PLEASE NOTIFY THE RECEPTIONIST IF YOU HAVE INSURANCE

Name Phone Numbers
First Middle - Last Home:
M O F O Work:

Married [J Single [0 Widowed [0 Div. [ Cell:

Date of Birth: - - Social Security # - -

What name do you go by?

Mailing Address City State Zip

Occupation: Employer:

List all medications you are taking:

Purpose of this appointment: Routine eye exam, specific eye problem, lost glasses, decreased
reading or distance vision, contact lenses etc.:

Are you allergic to any medicines? (dYes (dNo List

Date of last visual exam By Whom?

Family Physician:

Have you or any of your brothers, sisters or parents had any of the following?
Review of Systems

Sisters or Sisters or

Self Brothers Parent Self Brothers Parent
Cataracts W | l:l High Blood Pressure [ O a
Glaucoma | (M| (] Arthritis (] ] 3
Macular degen [ J | Eczema or rosacea [ J |
Diabetes EI Qa Q Asthma Q a 0
Heart Problems a Q Emphysema o Q O
Stroke J Qa D Crohn’s disease ] | (|
Mental Illness a a Lupus or MS Qa a W
Other:

Do you smoke? (JYes L No Do you have more than two alcohol drinks everyday? - Yes (1 No
Do you presently wear prescription EYEGLASSES U CONTACT LENSES 0
Would you be interested in more information about CONTACT LENSES Yes [JNo

Who may we thank for referring you to our office? Name

PLEASE READ AND SIGN THE BACK OF THIS FORM




Our Financial Policy

Thank you for choosing us as your eye care provider. We are committed to your treatment
being successful. The following is a statement of our Financial Policy, which we require
that you read and sign prior to any treatment.

FULL PAYMENT IS DUE AT THE TIME OF SERVICE

WE ACCEPT CASH, CHECKS, OR VISA/MASTERCARD
AND CHECK CASH CARDS

Insurance

All deductibles and co-pays are due prior to or immediately following treatment. In the
event that we are not a participating provider, we require that you provide a credit card
with authorization to bill the account for the balance. If we do file your insurance and it
has not been paid within 90 days, the balance will automatically be transferred to your
credit card. Please be aware that some of our services provided (such as refraction), may
be non-covered services and not considered a part of the Medicare Program and other
medical insurance. '

Usual and Customary

Our practice is committed to providing the best treatment for our patients and we charge
what is usual and customary for our area. You are responsible for payment regardless of
any insurance company’s arbitrary determination of usual and customary rates.

Minor Patients

The adult accompanying a minor is responsible for full payment. An adult should accom-
pany all persons under the age of 16 unless prior arrangements have been made.

Please let us know if you have questions regarding any of these policies.

X _Date
SIGNATURE






