
Highlands Eyecare 
 

PATIENT UPDATE INFORMATION 
 

In order for us to better serve you, please fill in the following information completely to update 
your records: 

(PLEASE PRINT) 
 
Patient’s Name _________________________________________________________________ 
                                (Last)                              (First)                                 (Middle Initial) 
Birth Date________________ Age _________ Social Security Number ____________________ 
 
Residence Street Address _________________________________________________________ 
 
City_________________________________ State____________________ Zip Code ________ 
 
Home Phone __________________ Work Phone______________ Mobile Phone____________ 
 
Employer _____________________________________________________________________ 
 
Emergency Contact: Name__________________ Relation_______________ Phone #_________ 
 
Major Medical Insurance Co.______________________Vision Insurance Co. _______________ 
 
Date________________________ Signature _________________________________________ 
 
 


