
 
 

 
 

     

 

BRIGHTWOOD EYE CENTER 
THE OFFICE OF DRS. FRANK AND JUDITH SPAETH 

WELCOME FORM 
 
        6611 BURLINGTON RD. WHITSETT, NC 27377       336-449-1333        WWW.BRIGHTWOODEYE.COM 

 

DATE ____________________ 
 

NAME________________________________________ 
                    FIRST                MIDDLE INITIAL               LAST 
 

CIRCLE ONE   DR     MISS     MR     MRS     MS     REV 
 

ADDRESS___________________________________ 
 

______________________________________________ 
 

CITY_________________________________________ 
 

STATE _____________________ ZIP_____________ 
 
GENDER   CIRCLE ONE        MALE    FEMALE 
 

DATE OF BIRTH   _______/________/__________  
  
SOCIAL SECURITY # ________-_______-________ 
 
OCCUPATION_______________________________ 
 
EMPLOYER __________________________________ 

HOME PHONE (______)_____________________ 
 

CELL PHONE (______)______________________ 
 

WORK PHONE (______)_____________________ 
 
IN CASE OF EMERGENCY, PLEASE CONTACT: 
 

_______________________________________________ 
 

PHONE # (______)_____________________________ 
 
RELATIONSHIP TO PATIENT_________________ 
 

MEDICARE/MEDIGAP AUTHORIZATION 
I request that payment of authorized Medicare 
benefits and, if applicable, Medigap benefits, be made 
either to me or on my behalf to Dr. Spaeth for any 
services furnished to me by that provider.  To the 
extent permitted by law, I authorize any holder of 
medical or other information about me to release 
to the Centers for Medicare and Medicaid Services, 
my Medigap insurer, and their agents any 
information needed to determine these benefits or 
benefits for related services. 
 
 

SIGN ____________________________________ 
Signature of Beneficiary, Guardian or RepresentATIVE 

MEDICAL INSURANCE_______________________ 
 

ID #__________________________________________ 
 

GROUP # ____________________________________ 
 

PRIMARY SUBSCRIBER’S FULL NAME: 
 

______________________________________________ 
 

RELATIONSHIP TO PATIENT_________________ 
 
PRIMARY SUBSCRIBER DOB_____/_____/________ 
 
PRIMARY SUBSCRIBER SOCIAL SECURITY #: 
 
__________--________--__________ 
 
 
 SECONDARY/SUPPLEMENT/VISION INS: 
 

______________________________________________ 
 

ID #__________________________________________ 
 

GROUP # ____________________________________ 
 

PRIMARY SUBSCRIBER’S FULL NAME: 
 

______________________________________________ 
 

RELATIONSHIP TO PATIENT_________________ 
 
PRIMARY SUBSCRIBER DOB_____/______/_______ 
 
PRIMARY SUBSCRIBER SOCIAL SECURITY #: 
 
__________--________--__________ 
 
 
 ACCOUNT RESPONSIBILITY 
I certify that I, and/or my dependent(s), have insurance 
coverage with the above named company(ies) and assign 
directly to Dr. Spaeth all insurance benefits, if any, 
otherwise payable to me for services rendered. 
I understand that I am financially responsible for all 
charges whether or not paid by insurance.  I authorize the 
use of my signature on all insurance submissions.  Dr. 
Spaeth may use my health care information and may 
disclose such information to the above-named insurance 
company(ies) and their agents for the purpose of 
obtaining payment for services and determining insurance 
benefits or the benefits payable for related services.  I 
understand that I may be charged a fee for appointments 
cancelled with less than 24 hours notice. 
 
 

SIGN ____________________________________ 
Signature of Patient, Parent, Guardian, or Representative 

 


