
Northern New Jersey Eye Institute P.A. 
Charles J. Crane, M.D. Bernard C. Spier, M.D. Allison B. Gunzburg, M.D.     Adria Burrows, M.D. 

      Carmen H. Gonzalez, M.D.    Maureen C. Considine, O.D.     Bruce Goldstein, O.D.    Christine S. Fitzpatrick, O.D.  
 
 
Name___________________________________________ Birthdate_______________Social Security #_______________ 

Address_________________________________________  City __________________ State _____ Zip Code __________ 

Home Phone (       ) _________________ Work Phone (        ) __________________ Cell Phone (        ) ________________ 

E-Mail Address ______________________(We don’t sell email addresses) Driver’s License # _____________________________ 

Gender         Male          Female    Marital Status           Single Married  Widowed Divorced 

Employer __________________________________ Occupation _______________________________________________ 

Employer’s Address ________________________________ City ______________________State _____Zip Code________ 

Employment Status              Full-Time          Part-Time           Retired  On Leave Other 

In case of emergency contact ______________________________________  Relationship __________________________ 

Home Phone (        ) _________________ Work Phone (        ) _____________________ Cell Phone (        ) ____________ 

REFERRING PHYSICIAN/ COMPLETE NAME AND ADDRESS: 

 

 PRIMARY CARE PHYSICIAN (PCP) (if different from Referring Physician) COMPLETE NAME AND ADDRESS: 

 

INSURANCE INFORMATION ~ We will need a copy of your insurance card(s). 

Primary Insurance  Address (Street/City/State)  Employer 

 

Group # ________________ ID # _________________   Policy Holder:           Self        Spouse     Parent/Guardian 

Secondary Insurance   Address (Street/City/State)    Employer 

 

Group # ________________ ID # _________________   Policy Holder:           Self        Spouse     Parent/Guardian 

 

Other Insurance    Address (Street/City/State)    Employer 

 

Group # ________________ ID # _________________   Policy Holder:           Self        Spouse     Parent/Guardian 

 

INSURED RESPONSIBLE PARTY INFORMATION ~ If other than self 

Name ________________________________________ Birthdate ________________ Social Security # _______________ 

Address (if different from patient) ________________________________________________________________________ 

Home Phone (        ) _________________ Work Phone (        ) _____________________ Employer ___________________ 

ACCIDENT INFORMATION 

Is this a    Work Comp or     Motor Vehicle Accident?        Yes        No    If YES, on what date did the injury occur? _________ 

Work Comp/Motor Vehicle Claim Number _____________________________ 

Adjuster’s Name _________________________________________________ 

Phone Number (       ) ___________________________ Fax Number (        ) ______________________________________ 

I authorize that payment of any insurance benefits for health care services be made directly to Northern NJ Eye Institute P.A.  NOTE:  If patient is 
a minor under the age of 18 years, these forms must be signed by parent or legal guardian.  They cannot be signed by a minor. 
 

 

Signature of Patient, Parent or Legal Guardian      Date     

 


