
Patty Vision Center 

Dr. A. Reid Patty, Jr. Dr. E. Everette Benfield  Dr. Erin Jackson 

 

Date_______________ 

 

Name 

Last_____________________ First_____________________  MI_______ 

Name you prefer to be called___________________________ 

Street 

Address_______________________________________________________ 

 

City_________________________________ State_____ Zip Code______ 

 

Phone Numbers 

 

Cell________________ Work__________________ Home_____________ 

 
*Email Address________________________________________________ 

(for reminders about appointments, glasses or contact lenses) 

 
Marital Status (Circle one)                                               Gender (circle one) 

Single      Married          Divorced       Widowed              Male       Female 

 
Social Security Number_____-____-______     Date of  Birth ____-____-____ 

 

Employer_____________________________________________________ 

 

Primary Insurance_____________________________________________ 

Primary Cardholder’s Name_____________________________________ 

Primary Cardholder’s Date of  Birth_____-_____-_____ 

Primary Cardholder’s SSN_____-____-_____ 

 

Vision Insurance (if  any)__________________________________________ 

Primary Cardholder’s Name________________________________________ 

Primary Cardholder’s Date of  Birth ____-___-____ 

Primary Cardholder’s SSN______-____-______ 


