
 

 
Welcome to the Mountain Shadows Vision Center 

 
Patient's Full Legal Name_________________________________________________________________  

Parents Names _________________________________________________________________________ 

Address_____________________________ City_____________________ State_______ Zip__________ 

Home Phone ________________________  Work _____________________  Cell _________________   

Email Address____________________________  Parent Responsible for Account ___________________ 

Parent’s Occupation ___________________________  Parent’s Social Security _____________________ 

Name of Employer ______________________________________  City __________________________ 

Please circle preferred method of contact:   Home   Work    Cell   Email 

Whom shall we thank for referring you to our office?      (Name) _______________________________ 

Insurance listing    Family member      Yellow pages        Physician / Eye Doctor 

Grade in School______________________________ School_____________________________________ 

Hobbies ___________________________________________________ 

Please list any members of your household who come to our office ______________________________ 

Name of Primary Vision Insurance: ____________________________________________________  

Patient Relationship to Insured: Self    Spouse     Child       Other 

Insured’s DOB: _____________________________ 

Insured’s First, MI, Last Name: _________________________________________________________ 

Insured’s Identification Number: _________________________ Group Number: _________________  

Name of Primary Medical Insurance:  __________________________________________________  

Patient Relationship to Insured: Self    Spouse     Child       Other 

Insured’s DOB: _____________________________ 

Insured’s First, MI, Last Name: _________________________________________________________ 

Insured’s Identification Number: _________________________ Group Number: _________________  

Please circle if your child has ever had any of the following:     Lazy Eye     Allergies 

List any other medical problems___________________________________________________________ 

Family Physician and Address_____________________________________________________________ 


