<

Appointment Date

Patient’s Name (please print)

Welcome to Nordin Eye Center

If a Child, Parent’s Name

Street Address
City State Zip Code
Home Phone Work Phone / Alt. Phone
E-mail Address
Birth Date MorF SSN
Employer Occupation
Spouse’s Employer Work Phone
Account Responsible
If different from above
Person Responsible for Account
LAST NAME FIRST NAME INITIAL
Relation to Patient BirthDate ____/___ [/ Soc.Sec.#
Address (if different from patient)
City State Zip Code Preferred Phone

| authorize the release of any medical information necessary to provide the most beneficial and complete visual examination. |
understand that | am financially responsible for all charges whether or not paid by insurance. Payment is due at the time services

are rendered.

Date

Signature

ACKNOWLEDGEMENT RECEIPT

By initialing below, | acknowledge | have been offered a copy of Nordin Eye Center's Notice of Privacy Practices.

__Yes, | would like to receive a copy of Nordin Eye Center's Notice of Privacy Practices.

__No, | do not wish to receive a copy of Nordin Eye Center's Notice of Privacy Practices.






