
 
Munster Eye Care Associates, P.C. 

761 45
th
 Street Suite 101, Munster, IN 46321 

Please print and fill out this form completely in ink, if you have any questions or need assistance, we are happy to help. 

PATIENT INFORMATION 

 
Name (Last, First, Middle )       Mr./Mrs./Ms./Miss/Other______ 
 

_________________________________________________ 

Street Address                                                    (City/State/Zip) 

_________________________________________________ 

Social Security Number           Date of Birth 

________________________/________________________ 

Sex                                  Married/Divorced/Single/Widowed 

____________________/______/________/_____/_______ 

Ethnicity                               Home Phone 

______________________/__________________________ 

Work Phone                          Cell Phone 

_____________________ /__________________________ 

Email 

________________________________________________      

           

Do you Reside in a Skilled Nursing Facility?     Yes/No 
                                                                                   (Please Circle) 

INSURED INFORMATION 
(If other than patient or for a minor) 

Name (Last, First, Middle )        Mr./Mrs./Ms./Miss/Other______ 
 

_________________________________________________ 

Street Address                                                    (City/State/Zip) 

_________________________________________________ 

Social Security Number           Date of Birth 

________________________/________________________ 

Sex                                  Married/Divorced/Single/Widowed 

____________________/______/________/_____/_______ 

Ethnicity                               Home Phone 

______________________/__________________________ 

Work Phone                          Cell Phone 

_____________________ /__________________________ 

Email 

________________________________________________                             

 

PATIENT EMPLOYER 

_________________________/____________________ 
Company Name                              Occupation 

_________________________________________________ 

Address 

_________________________________________________ 

City/State/Zip 

 

 

INSURED EMPLOYER 

_________________________/____________________ 
Company Name                              Occupation 

_________________________________________________ 

Address 

_________________________________________________ 

City/State/Zip 

 

EMERGENCY CONTACT 

_______________________________________/________________________/______________________________

Emergency Contact (outside of household)        /Relationship                            /Phone Number 

PRIMARY INSURANCE 

_______________________________________________________________________________________________________
Insurance Company Name               Insured’s Name(if different from patient)             Insured Social Security #                        Date of Birth 

SECONDARY INSURANCE 

_______________________________________________________________________________________________________ 

Insurance Company Name               Insured’s Name(if different from patient)             Insured Social Security #                        Date of Birth 

TERTIARY AND OR VISION INSURANCE 

_______________________________________________________________________________________________________ 

Insurance Company Name               Insured’s Name(if different from patient)             Insured Social Security #                        Date of Birth 

REFERRING INFORMATION 

Family/Friend     Insurance     Website/Internet     Yellow Pages     Patient     Physican (Name)_____________________________________ 

Other: Please Specify__________________________________              (Phone Number)______________________________________ 
 

 

Account #_______________ Date: __________________ 


