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AMY V. HARPER, O.D., P.L.L.C HARPEREYECARE.COM

New Patient Information

Name SSN# - -
Date of Birth Male / Female Marital Status
Mailing Address E-mail

City State Zip Home Phone
Employer Work Phone

How did you hear about our office? Cell Phone

Emergency contact Relationship Phone

Primary Insurance Carrier

Secondary Insurance Carrier

Is this plan through an employer? No/ Yes Employer Self/Spouse/Parent

Name of Individual on Insurance Plan DOB / /

To obtain insurance benefits and authorization, we are often asked for the subscriber’s social security number.
Please provide the SSN of the individual listed above: SSN # - -

I hereby authorized release of any information necessary to process this claim and request that payments of
benefits be made either to myself or to the party who accepts assignment. | understand that | am financially
responsible for all charges not paid by my insurance company. A copy of this authorization will remain on file
for all future visits.

Signature Date

If your visit is related to a work injury, please complete the following information

Employer Employer Phone

Employer Address

Supervisor/Contact Person

Print Form Clear Form
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