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N. Marie Koederitz, MD
PATIENT INFORMATION
FULL NAME_______________________________________________________________ MIDDLE INITIAL_________________
SEX: MALE    FEMALE		DATE OF BIRTH_________________________  
IF CHILD: MOM’S NAME __________________________________ DAD’S NAME ____________________________________
RESPONSIBLE PARTY______________________________________________RELATIONSHIP_________________________
ADDRESS____________________________________________CITY________________________ST_______ZIP________________
PREFERRED PHONE________________________________ ALTERNATE PHONE__________________________________
EMAIL ADDRESS_________________________________PREFERRED REMINDER: TEXT    PHONE   EMAIL
PREFERRED LANGUAGE____________________RACE__________________ETHNICITY____________________________
REFERRING PHYSICIAN______________________________________________________FAX:__________________________
PRIMARY CARE PHYSICIAN__________________________________________________FAX: __________________________
PHARMACY ____________________________________________________PHONE: ______________________________________
IF THE PATIENT IS A DEPENDENT, PLEASE PROVIDE THE FOLLOWING INFORMATION:
GUARANTOR’S NAME____________________________________________RELATIONSHIP__________________________
DATE OF BIRTH________________________ PREFERRED PHONE______________________________ CELL / HOME
ADDRESS____________________________________________CITY____________________ST____________ZIP______________
EMERGENCY CONTACT PERSON IF GUARANTOR CANNOT BE REACHED:
NAME: _______________________________________________________ PHONE: ________________________________________
PRIMARY INSURANCE INFORMATION
[bookmark: _GoBack]INSURANCE COMPANY___________________________________________ ID #_______________________________________
POLICY HOLDER________________________________________________ RELATIONSHIP___________________________
POLICY HOLDER DATE OF BIRTH______________________GROUP #_________________________________________
SECONDARY INSURANCE COMPANY: ______________________________________________________________________
WE DO NOT CONTRACT WITH ANY VISION PLANS
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