
Neil T. Shmunes, M.D. Richard L. Simmons, M.D.
Charles V. Duss, M.D. C. Steven Lancaster, O.D., FAAO

NEW PATIENT INFORMATION
(Please print clearly and fill in completely)

Name: (First, M.I., Last): ______________________________________________________________________

Date of Birth: ______________________Age: _____________ Sex: Male / Female Marital Status: S M W D

Address: ____________________________________________________________________________________

City: __________________________________ State: _________________________ Zip Code: _____________

Home Phone #: ___________________ Work Phone: ___________________ Cell Phone: _________________

Email Address: ______________________________________________________________________________

Social Security #: _____________________________ Driver’s License #: ___________________________

Employer: ___________________________________ Employer Phone: _____________________________

Employer’s Address: _________________________________________________________________________

School Name (If college student): ______________________________________________________________

Were you referred by physician? _______ Physician Name: ________________________________________

How did you hear about us? � Radio � Internet � Family/Friend � Phone Book

� Website � TV � Insurance � Health Fair � Other _____________________________________

Primary Care Physician: _____________________________ Phone #: _______________________________

Primary Insurance Carrier: _____________________ Secondary Insurance Carrier: ____________________

Policy #: ______________________________________ Policy #: ______________________________________

Name of Insured: ______________________________ Name of Insured: ______________________________

Responsible Party, Parent, Legal Guardian or Spouse Information

Name: ________________________________________ Relationship to Patient: _______________________

Address: ________________________________________________ Date of Birth: _____________________

Home Phone #: _______________________________ Work Phone #: ______________________________

Social Security #: ______________________________ Driver’s License #: ___________________________

Employer: _________________________________________________ Phone ___________________________

Employers Address: ___________________________________________________________________________

Name of friend or relative not living with you: _____________________________________________________

Their address: _________________________________ Their phone: ____________________________

____________________________________________________ ___________________________
Patient (Responsible Party) Signature Date
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