
 

 

Welcome to the Optometry Practice of Dr. Matthew R. Brown. We are 
honored you have chosen him for your personal eye care needs. It is 

our goal to help you maintain your best possible vision. 
 
 

Date:     

Last Name:      First:       

Date of Birth:      Age:  Sex:    M   F 

Address:              

City:       State:  Zip Code:    

Home Phone: (         )     Cell Phone: ( )    

Occupation:      Work Phone: (   )    

E-mail Address:            

Referred By:        

VISION/MEDICAL INSURANCE INFORMATION 
Vision Insurance:      SS/ID#:     

Medical Insurance:      Group/Policy#:    

Policy Holder:       Relationship:    

IN CASE OF EMERGENCY CONTACT 

Name:        Phone:     
I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of 
my account for any professional services rendered. I have completed all of the answers on this sheet and I 
certify that this information is true and correct to the best of my knowledge. I will notify you of any changes in 
my status or the information above. 
 

Signed (patient or representative):       Date:    


