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EMERGENCY INFORMATION








EMERGENCY CONTACT PERSON										





RELATIONSHIP TO 


PATIENT				HOME / WORK #:				CELL #:			





Today’s date_________________        PATIENT INFORMATION         Chart #______________________





LAST 				______FIRST ______	 		INITIAL	__DOB____________





SS#					_____       e-mail address ______________________________________





ADDRESS					CITY				STATE	ZIP CODE		





HOME PHONE #:		_________________ HAVE AN ANSWERING MACHINE?	 YES / NO





IF YOU HAVE AN ANSWERING MACHINE, MAY WE LEAVE A MESSAGE FOR YOU?	YES / NO





MAY WE CALL YOU AT WORK?		YES / NO	WORK #:					





MAY WE CALL YOUR CELLPHONE?	YES / NO	CELL #:					





PRIMARY CARE


PHYSICIAN							  DID THEY SEND YOU HERE?	YES / NO





PHARMACY


NAME				    ADDRESS				       PHONE#:			

















ACKNOWLEDGEMENT OF RECEIPT OF NOTICE





My signature indicates that I have been offered the opportunity to read the 


Boston University Eye Associates, Inc., “Notice of Privacy Practices”.





 Signature__________________________________________________________________ Date			  





 I would like the following family members or friends to have information about my medical records.





  															





  															








Reviewed & updated by patient:____         _ _______  Reviewed & updated by patient:_            __________


				


Reviewed & updated by patient: __        _ _________  Reviewed & updated by patient:___               ______


REV. 05/09 KP

















