


PRIMARY EYE CARE 

DR. JOE C KEA 

3437 Tupelo Commons Suite 101 

Tupelo, MS 38804 

Phone: (662)842-2000 

Fax: (662)842-0379 

Patient Demographic Information Form 

Patient Information 

Name: ______________ _ Today's Date: __ / __ / __ _

Birth Date: __ / __ / __ _ □ Male □ Female 

Age: ___ _ Height: __ _ Weight: ___ Social Security: __ __ _ _ 

Employer/School: __________ _ Last Eye Exam: __ / __ / __ _ 

Marital Status: □ Married (Spouse Name) _____________ _ 

□ Single □ Windowed □ Divorced

Contact Information 

Billing Address: ___________________ Apt#: ___ _ 

City: _______ _ State: 
---- Zip: _______ _ 

Preferred Phone: 
--------

Alt. Phone: _________ _ 

Email: 
---------------

Insurance Information 

Primary Insurance: _______ _ Secondary Insurance: _______ _ 

Insurance ID# 
----------

Insurance Policy# _________ _ 

Po Ii c y Group# _________ _ Policy Group# __________ _ 

Policy Holder Name: _______ _ Policy Holder Name: ________ _ 

• Review of Systems- Check all that currently apply

_Blurred vision 
_Burning 

Double vision 
_Dryness 
_Eye pain/soreness 
_Floaters/spots 
_Distorted vision 

_Infection of eye/eyelid (chronic) 
_Itching 

Loss of vision 
Redness 

_Watery Eyes 
_Sandy/gritty feeling 
_Sensitivity to light 
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