
9.14.15 

 
 

 

Last Name __                                             _      First Name ___                      Middle Initial __  __    Sex:    M    F 

Address                                                                                     City / State / Zip+4: ___                                    

Primary Phone ___                                               Is this a Cell?  Y / N |   Secondary Phone                                              Is this a Cell?  Y / N 

Date of Birth ___                                                 Social Security No. ___                                                     Marital Status ___     __      

Ethnicity (circle one): Hispanic or Latino | Non Hispanic or Latino | Declined to answer 

Race (circle all that apply):  American Indian/Alaska Native | Asian | Black/African American | Declined to answer | 

Native Hawiian/Other Pacific Islander | Other Race | White 

Preferred Language: ___________________________________          Email           

Family Doctor ___                      ___________                __  Doctor Phone ___               __________         _   

Physician who referred you:                                            _____ 

PATIENT EMPLOYER/PLACE OF EMPLOYMENT: 

Employer ___                                                             Occupation     _____ 

Employer Address          City / State / Zip+4:       

 

RESPONSIBLE PARTY (if patient is under 18 years of age): 

Last Name ___                                      First Name                                 Middle Initial       Relation                    

 Address                                                                             City / State / Zip+4:                                                

Primary Phone                                          Cell Phone        Work Phone      

 

EMERGENCY CONTACT INFORMATION: 

Last Name        First Name        Middle Initial       Relation   

Home Phone        Cell Phone        Work Phone      

 

 

REFERRAL INFORMATION:  How did you hear about our office?       

___Radio     ___TV     ___Billboard     ___Newspaper     ___Website 
 

Friend/person that referred you:    ____________ 

 

PATIENT INFORMATION 



9.14.15 

 

INSURANCE COVERAGE #1:                          Co-Pay:  ________                            ____Medical Plan          ____Vision Plan 

Insurance Name __                                         _____   Policy/ID # __                                       _____   Group # __                                    ___ 

Insured Name _                       ____   Date of Birth __________    Relation _____________   Social Security No. _______________ 

Insured Employer/Group Name ____________________________________    Phone number _______________________ 

 

 

INSURANCE COVERAGE #2:                          Co-Pay: ________                             ____Medical Plan          ____Vision Plan 

Insurance Name __                                                                 ____   Policy/ID # __                                   ____   Group # __                       ____ 

Insured Name _                                ___   Date of Birth __________    Relation _____________   Social Security No. _______________ 

Insured Employer/Group Name ____________________________________    Phone number _______________________ 

 

 

INSURANCE COVERAGE #3:                          Co-Pay: ______                            ____Medical Plan          ____Vision Plan 

Insurance Name __                                                            __   Policy/ID # __                             ____   Group # __                                ____ 

Insured Name _                              ___   Date of Birth __________    Relation _____________   Social Security No. _______________ 

Insured Employer/Group Name ____________________________________    Phone number _______________________ 

 

 

 

The Above information is true to the best of my knowledge. I authorize the release of any medical 
information necessary to process this bill to my insurance company, and request payment of benefits 
to be paid to System Optics, Inc.  I acknowledge that I am financially responsible any balance 
(deductibles, coinsurance, copays, and non-covered services) my insurance determines is my 
responsibility.  
 
Signature: _______________________________________________    Date: ______________________ 

 

I authorize Novus Clinic, (System Optics, Inc.) to view my external prescription history via SureScripts or any 
eprescribe service.  I understand that prescription history from multiple, other unaffiliated providers, insurance 
companies and pharmacy benefit managers may be viewable by my providers and staff here.   It may include 
prescriptions back in time for several years. My signature certifies that I read and understand the scope of my 
consent and that I authorize the access. 

 

Signature: _______________________________________________    Date: _______________________ 
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