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Columbus Eye Associates & Columbus Optical 
Patient Information Sheet 

 
 
PATIENT INFORMATION 
 
NAME____________________________________________________________  DATE _____________________ 

HOME PHONE ______________________  CELL PHONE _____________________     WORK PHONE _____________________ 

HOME  ADDRESS ______________________________________________________________________  APT________________ 

MAILING ADDRESS (if different than home address)_______________________________________________________________ 

HOME CITY, STATE ______________________________________________________________________  ZIP_______________ 

SOCIAL SECURITY NUMBER_________________________________________  DATE OF BIRTH________________________ 

SEX OF PATIENT ___M  ___F                     MARITAL STATUS ___Single  ___Married  ___Widowed  ___Divorced  ___Separated 

PATIENT’S OCCUPATION____________________________________________________________________________________ 

EMPLOYER_________________________________________________________________________________________________ 

RELATIVE NAME___________________________________________RELATIONSHIP__________________________________ 

HOME PHONE ________________________  CELL PHONE _____________________  WORK PHONE _____________________ 

HOME ADDRESS _________________________________________________________________________  APT______________  

HOME CITY, STATE ______________________________________________________________________  ZIP_______________ 

WERE YOU INJURED ON THE JOB? ___YES ___NO  IF YES, PLEASE INFORM THE FRONT DESK AND PROVIDE 
INJURY INFORMATION ON A SEPARATE FORM. 

HOW DID YOU HEAR OF OUR CLINIC? ________________________________________________________________________ 

REFERRED BY (PLEASE GIVE US THE NAME OF REFERRING INDIVIDUAL)_______________________________________ 
 
_________________________________________________________   _________________________ 
PATIENT SIGNATURE DATE 
 
 
IF MINOR - GUARDIAN INFORMATION 
 
GUARDIAN NAME___________________________________________RELATIONSHIP_________________________________ 

PHONE __________________________  CELL PHONE _______________________  WORK PHONE _______________________ 

ADDRESS _______________________________________________________________________________  APT______________  

CITY, STATE ____________________________________________________________________________  ZIP_______________ 

SOCIAL SECURITY NUMBER_________________________________________  DATE OF BIRTH________________________ 
 
_________________________________________________________   _________________________ 
GUARDIAN SIGNATURE DATE 
 
 
IF GUARDIAN IS NOT PRESENT AT TIME OF SERVICE … 
 
________________________________________________________  
NAME OF REPRESENTATIVE OF GUARDIAN 
 
_________________________________________________________   _________________________ 
REPRESENTAIVE OF GUARDIAN SIGNATURE DATE 


