
 
Holland Eye Surgery & Laser Center ● 999 Washington Ave ● Holland, MI 49423 
 

 
Name:  Mr.  Mrs.  Miss  Ms._____________________________________________________________________ 
                                             First                                                Middle                                                  Last 
 
Mailing Address:_____________________________________________________________________________ 
 
 
Street Address:______________________________________________________________________________ 
 
 
City:____________________________________________State:_____________________Zip:______________ 
 
 
Date of Birth:______________________________  Patient Social Security #____________________________ 
 
 
Primary Phone:(     )_________________________    □Cell    □Home    □Work   □Other____________________ 
 
 
Secondary Phone:(     )______________________     □Cell    □Home    □Work    □Other____________________ 
 
                                        (circle one)   Sex:     Male     Female 

E-Mail Address________________________________________  Single       Married        Divorced        Widowed     
                     
 
Family Doctor:______________________________Referring Doctor:__________________________________ 
 
 
Preferred Pharmacy:_________________________Address:_________________________________________ 
 
 
Occupation:___________________________________Employer:_____________________________________ 
 
Employer’s Address:_____________________________________________________Phone:_____________________ 
 
 
City:______________________________________State:_________________________Zip:________________ 
 
 
Spouse:________________________________ Spouse Contact Phone:________________________________ 
 
Release of your medical information: Please list anyone who may receive medical information about you. Please include 
anyone who may answer your phone with whom we may leave a message for you such as spouse, child or parent. Also indicate 
if this person may be considered an emergency contact.  
 
Name                       Relationship                                    Phone#                   Emergency Contact? 
 
____________________________________________________________________________     □Yes     □No 
 
____________________________________________________________________________      □Yes     □No 
 

 
Holland Eye Surgery & Laser Center may use and disclose Protected Health Information about me to carry out treatment, payment and 
healthcare operations.  
 
I have the right to review the Notice of Privacy Practices prior to signing this consent. 
 
I understand Holland Eye Surgery & Laser Center may call my home and leave a message on voice mail or in person in carrying out treatment, 
payment or healthcare operations. Holland Eye Surgery and Laser Center may mail appointment reminder postcards and patient statements to 
your home.  E-mail may be sent to the address given above.  
 
 
____________________________________________________________      ___________________________ 
Signature                                                                                                              Date 


