
 
 

 
DO NOT USE THIS FORM FOR URGENT CARE 

URGENT CARE REQUESTS MUST CALL 774-8277 
 
 

Fax this document, patient chart notes and insurance card to 207-221-5643 
 

 
Patient Name: ________________________________________________ DOB: _______________________ 
 
Address: _________________________________________________________________________________ 
 
Phone Number: _____________________________ Sex:   ⁯ Male   ⁯ Female  ⁯Non-binary 
 
Parent or Guardians Name:______________________________________DOB:_______________________ 

 
Preferred Maine Eye Center Physician: _______________________________   ⁯ No preference 
 
PCP Name: _________________________________________________________________ 
 
Diabetic:   ⁯ Yes   ⁯ No  Interpreter required?   ⁯ Yes   ⁯ No    Language:_______________________ 
 
Special Accommodations:___________________________________________________________________ 

 
Insurance Name and ID:  (Include Copy of Card) ________________________________________________    
 
Worker’s Comp?   ⁯ Yes   ⁯ No 
 

 
If patient has an HMO Policy, please contact PCP for referral. 

 
Diagnosis:________________________________________________________________________________ 
 
Office Contact : __________________Phone : ____________________ Fax : ___________________ 
 
 

Maine Eye does not participate with Vision Plans.Maine Eye Center accepts cash, 
checks, MasterCard, Visa, Discover, Debit Cards, Alpheon and Care Credit.  

15 Lowell Street, Portland, Maine 04102 
161 Marginal Way, Portland, Maine 

04101 
(207) 774-8277  (800) 545-6066 
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