Welcome to……………LeGrand Associates

	             Patient Information

Patient Name______________________________________
Date of Birth________________ SSN__________________
Sex:__ Male __Female

Marital Status : __Minor  __Married __Single

                            __Separated   __Divorced   __Widowed                

Address___________________________________________
                    No.                               Street                          Apt/Unit No.

             ___________________________________________
               City


                State

Zip                                         

Telephone No.: Home____________________________
                           Cell______________________________
Occupation:_______________________________________
Email Address_____________________________________

Employer Name:___________________________________
Employer Telephone :(_____) _____________________________

	                         Insurance                       
Primary                                       
Insurance Company_____________________________

Plan                             __HMO __PPO __POS

Policy/ID#_______________________ Group#_____________
Type __Medicaid __Medicare __Commercial __Private

         __Workers Comp. __Crime Victims __Auto

Policy/Card Holder_______________________________

Birthdate ______________ SSN_________________ Sex_____

Relationship to Patient___________________________     

___________________________________________________________
Secondary

Insurance Company_____________________________

Plan                                __HMO __PPO __POS

Policy/ID#_______________________ Group#_____________

Type __Medicaid __Medicare __Commercial __Private

         __Workers Comp. __Crime Victims __Auto

Policy/Card Holder_______________________________

Birthdate ______________ SSN_________________ Sex_____

Relationship to Patient___________________________     



	 Which eye will need or has a prosthesis?

__Right   __Left

Date of Surgery:_______________

 _________________________________________________

Responsible Party Information

Name__________________________________________

Date of Birth___________________ SSN____________

Sex: __M __F  Relation to patient__________________

Address________________________________________       

             _________________________________________
Telephone No.: Home_____________________________

                          Cell_______________________________
	(For Workers Comp and Auto Claims)

Insurance Company___________________________________
Address______________________________________________

______________________________________________________

Adjuster Name__________________________________

Phone #___________________Claim#__________________
_________________________________________________

            Doctor Information
Ophthalmologist______________________________________
Telephone#___________________________________________
Primary Care Physician_______________________________
Telephone#___________________________________________  




OUR FINANCIAL POLICY

I understand that LeGrand Associates is a “Fee for Service”, non-participating provider. I hereby authorize LeGrand Associates 
to apply benefits on my behalf for covered services with payments to be made directly to the above named provider. I certify 
that the information which I reported above is correct. I further authorize any holder of medical information about me to 
release any necessary information to my insurance carrier, so that benefits may be obtained. I may revoke this authorization
 in writing at any time. I agree to be responsible for balances not covered by my insurance.

________________________________




__________________________________

Signature 








Date                               26February2008 LeGrand

