Ophthalmic Associates APC
542 West Second Avenue
Anchorage, AK 99501-2208
(907) 276-1617

NAME {Last, First Middle) BIRTHDATE LANGUAGE

LOCAL ADDRESS SECONDARY/BILLING ADDRESS (if Applicable) ETHNICITY

CITY, STATE ZIP HOME PHONE CITY, STATE ZIP HOME PHONE RACE

PRIMARY CARE PHYSICIAN REFERRING PHYSICIAN CONTACT NAME CONTACT HOME PHONE
PRIMARY EMPLOYER SECONDARY EMPLOYER (if Applicable)

ADDRESS ADDRESS

CITY, STATE ZiP CITY, STATE ZIP

WORK PHONE WORK PHONE

LANGUAGE

BIRTHDATE

NAME (Last, First Middle)

LOCAL ADDRESS SECONDARY/BILLING ADDRESS (if Applicable)
CITY, STATE ZIP CITY, STATE ZIP
HOME PHONE HOME PHONE

RELATIONSHIP TO PATIENT

PRIMARY INSURANCE

NAME OF INSURANCE COMPANY POLICY#

NAME OF INSURED GROUP#

ADDRESS OF INSURANCE COMPANY COPAY AMT

CITY, STATE ZIP DEDUCTIBLE

RELATIONSHIP TO PATIENT EFFECTIVE DATE EXPIRATION DATE
NAME OF INSURANCE COMPANY POLICY#

NAME OF INSURED SSN# BIRTHDATE GROUP#

ADDRESS OF INSURANCE COMPANY COPAY AMT

CITY, STATE ZIP DEDUCTIBLE

RELATIONSHIP TO PATIENT EFFECTIVE DATE EXPIRATION DATE

I hereby authorize Ophthalmic Associates' doctors to furnish the insured's insurance company all information that said insurance company might
request concerning my present claim. | hereby assign to Ophthalmic Associates all monies to which | am entitled for expense relative to the services
performed from time to time, but not to exceed my indebteness to said doctor. | understand | am financially responsible to said doctors for all
charges.

SIGNATURE OF PATIENT/GUARDIAN DATE



