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GROSSNICKLE EYE CENTER, INC. 

PATIENT REGISTRATION INFORMATION      
                                     DATE:_______________ 

                                                            First                                                Middle                                              Last 

Patient’s Legal Name: ________________________________________________________________          
 

Preferred Name: __________________________ 
 

Date of Birth: _____________________________ 
 

Address: ____________________________  City:____________________  St: ____  Zip: _________ 
 

□ Male    □ Female      Land Line Phone: (      )_______________ Cell Phone: (      )_______________ 
 

Social Security # : XXX-XX-__ __ __ __ 
 

Marital Status:             S   M   W   D 
 

Person Responsible for Payment of Bill: Social Security #: XXX-XX-__ __ __ __ 
 

Name:___________________________________ 
 

Relationship to Patient:_____________________ 
 

Address: ____________________________  City:____________________  St: ____  Zip: _________ 
 

 

Patient’s E-Mail Address: ____________________________________ 
 

Patient’s Employer: _______________________ 
 

Work Phone:   (      )_________________ 
 

Address: ____________________________  City:____________________  St: ____  Zip: _________ 
 

□ Full Time         □ Part Time         □ Retired       □ Unemployed 
 

Ethnic Group:  □ Hispanic or Latino    □ NOT Hispanic or Latino    □ Patient Declined 
 

Race: □ American Indian or Alaska Native                □ Asian               □ Black or African American 

           □ Native Hawaiian or other Pacific Islands      □ Other Race      □ Patient Declined       □ White 

Language:   □ Arabic       □ Cantonese   □ Chinese       □ Dutch      □ English   □ German   □ Hebrew    

                        □ Japanese   □ Korean         □ Mandarin    □ Other      □ Spanish   □ Vietnamese 
 

Contact Person (someone whose number is different than yours) Name: _________________________________ 
 

Phone Number  (      )_________________                 Relationship to Patient: _____________________ 
 

Primary Insurance Coverage: Secondary Insurance (if applicable): 

Insurance Company: _______________________ 
 

Policyholder: _____________________________ 
 

Relationship to Patient: _____________________ 
 

Policyholder’s Date of Birth: ________________ 
 

Policyholder’s Phone #: (      )________________ 
 

Address:_________________________________ 
 

City:______________  St:_____  Zip: _________ 
 

ID #: ______________Group #: ______________ 
 

Employer: _______________________________ 
 

Employer’s Address: _______________________ 
 

City:______________  St:_____  Zip: _________ 
 

Employer’s Phone #: (      )________________ 

Insurance Company: _______________________ 
 

Policyholder: _____________________________ 
 

Relationship to Patient: _____________________ 
 

Policyholder’s Date of Birth: ________________ 
 

Policyholder’s Phone #: (      )________________ 
 

Address:_________________________________ 
 

City:______________  St:_____  Zip: _________ 
 

ID #: ______________Group #: ______________ 
 

Employer: _______________________________ 
 

Employer’s Address: _______________________ 
 

City:______________  St:_____  Zip: _________ 
 

Employer’s Phone #: (      )________________ 

 


