
  

                                
 

                Insurance Information Sheet 
 

      All information below must be filled out in full 
  to ensure proper submission of claims. 

Primary Insurance 
Vision 
Vision Insurance Co._________________________________________________ 
Subscriber’s Name (Last)____________________(First)_____________Sex  � Male � Female                      
Subscriber’s ID#_______________________________ Date of Birth _________________ 
Subscriber’s Employer ________________Relationship to Subscriber �Self � Spouse � Child 
Subscriber’s Address (�same as previous page) or _______________________________________ 
                                Phone Number__________________________  
Medical 
Medical Insurance Co.________________________________________________ 
Subscriber’s Name (Last)_____________________(First)____________Sex  � Male � Female                      
Subscriber ID#__________________________ Date of Birth _________________ 
Group ID#___________________________________________________________ 
Subscriber Employer ______________________Relationship to Subscriber � Self � Spouse � Child 
Subscriber’s Address (�same as previous page) or _______________________________________ 
                                Phone Number__________________________  
Secondary Insurance 
Vision 
Vision Insurance Co.__________________________________________________ 
Subscriber’s Name (Last)_____________________(First)____________Sex  � Male � Female                      
Subscriber ID#__________________________ Date of Birth _________________ 
Subscriber Employer ________________Relationship to Subscriber �Self � Spouse � Child  
Subscriber’s Address (�same as previous page) or _______________________________________ 
                                Phone Number__________________________  
Medical 
Medical Insurance Co.________________________________________________ 
Subscriber’s Name (Last)_____________________(First)____________Sex  � Male � Female                      
Subscriber ID#__________________________ Date of Birth _________________ 
Group ID#___________________________________________________________ 
Subscriber Employer ________________Relationship to Subscriber �Self � Spouse � Child  
Subscriber’s Address (�same as previous page) or _______________________________________ 
                      Phone Number__________________________  
 
I certify that the above is true and correct.  I authorize the release of any information including the diagnosis and 
the records of any treatment or examination of myself or my child to third party payers and/or health care 
practitioners.  Further, I agree to assume prompt financial responsibility for any unpaid balances including unpaid 
insurance balances. 
 
X__________________________________________________________________Date__________________ 
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