
CENTRAL TEXAS EYE CLINIC P.A. 

OPffTffALMOLOOY 

P.O. Box 21385 • Waco, Texas 76702-1385 
60) W. Hwy. 6 • Suite 108 • Six West Medical Center • Waco, Texas 76710

Phone (254) 752-8328 • Fax (254) 752-7724 

Jeffrey J. Leinfelder, M.D. 

Patient Information 

Last Name: _______________ First Name: ________________ _ 

Date of Birth: Gender: Male Female Social Security No.: ______ _ 

Marital Status: Single  Married  Widowed  Divorced Spouse Name: ___________ _ 

Home Address: _______________ City: _______ State: __ Zip: ____ _ 

Mailing Address (if different from physical): ________________________ _ 

Home#: _________ Cell#: _________ Email: _____________ _ 

Emergency Contact Name: _______________ Phone Number: _________ _ 

Primary Care Physician: _______________ Referred By: __________ _ 

Responsible Party Information (If patient is under 18): Relationship to Patient: ___________ _ 

Last Name: ______________ First Name: __________________ _ 
Date of Birth: Social Security No.: _______________ _

Address (If different than above): City/State/Zip: 

Insurance Information: (Central Texas Eye Clinic will gladly file your insurance claim. Our policy is to file the primary 
and for one secondary or supplemental policy, However, whatever your insurance does not cover is your responsibility), 

Primary Insurance Information (Medicare, Medicaid, or Other): 

Insurance Carrier: ________________________ Is a referral needed? Yes No 

Policy Holder's Name: _____________ Date of Birth: ______ Gender: Male Female 

Member ID (Policy No.)#: ___________ Group#: _______ SS#: _____ _ 

Relationship to policy holder: ______________________________ _ 

Secondary/Supplemental Insurance Information (Medicare, Medicaid, other Insurance): 

Insurance Carrier: ________________________ Isa referral needed? Yes No 

Policy Holder's Name: _____________ Date of Birth: _____ _ Gender: Male Female 

Member ID (Policy No.)#: ___________ Group#: _______ SS#: _____ _ 

Relationship to policy holder: ______________________________ _ 

***** Please be sure receptionist makes a copy of your insurance cards. *****

I authorize the release of any medical or other information necessary to process my insurance, I also request 
payment of government benefits to either myself or to the party who accepts assignment This authorization is in 
force for all occasions until revoked by the patient or authorized representative in writing, 

I authorize payment of medical benefits to Central Texas Eye Clinic for services rendered, This authorization is in 
force for all occasions until revoked by the patient or authorized representative in writing, 

x ______________ _ x ______________ _ 

Signature of Patient (or Legal Representative) Relationship (if signature is not patient's) Date 
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