
  1160 S. Linden Rd 
F Flint, MI 48532 

810-820-8230 
Fax: 810-820-8937 

www.premierglaucoma.com
     

Name: ________________________________________________                 Today’s Date: _________________ 

D.O.B: _____/_____/_____                           Age: _____________                            
S.S.N._____________________________ 

Marital Status:   Single   Married   Divorced   Widowed                                         Race:  White    African American    Hispanic   Other 

Address: 
___________________________________________________________________________________ 
Street                                                                                                                 City            State                           Zip 

Home Phone: ______________________________________      Cell Phone: ____________________________ 

Email Address: _________________________________________________ 

Emergency Contact: __________________________________________        Phone: (_____) _____-________ 
                                 Name                                                      Relationship 

Family Doctor: __________________________________________________  Phone: (_____) _____-________ 

Referring Doctor: ________________________________________________ Phone: (_____) ______-________ 

Preferred Pharmacy: ________________________________________  Phone: (_____) ______-________             

Employer: ______________________________________________________  Occupation: _______________ 
                                  Name                                                  Address 

INSURANCE (Please give all cards to receptionist) 

Primary Insurance 
_____________________________________________________________________________________________ 
                                                 Name of Insurance Company                                                                                        ID # 

_____________________________________________________________________________________________ 
 Subscriber’s Name                                                                    Relationship to Insured                                                    Subscriber’s Date of Birth 

Secondary Insurance 
_____________________________________________________________________________________________                                      
Name of Insurance Company                                                                                ID# 

_____________________________________________________________________________________________ 
 Subscriber’s Name                                                               Relationship to Insured                                                          Subscriber’s Date of Birth 

By signing, I am attesting to the accuracy of the above information to the best of my knowledge. 

Signature of Patient or Guardian: ______________________________     Date: ____/_____/_______ 


