
	 	

PATIENT INFORMATION
Patient's Name	 	 	 	 	 	 	 	  Area Code	      Phone #

Address	 	 	 	 	 	    City	 	 	      State	 	    Zip

Sex	                  Age	 	  Date of Birth	 	             Marital Status	 	                 Cell Phone #

Social Security#	 	 	 	 	 	   Family Doctor

Employer		 	 	 	 	 	 	                    Area Code	      Phone #

Employer Address

Spouse's Name              	 	 	 	               	             Date of Birth		                            Social Security #

Spouse's Employer	 	 	 	 	 	 	 	  Area Code	      Phone #

In Case of Emergency, Who Should Be Notified					   

Relationship	 	 	 	 	 	 	 	  Area Code	      Phone #

Do you have an E-Mail Address?    Yes      No           If yes, Please list E-Mail Address

PLEASE COMPLETE THIS SECTION IF PATIENT IS A MINOR
Father's Name	 	 	 	 	 	 	  Social Security #

Address (if different than above):

City	 	 	 	 	 	           State	 	 	 	                Zip Code	

Father's Employer	 	 	 	 	 	 	 	   Area Code	      Phone #

Employer's Address

Mother's Name	 	 	 	 	 	 	  Social Security #

Address (if different than above):

City	 	 	 	 	 	           State	 	 	 	                Zip Code	

Mother's Employer	 	 	 	 	 	 	 	   Area Code	      Phone #

Employer's Address

INSURANCE INFORMATION
Do You Have Medical Insurance?  Yes      No          Medicare?  Yes      No     Medicaid?  Yes      No

Primary Insurance Company

Address

Insured Name	 	 	 	 	 Date of Birth	 	 	 	 Relationship

Policy Number	 	 	 	 	 	 	   Group Number

Secondary Insurance Company

Address

Insured Name	 	 	 	 	 Date of Birth	 	 	 	 Relationship

Policy Number	 	 	 	 	 	 	   Group Number
  

|I certify that this information is correct and I will be responsible for payment of services rendered.
	 	 	 	 	 	 	         

	 	 	 	 	 	 	 	 	 	 	    Signature:

TODAY'S DATE
     MONTH             DAY                YEAR

Eye Clinic of Meridian, PLLC

Eye Clinic of Meridian   •   Butler Eye Center   •   Livingston Eye Center   •   Meridian Eyecare

Don. E. Marascalco, M.D.
Diplomate, American Board of Ophthalmology
J. Lawrence Mason, Jr., M.D.
Diplomate, American Board of Ophthalmology

Eric J. Johnson, II, O.D.
Therapeutic Certified Optometrist

Thi H. Bui, O.D.
Therapeutic Certified Optometrist

PATIENT'S YEARLY INFORMATION SHEET
patients please complete all questions on this page

First                                     Middle                                   Last



Personal Data

Ocular History
   Check If Patient Has Any Of The Following	

 p  Cataracts	

 p  Glaucoma	

 p  Crossed Eyes	

 p  Lazy Eye	

 p  Eye Injury	

 p  Bad Headaches	

 p  Other Eye Problems	

 p  Previous Eye Surgery	

Medical History
   Check If Patient Has Any of the Following	

 p  High Blood Pressure    	p  Diabetes	

 p  Heart Trouble              	 p  Cancer	

 p  Breathing Trouble         	p  Arthritis	

 p  Kidney Disease             	p  Blood Diseases	

 p  Other Serious Illness or Injury	

	

	

CURRENT MEDICATIONS    .
	
	
	
	
	

SUrgical History
 p  Appendectomy	

 p  Tonsillectomy	

 p  Hysterectomy	

 p  Cholestectomy	

 p  CABG

	

	

Family History
   Has Anyone in Patient's Family Had?	

 p  Glaucoma	

 p  Cataracts	

 p  Blindness	

 p  Other Eye Disease	

 p  Diabetes	

 p  Problem with Anesthesia	

 p  Other	

Date	 	 	 	 Patient #		 	 	 	 Name


