
Thank you for selecting Marion Eye Center for your eyecare needs. We will strive to provide 

you with the best possible eyecare. Please fill out this form completely. If you have any 

questions or need assistance, please ask. We will be happy to help! 

**If you have completed the Online Registration, please disregard this form** 

 

Name:__________________________________ Date of Birth:___________________________ 

What do you prefer to be called?____________  SS Number:_____________________________ 

Parent/Guardian(if pt is a minor)___________________________________________________ 

Parent/Guardian DOB____________________ Parent/Guardian SSN______________________ 

Address_____________________________ City____________ State_____ Zipcode__________ 

Home Phone______________ Cell Phone_____________ Email__________________________ 

Emergency Contact Name_________________ Relationship_____________ Phone___________ 

 

Primary Medical Insurance 

Insurance Provider____________________ Name of Primary Insured______________________ 

Relationship to Patient_________________ Insured's Date of Birth________________________ 

Insurance ID #________________________ Group Number_____________________________ 

Secondary Medical Insurance 

Insurance Provider____________________ Name of Primary Insured______________________ 

Relationship to Patient_________________ Insured's Date of Birth________________________ 

Insurance ID #________________________ Group Number_____________________________ 

Vision Insurance 

Insurance Provider____________________ Name of Primary Insured______________________ 

Relationship to Patient_________________ Insured's Date of Birth________________________ 

Insurance ID #________________________ Group Number_____________________________ 


