WELCOME!

PLEASE PRINT AND COMPLETE ALL PARTS:


Today’s Date: ___________________________________________


Primary Care Physician:___________________________________

Primary Eye Doctor: ______________________________________

Other Specialist Eye Doctors:___________________________________________________________________

Referred By: 
O Our Web Site  
O Yellow Pages
 O Insurance

O Lecture




O   Health Fair
O I was in the building and stopped in




O One Of Our Patients: ___________________________ May We Thank Them? ______




O Primary Care Physician

O Primary Eye Doctor    
O Specialist Eye Dr.

  

Patient Name:___________________________________________    
Preferred Name:_______________

Address:______________________________City:_____________________State:______Zip:__________

E-mail Address: ____________________  May we send you appointment reminders by e-mail? O Yes   O  No

Home Phone: _______________________
Work Phone: ________________
Cell:  ______________

Employer : _______________________Date of Birth: ____________
Sex: ___ 

Social Security Number: ___________________ Emergency Contact Name/Number ___________________


Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment.   Some companies pay fixed allowances for certain procedures, others pay  a percentage of charge, and some do not pay for some charges.  It is the patient’s responsibility to pay any deductible amount, co-insurance, or any other balance not paid for by their insurance.

I directly assign all medical/surgical benefits related to my visits here to Specialty Eye Care and understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I further agree that a photocopy of this agreement shall be as valid as the original.

Sign Here_________________________________________________   
Date:  _____________________


INSURANCE (We need a copy of your insurance card)

Primary Insurance:___________________________

Secondary Insurance: ______________________

Address: ___________________________________

Address: _________________________________

City, State, Zip: _____________________________

City, State, Zip:___________________________

Phone: (     ) ________________________________

Phone: (     ) ______________________________

Employer: _________________________________

Employer:________________________________

Primary Insured Person: _____________________ 

Primary Insured Person:___________________

ID/Policy Number:___________________________ 

ID/Policy number:_________________________ 

Group # ____________________________________ 

Group # _________________________________

Social Security # _____________________________ 

Social Security # __________________________

Internal Use Only


Account Number:___________________


Waivers Signed?: 


Photograph Taken?:


Copies of Insurance?:


Address/Phone Number/e-mail Verified?








