
'l4lefcome!

Thank youfor choasing Griswold Eye Care to provide your eye core needs. Please complete this furm
(front & back) in ink lfyou do not wtderstand something, or hsve any questians, please ask us.for help. We

**ill be hoppy ta assist you. (Please prinl)

Name Drte Birthdete ssN
Firct

Address City

Home Phont Cell Phone How did you hear ehout us?

Primery Cere Physician Emergcncy Contrct Phone

MI

.Stxte_Zipcode

Person Responsible for Account

Ins. Co.

SSN 

--- 

Birthdate / /

Insurance ID. Employer

Person Responsible for Account SSN 

--- 

Birthdate-/-/-
First

Ins. Co. rance ID. Employer

Person Responsible for Account

Ins. Co.

SSN _-_-_ Birthdate I I

Employer

I certify that I understand this infurmation to tlw best o{my obility. I also stand that this inf<rrmatitn is rwcessury to provide
me with safe and etficient carc. I lwve answ'ered all tlw questions to the bes, of my abilities and knowledge. Shouldfurther
in$rmatian btcome rceded you lnve my permission la ash the respective health care providsrs ar agercy, x,hish mqv release such
infnrmatirtn lo you. I will notify the dttclor of any changes in my health or medication (s).

Lastly, I agree lo lre responsible for poyment for all services rendered on my behalf or my dependents I understand thot paynent is
due dt time of sem*ice unless olher stangernents hqve been made. ln the event payments are not received by the agreed dctes, a
$15.00 late charge will be added to my accounl Wr month.

Signatura Porent or Responsible Puty-

MI Last

Insurance ID.

Relotionship to Puient

Dae


