
ADVANCED VISIONCARE 
 
 
 

Insurance Worksheet 
 
 

Patient Name:  ______________________________________________ 
 
Patient Date of Birth:  _____________________________________ 
 
Primary Name:  _____________________________________________ 
 
Primary Date of Birth:  ____________________________________ 
 
Primary Social Security:  __________________________________ 
 
Name of Vision Insurance:  ________________________________ 
 
Insurance ID Number:  _____________________________________ 
 
Group Number:  ____________________________________________ 
 
Insurance Phone Number:  ________________________________ 
 
Name of Medical Insurance:  ______________________________ 
 
Insurance ID Number:  _____________________________________ 
 
Group Number:  ____________________________________________ 
 
Insurance Phone Number:  ________________________________ 
 
 
 
 
 
 


