PEDIATRIC OPHTHALMOLOGY CONSULTANTS OF SOUTH FLORIDA, P.A.
BRUCE A. MILLER, M.D.
M. EDWARD GUTHRIE, M.D.
NEIL E. KANTERMAN, M.D.

PLEASE PRINT
MALE:
PATIENT'S NAME: FEMALE:
First Middle Last Nickname
SSH: - -
AGE: BIRTH DATE: / / HOME PHONE NUMBER: ( ) -
ADDRESS: APARTMENT NUMBER:
CITY: STATE: ZIP CODE:
MOTHER'S NAME: SSH: - -
AGE: BIRTH DATE: / / BUSINESS PHONE NUMBER: ( ) -
ADDRESS: APARTMENT NUMBER:
CITY: STATE: ZIP CODE:
FATHER'S NAME: SSH: - -
AGE: BIRTH DATE: / / BUSINESS PHONE NUMBER: ( ) -
ADDRESS: APARTMENT NUMBER:
CITY: STATE: ZIP CODE:
NEAREST RELATIVE OTHER THAN PARENTS:
ADDRESS: PHONE NUMBER: ( ) -
CITY: STATE: ZIP CODE:
INSURANCE INFORMATION
PRIMARY INSURANCE NAME:
POLICY HOLDER: SSH: - -
GROUP NUMBER: CONTROL/POLICY NUMBER:
INSURANCE ADDRESS:
INSURANCE PHONE NUMBER: ( ) -
SECONDARY INSURANCE NAME:
POLICY HOLDER: SSH: - -
GROUP NUMBER: CONTROL/POLICY NUMBER:
INSURANCE ADDRESS:

INSURANCE PHONE NUMBER: ( ) -

IMPORTANT: PRESENT INSURANCE CARDSWITH THISCOMPLETED FORM.

Y our signature below authorizes us to release information and receive payment from your insurance
company for those services received from the physician and the assisting physician.

SIGNED:

I have received the Notice of Privacy Practices

and | have been provided an opportunity to review it.
DATE:

REFERRING PHY SICIAN:




	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	27: 
	28: 
	29: 
	30: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	37: 
	38: 
	39: 
	40: 
	41: 
	42: 
	43: 
	44: 
	45: 
	48: 
	47: 
	46: 
	49: 
	50: 
	51: 
	52: 
	53: 
	54: 
	55: 
	56: 
	57: 
	58: 
	59: 
	60: 
	61: 
	67: 
	68: 
	71: 
	70: 
	69: 
	72: 
	73: 
	74: 
	75: 
	77: 
	76: 
	78: 
	79: 
	82: 
	81: 
	80: 
	83: 
	84: 
	85: 
	88: 
	87: 
	86: 
	89: 
	90: 


