
TO BE COMPLETED BY PATIENT 

PATIENT HISTORY 
□ Male □ Female □ It's okay to text me for appointment confirmation only

NAME: (Last, First) _______________ _ DOB: _______ _ AGE: __

ADDRESS: __________________ City __________ Zip. ___ _ 

PHONE# CELL: ________ _ WORK#: _______ _ HOME#: ______ _ 

EMAIL: ______________ _ OCCUPATION: ______________ _

j INSURANCE INFORMATION 

SOCIAL SECURITY NUMBER (for insurance purposes only) _____________ _ 

PRIMARY VISION INSURANCE: _______ _ 

□SUBSCRIBER

□DEPENDENT

PRIMARY HEALTH INSURANCE: ______ _ 

□SUBSCRIBER □ HMO □ PPO.

□DEPENDENT 

SECONDARY VISION INSURANCE: _____ _ 

□SUBSCRIBER

□DEPENDENT

SECONDARY HEALTH INSURANCE: ____ _ 

□SUBSCRIBER □ HMO □ PPO

□DEPENDENT

**Subscriber's Name & DOB: _______________ _ 

PRIMARY PHYSICIAN NAME: ________ _ PRIMARY PHYSICIAN PHONE#:. _______ _ 

SPECIALIST(S) PHYSICIAN NAME: _______ _ SPECIALIST(S) PHYSICIAN PHONE#:. _____ _ 

Do you require a referral from your Primary M.D. for specialist eye care service? __ _ 

Note: Your major medical insurance may pay for certain eye health related services. 

Assignment and Release 
I, the undersigned, certify that I (or my dependent) have insurance coverage with ____________ _ 
and assign to DWS, O.D., Inc. all insurance benefits, if any, otherwise payable to me for services rendered. I understand 
that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on 
all insurance submissions. NO REFUNDS are given on glasses or contacts already made by or our laboratory-remake or 
exchange only. All orders not dispensed within 60 days of notification WILL FORFEIT DEPOSIT unless prior arrangements 
are made. 

PROFESSIONAL FEES DUE ON DAY OF EXAMINATION 
NO REFUNDS ON CUSTOM EYEWEAR

 
Responsible Party Signature: _________________ _ Date: _______ _ 

Relationship: ______________ _ 

TURN OVER TO CONTINUE FILLING OUT FORM 








