
ADVAN� 
EYECARE EKper1 n ea Pf>0plc with vision 

NEW PATIENT REGISTRATION PACKET 

Preferred Pharmacy: Primary Care Provider: 

Last Name First MI lJMr. □ Mrs. Is this your legal name? If not, what is? 

□Miss OMs. OYes ONo 
Mailing Address Physical Address (if different) City State Zip 

Preferred Phone # Alternative Phone# Marital Status (check one) Osinglc [}.,iarried 

L _ _j - L _ _J ___ -
D Divorced Owi<lowl--c.l D Separated Ocivil Union -- - ---

Date of Birth Occupation Employer 
I I-- -- -----

EMERGENCY CONTACT INFORMATION 
Name Relationship to Patient Phone Number 

PRIMARY INSURANCE INFORMATION 
D I currently have medical insurance DI currently do not have medical insurance 

Medical Insurance Name Policy Number Group Number 

Policy Holder's Name Policy Holders Date of Birth Policy Holder's Employer 
I I -- -- ----

SECONDARY INSURANCE INFORMATION 
D I currently havl� seconcb1ry medical insurance D I currently do not have secondary medical insurance 

Medical Insurance Name Policy Number 

Policy Holder's Name Policy Holders Date of Birth 

I 
-- -- -----

ADDTI'IONAL lNF'ORMATION 
Race 0 African American/Black 0 Multi-Racial D Asian-American 
D Caucasian/White D Native American □other 

What is your t'urrent gender ident.ity? 
□Male □ Female □Mil• Tmnsgendcr
OFIM 'fmnsgcndcr D Other O Choose not lo disclose

Havl' you ret"eivcd the Pneumonia Vaccine'! D Yes □ No
Do you have a Living Will? 

322 Dewey Street 
Bennington. VT 05201 
Phone: (802) 447-8700 
Fax: (802) 447-1500 

0 Yl--s □ No

5222 Main Street 
Manchester Ctr., VT 05255 

Phone: ( 802) 366-8050 
Fax: (802) 366-8045 

Group Number 

Policy Holder's Employer 

Primary Language if not English: 

What is your preferred name? 

Doctors Ruilding, Suite l J 0 
North Adams. MA 01247 

Phone: (413) 664-6736 
Fax: (413) 664-7349 





ADVANCED 
EYE-CARE Experienced people with vision 

PERMISSION TO RELEASE PATIENT INFORMATION 

If you have a spouse, friend or relative that may call on your behalf to obtain appointment dates and times, test results, etc., we 
will not give that information out unless their name i<i provided for our records. Please initial the options you choose. 

• Option!: ______ (Initial) I hereby give permission to Advanced Eyecare, PC. to release the selected
information about me to those listed below should they call or come into inquire.

D Medical Test Results 
(Please check all that apply) 

D Medications D Appointments 

D Other: ____________________ _

Name: __________ _ Phone#: ________ Relationship: ____ _ ___ _ 

Name: 
----------

Phone#: ________ Relationship: ________ _ 

Name: 
-----------

Phone#: ________ Relationship: ________ _ 

• Option 2: ______ (Initial) I do not consent to release information about me to others.

ABOUT OUR NOTICE OF PRIVACY PRACTICES 

Advanced Eyecare, P.C. is committed lo protecting your personal health information in compliance with the law. 1n summary, 
Advanced Eyecarc, P.C. Notice of Privacy Practices includes: 

• Our obligation under the law with respect to your personal health infommtion
• How we may use and disclose the health infonnation that we keep about you
• Your right relating to your personal health infonnation
• Our right lo change our Notice of Privacy Pmctices
• Mow to file a complaint if you believe your privacy rights have been violated
• The conditions that apply to IL'>CS and disclosures not described in the document
• The person to contact for fort.her information about our Privacy Practices

We are required by law to give you a copy of this notice and obtain your written acknowledgment that you have been made 
aware of the notice. 

Name of Patient (please print) 

Signature of Patient or Parent/Guardian 

322 Dewey Street 

Bennington, VT 05201 

Phone: (802) 447-8700 

Fax: (802) 447-1500 

Date of Birth 

Date 

5222 Main Street 

Manchester Ctr., VT 05255 

Phone: (802) 366-8050 

Fax: (802) 366-8045 

Parent/Guardian (Please print) 

Doctors Building, Suite 110 

North Adams, MA 01247 

Phone: (41.3) 664-6736 

Fax: (413) 664-7349 




