SEASIDE OPHTHALMOLOGY, INC.

3303 Glynn Avenue
Brunswick, Ga.  31520

Tel:  (912)466-9500   Fax:  (912)466-9922

Date: _______________________

Patient Name: _____________________________________DOB:_______________SS#________________
Address: _________________________________________________________________________________
City: _______________________________ State: __________________ Zip: ______________
Home Phone: _____________________ Mobile #:_____________________ Work #:_____________________
Place of Employment: ____________________________ Occupation: ________________________________
Marital Status: ___________________ Spouse’s Name__________________________ DOB: _____________
Names and ages of family members: ____________________________________________________________
Hobbies: __________________________________________________________________________________

Primary Insurance: ___________________________________ Policy# ________________________________

Insured’s Name: ______________________________DOB_______________SS#_______________________
Secondary Insurance: _________________________________ Policy # _______________________________

Insured’s Name: ______________________________DOB_______________SS#_______________________
Vision Insurance:__________________________________ Policy#___________________________________
If you would like to use your vision insurance, please inform us of your plan/benefits on the date services are rendered. 

Emergency Contacts:

Name:______________________________ Phone #: _________________ Relationship:__________________
Name: ______________________________ Phone#: __________________ Relationship: ________________

Who may we thank for referring you to our office? ______________________________________
By signing below I acknowledge that I have received Seaside Ophthalmology, Inc. Notice of Privacy Practices.
Patient Signature: ______________________________________________  Date: _____________________
Please see reverse side and complete medical and surgical history.
