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If you are not responsible
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for payment, please identify
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company responsible for

payment) >
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My marital status is: My Family Physician

(1 Single (PCP) is:

(1 Married

(1 Divorced address

(J Widow/widower

(1 Separated

' Other telephone #

4 5 —
Please address me as: My occupation is:

(J Mr (1 Dr -

(d Mrs (1 Father My employer is:

(A Miss [dRev My spouse’s name is:

d Ms (1 Sister
| was referred to

JOther __ South Jersey
Eye Physicians by:

6 R

Please indicate if this visit [ Worker's Comp
is either Workman’s Comp (I Motor Vehicle
or Motor Vehicle Accident Accident
related:

| authorize release of any medical information concerning today's treatment to my
insurance company, attorney or other doctor's office. | also authorize direct
payment to South Jersey Eye Physicians, P.A. | understand that, as these
services are provided for me or my legal dependent, | am financially responsible V

for all charges, whether or not paid by insurance.
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