
WESTERN CAROLINA 
RETINAL ASSOCIATES 

 
 

Please print               Date: _________________________ 

 

PATIENTS NAME: ________________________________    Age: ___________________ 

SEX:  M  F         MARITAL STATUS:  S  M  W  D   RACE: _______________ 

DATE OF BIRTH: ____________________________  SOCIAL SECURITY #: ___________________ 

MAILING ADDRESS: ______________________________________________________________ 

______________________________________________________________________________ 

 

HOME PHONE#: (_____) _____________________ WORK PHONE#: (_____) _______________ 

CELL PHONE#: (_____) _______________________         

EMPLOYER: ________________________________         OCCUPATION: ____________________ 

 

SPOUSE OR GARUDIAN NAME: ____________________________________________________ 

  Social security#: ____________________________  Date of Birth: __________________ 

  (Above required if insured under spouse or parent)  

LOCAL EMERGENCY OR ALERNATE CONTACT PERSON & PHONE#: 

______________________________________________________________________________ 

REFERRING PHYSICIAN: __________________________________________________________ 

PREFERRED PHARMACY & ADDRESS: ________________________________________________ 

______________________________________________________________________________ 

E‐MAIL: _______________________________________________________________________ 

 

THANK YOU! 


