
THE EYE CLINIC 
Farshid Paydar, MD 

Board Certified Ophthalmologist 
     

 

PATIENT INFORMATION 
 

PATIENT NAME____________________________________ SPOUSE NAME_____________________________________ 

 

EMAIL:          By giving us your email address you are consenting 

to being registered on our patient portal 

 

PATIENT BIRTHDATE__________________________________________ PATIENT GENDER (Circle One) Male Female 

 

PATIENT SOCIAL SECURITY #______________________________ HOME PHONE_______________________________ 

 

ADDRESS_________________________________________ CITY__________________ ST______ ZIP_______________ 

 

EMPLOYER_________________________________________ BUSINESS PHONE_________________________________ 

 

GUARANTOR NAME_____________________________________ RELATIONSHIP_______________________________ 

 

WHO REFERRED YOU? ________________________________ PRIMARY CARE DOCTOR________________________ 

 

CURRENT MEDICATIONS______________________________________________________________________________ 

 

_____________________________________________________________________________________________________ 

 

DRUG ALLERGIES____________________________________________________________________________________ 

 

PRIMARY INSURANCE____________________________________ SECONDARY_______________________________ 

 

INSURED NAME______________________________________________________________________________________ 

 

INSURED SOCIAL SECURITY #____________________________ INSURED BIRTHDATE________________________ 

 

DO YOU SMOKE? Y  N    DO YOU DRINK? Y  N   DO YOU USE RECREATIONAL DRUGS? Y  N 

 

 

HAVE YOU OR DO YOU HAVE 

 

 HEART TROUBLE: Y  N        DIABETES: Y  N 

 

 HIGH BLOOD PRESSURE: Y  N        THYROID: Y  N 

 

 BEEN DIAGNOSED WITH HIV: Y  N       GLAUCOMA: Y  N 

 

Authorization to Pay Benefits to Physician: I hereby authorize payment directly to the physician of the surgical and/or medical 

benefits, if any, otherwise payable to me for his/her services as described, realizing I am responsible to pay non-covered services 

such as co-pay, deductibles and fees not a benefit of my insurance plan. 

Authorization to Release Information: I hereby authorize the physician to release any information acquired in the course of my 

treatment necessary to process insurance claims. 

 

X                

Signature (Patient or Parent if minor)         Date 
 

 

401 Calvary Way, Ste. D        2155 W. ST RTE 89A, 106    6446 ST RTE 179, Ste. 209 

Cottonwood, AZ 86326        Sedona, AZ 86336                    Sedona, AZ 86351 

Phone (928) 649-2600         Phone (928) 203-9600     Phone (928) 284-2459  

Fax (928) 634-7847        Fax (928) 203-9601     Fax (928) 284-2691 


