
Kenton Family Eye Care, Inc. Patient Information Sheet 
 

Patient Name ____________________________________________ Today’s Date ___________________ 

Other Name/Nickname if preferred _____________________________________________________________ 

Address ___________________________________________________________________________________ 

City __________________________________________ State _______________ Zip _______________ 

Home Phone ______________________________     Cell Phone _____________________________Text OK ⎕ 

Date of Birth _______________________ Sex:  M ⎕   F ⎕  SSN ________________________________ 
 
Marital Status ⎕ Single  ⎕ Married   ⎕ Other     Spouse’s Name _____________________________________ 
 
If patient is a minor:   Father’s name ___________________________________________________________ 

Mother’s Name __________________________________________________________ 
 
 
 
Employment Status: ⎕ Employed ⎕ Full Time Student ⎕ Part Time Student ⎕ None 
 
Employer _____________________________________ Occupation ________________________________ 
 
 
 
 
Primary Care Physician ___________________________________ Physician’s Phone ____________________ 
 
Physician’s Address _________________________________________________________________________ 
 

 
 
 

Insurance Information 
Vision/Eyeglass Insurance ____________________________________________________________________ 
 
Subscriber’s Name ________________________________ Subscriber’s Date of Birth ____________________ 
Relationship to Patient _______________________ 
 
 
Major Medical Insurance _____________________________________________________________________ 
 
Subscriber’s Name ________________________________ Subscriber’s Date of Birth _____________________ 
Relationship to Patient _______________________ 
 


