New Patient Information


Last name ________________________________
  First name ___________________________MI____

Address __________________________________
  City __________________ State _____ Zip_______
No. 
Street

Apt. # 
Home Phone ______________________________
  Work Phone _______________________________

Employer _________________________________
  Occupation ________________________________

Date of Birth _____/_____ /_______ Age:_______    Social Security No. ________________________
Please Check: □ Female
□ Married
□ Divorced
□ Separated

Student: □ Yes



 □ Male

□ Single
□ Widowed




  □ No

Name of Spouse _____________________________________________________________________

Last name





First Name

Your Regular Doctor:                                         Your E-Mail:_____________________________
  ________________________________      Whom to notify in emergency(different from home)

               (Name of your PCP)                                       Nearest Relative 

Phone _________________________________
Name ____________________________________

Address________________________________
Phone____________________________________

City _______________________State ________
Relationship_______________________________

If accident related injury: □ Workmen’s comp
□ Auto Accident
Responsible Party Information: Patient’s Relationship to Insured 
□ Spouse   □ Father   □ Mother

Last name ___________________________
___
 First name _________________________MI____

(If different from above)

Address __________________________________
 City ___________________State ______Zip______

No. 
Street

Apt. #

Home Phone ______________________________
 Work Phone ______________________________

Employer _________________________________
 Occupation _______________________________

Date of Birth _____/_____/_________Age________
 Social Security No. _________________________

If patient is a minor:

(provide father or mother info if not listed above)

□ Father
□ Mother

Last name ___________________________
___
First name _________________________MI____

Employer _______________________________
Work Phone ______________________________

Occupation  _____________________________ 
Social Security No. _________________________

Referral Source: _____________________________________________Phone __________________________

□ Referring Doctor, (Please provide name)    □ Friend, (Please provide name)   □ Insurance Directory   □ Telephone Directory    □ Other

Authorization & Acknowledgements

I hereby authorize & direct my insurance carrier to pay Dr. John Capino and/or Merrimack Eye Clinic of any benefits otherwise payable to me.


With my insurance plan/s, I understand that I have an obligation to get a referral for specialty services from my Primary Care Physician prior to making an appointment. If a referral is not received by my specialist for any visit and/or services rendered by Dr. John Capino and/or Merrimack Eye Clinic, I understand that I am responsible for full payment of services/materials received.


I hereby authorize the release of any information necessary to process claims for any and all professional services, and /or materials provided by Dr. John Capino and/or Merrimack Eye Clinic, to me and/or my dependents.
_____________________________________



________________________________

Patient/Responsible Party’s Signature






Date

(PATIENT MUST BE 18 YEARS OR OLDER TO SIGN) 

Merrimack Eye Clinic








