
PATIENT INFORMATION — Please print clearly and firmly 

John J. Teahan, MD 
Paul A. Sanchez, MD 
Jesse S. Swift, MD 
Kenneth M. Downes, MD 
Stacia Jacobi-Garcia, OD 
 

7110 Wyoming Blvd. NE 
Albuquerque, NM 87109 

505.346.0500 
Fax 505.346.0164 

www.southwesteyecare.com 
 

INSURANCE INFORMATION — Please present insurance cards at each visit.   Courtesy filing of Primary and Secondary MEDICAL insurance only.   

PERSON RESPONSIBLE FOR MEDICAL EXPENSES     self , if self go to Insurance Information section         spouse        parent  

Last Name ____________________________________________ 

 

First Name ___________________________________ MI ______ 

 

Address ______________________________________________ 

 

Apt # ________________________________________________ 

 

City __________________________________________________ 

 

State _____________________________ Zip ________________ 
 

 

Preferred Phone _______________________________________ 

 

Work Phone ___________________________________________ 

 

Alternate Phone ________________________________________ 

 

Employer/Occupation ____________________________________ 

 

E-mail ________________________________________________ 
 

 

Birth Date ______________________________  Age __________ 

 

Today’s Date __________________________________________ 

 
Patient’s SS#  ______________ - ___________ - _____________ 

 

Marital Status:  Single     Married         Gender:   Male  

 Divorced    Widowed                          Female  

Race:  Caucasian          Asian          African American      

        Native American/Alaskan    Pacific Islander      Declined        

Ethnicity:     Hispanic      Non Hispanic     Declined        

Language:    English        Spanish       Other  ____________ 

 

Referred by Dr. ________________________________________ 

         

Primary Care Physician _________________________________ 
 

PCP Phone ____________________________________________ 

 

Emergency Contact ______________________________________ 

 

Phone ____________________Relation______________________ 

 

How did you hear about us?   Radio 

  Yellow pages    Newspaper  Provider List 

 Friend  _____________________________________________ 

 

Name _______________________________________________________ Birth Date: __________ SS # _________ - _______ - ________ 
 
Address (if different than patient) _______________________________________________________________________________________ 
 
Phone __________________________ Alternate Phone ____________________  Employer _____________________________________  

 
Primary Insurance _______________________________________ 
 
Patient ID # ____________________________________________ 
 
Group Number _________________Effective Date _____________ 
 
Name of Policy Holder (if not self) ___________________________ 
 
Birth Date: _______________Relation to patient _______________ 

 
Secondary  Insurance ____________________________________ 
 
Patient ID # ____________________________________________ 
 
Group Number _________________Effective Date _____________ 
 
Name of Policy Holder (if not self) ___________________________ 
 
Birth Date: _______________Relation to patient _______________ 

For Work Related Injuries complete the following: 
 
Employer ____________________________________________ 
 
Supervisor Phone # ____________________________________ 
 
Address _____________________________________________ 

Preferred PHARMACY   
 
Pharmacy _____________________________________________ 
  
Phone # _______________________________________________ 
 
Location _______________________________________________ 
 

NOTE:  The above information and categories are requested as part of the Healthcare Reform Act.  











 

 

 

 

 

Date:_______________________ Print Patient Name:____________________________________ 

If you circle YES to any of the following questions, you can have a 

REFRACTION -- The NON-MEDICAL diagnostic test which determines the Rx for glasses. 

 

 

 

 

 

 

 

 

This REFRACTION fee of $55.00 is collected at the time  

 of service and is not billable to your health insurance.     Initial here   

 

A Visual Acuity Test, which IS medically necessary, is always performed during your exam 

and is included in the charge of your eye health exam, but a prescription is not a result. 

 

Southwest Eyecare is not a provider for any vision plans. Your vision plan may reimburse you for  

your payment for this service. Please check with your plan in advance. We are happy to assist you.  

                              

I have read and I understand the information above –  

SIGN HERE:_________________________________________________ 

                 
              2/1/18 

 

If your eyeglass Rx is over a year old, it has expired. Do you want a new Rx today?        YES      NO 

 

Have you thought about changing your Rx lenses or frame for any reason?                     YES       NO 

 

Do you intend to have this service performed here today?                             YES       NO 
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