


 
Ocotillo Eyecare 

Patient Medical Information and Financial Responsibility Form 
 

PATIENT INFORMATION 
Patient Name: __________________________________________________________________ 
Date of Birth: __________________________________________________________________ 

               Address:  _____________________________________________________________________ 
_____________________________________________________________________________ 
 
VISION INSURANCE INFORMATION 
Vision Insurance Name: __________________________________________________________ 
Policyholder’s Name: ____________________________________________________________ 
Member ID: ___________________________________________________________________ 
Date of Birth: __________________________________________________________________ 

            Address (If different from patient):_________________________________________________ 
______________________________________________________________________________ 
 
MEDICAL INSURANCE INFORMATION 
Primary Medical Insurance: _______________________________________________________ 
Policyholder’s Name: ____________________________________________________________ 

                  Policyholder’s Date of Birth: ______________________________________________________ 
Address (If different from patient): __________________________________________________ 
______________________________________________________________________________ 
Member ID: ____________________________________________________________________ 
Group Number: _________________________________________________________________ 
 
SECONDARY INSURANCE INFORMATION 
Secondary Medical Insurance (If applicable): _________________________________________ 
Policyholder’s Name: ____________________________________________________________ 
Policyholder’s Date of Birth: ______________________________________________________ 
Address (If different from patient): __________________________________________________ 
______________________________________________________________________________ 
Member ID: ____________________________________________________________________ 
Group Number: _________________________________________________________________ 
 

                  Ocotillo Eyecare is not a provider for all medical insurances. We will submit to your insurance company. 
                  In the event that they do not pay, the cost will be the patient’s responsibility. In some cases the insurance  
                  will only pay a portion of the claim. The remainder will be the responsibility of the patient. 

 
                  Ocotillo Eyecare is an in-network provider for Aetna, Blue Cross Blue Shield, United Health Care, 

Medicare,  Cigna PPO and OAP. We are in the process of widening our list of insurances. 
 
*By signing patient takes responsibility of any balance on account. 
 
Patient Signature _________________________________________________________ 
 
Date___________________ 
 
PLEASE PRESENT YOUR INSURANCE CARD TO BE COPIED 

 






