self-pay/no insurance  

RESPONSIBLE PARTY (parent or guardian) 
 IF SAME AS PATIENT, THEN LEAVE THIS BLANK 
 
Name _____________________________________________________________________________ 
                                     FIRST                                  MIDDLE INITIAL                               LAST                                   SUFFIX (Jr., etc.) 
 
Relationship to Patient _______________________________________________________________ 

Address  __________________________________________________________________________ 
                                               STREET                                                  CITY                                              STATE                       ZIP 
 
SS#                                                                                 Sex   M    F    Birthdate___________________  Age____ 

Occupation ______________________________ Employer _________________________________ 

Home phone (         ) ______________________ Business phone (         ) _______________Ext_____  

INSURANCE INFORMATION (skip this section if a copy of your insurance card is on file) 
 
Primary Company ________________________ 

Policy Number ___________________________ 

Insured _________________________________ 

Employer _______________________________ 
 
Secondary Company ______________________ 

Policy Number ___________________________ 

Insured _________________________________ 

Employer _______________________________ 

 
Address _________________________________ 

Group # _____________ Phone ______________ 

Relationship to Insured _____________________ 

Date of Birth _____________________________ 
 
Address _________________________________ 

Group # _____________ Phone ______________ 

Relationship to Insured _____________________ 

Date of Birth _____________________________ 
 

EMERGENCY CONTACT INFORMATION 
 
Emergency Contact _____________________  Relationship _______________ Phone ____________ 

 
 


