Welcome to our office!

Dorothy M. Parrott, O.D., F.C.O.V.D. 

John N. Mihelich, O.D.

Date of appointment _________________________

Name of Patient _________________________________________________________________

If child, name of mother ___________________________, father _________________________

HomeAddress_________________________________________________________________________________________________________________________________________________

Home Phone (____)_______________     E-mail_______________________________________

Work Phone (____)_______________ Ext. ____________

Cell (____)__________________

Fax (____)____________________

Patient’s SS#________-________-_________       Male     Female

Birth date_______/_______/_______ Age_______

Occupation or grade in school______________________________________________________

Employer or School and teacher____________________________________________________

Address________________________________________________________________________

City___________________________ State_____________ Zip________________

Marital Status:  S   M   D   W         Spouse’s name______________________________________

Emergency contact not living with you_______________________________________________

Emergency contact’s phone (____)_____________________

Father’s address, if different from above______________________________________________

                                                          City_____________ State_____ Zip__________

Father’s SS#___________-___________-______________

Father’s occupation______________________ Father’s work number (____)________________

Mother’s address, if different from above_________________________________

                                                          City_____________ State_____ Zip__________

Mother’s SS#__________-___________-___________________

Mother’s occupation _____________________ Mother’s work number (____)_______________

Vision Service Plan, Medicare, and Automobile Insurances are the only insurance billing we handle directly.  We will assist you in billing and receiving reimbursement from other insurance at your request.  We do not accept insurance assignment.

Name of insurance, circle one:     Medicare       Automobile
Vision Service Plan

Insured’s name__________________________________ ID#____________________________

Relationship to insured:        Self          Spouse          Child

Who should we thank for referring you to us? _________________________________________

Do you currently wear or wish to wear contact lenses? __________________________________

May we call for your most current contact lens information? _____________________________

Previous Doctor__________________________________ phone #________________________

Is the reason for your visit related to an injury or an accident? ____________________________

Payment is expected when services are rendered and when materials are ordered.  24%APR will be added to all delinquent accounts.  In the event that an account is placed in collections, signers shall be liable for all collection costs and attorney fees.

Please circle preferred method of payment:  Cash     Check     Visa   MC    Discover    Care Credit

Signature___________________________________________ Date_______________________

A fee of $20 will be added to all returned checks.  We report to United Resource Systems, Inc.
