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Welcome to our practice

                  Personal Information                                                             Insurance Information     
                   

Today’s Date: ____/____/______
        Gender:    ( Male     ( Female

Primary VISION Insurance
Patient Name: __________________________________________
Company Name: __________________________________________



       First


MI

Last        

Birthdate: ____/____/______    Age:______  SS#_______________

PRESENT INSURANCE CARDS TO STAFF UPON ARRIVAL

Mailing Address: ________________________________________

Name of Insured: __________________________________________

City: ____________________________ State: _____ Zip:________
Relation: ______________________ Birthdate: ____/____/______


Home Phone: (_____)_____-______




SS No. of Policy Holder:_____________________________________

Work Phone: (_____)_____-______
Ext.: ___________




E-mail address: _________________________________________
Primary MEDICAL Insurance
(    Single    (   Married    (    Divorced    (    Widowed
Company Name: __________________________________________

Occupation: ____________________________________________
PRESENT INSURANCE CARDS TO STAFF UPON ARRIVAL

How did you learn about Eye Associates of Little River, LLC?

Name of Insured:___________________________________________

______________________________________________________

Relation: ______________________ Birthdate: ____/____/______






SS No. of Policy Holder: _____________________________________


    In Case of Emergency
( Check here if you have secondary medical insurance


Whom should we contact? _________________________________

Relation:______________                       Phone: (____)____-______
Insurance will not be filed retroactively per office policy.

Office Policy

All fees are due at the time of the initial exam unless assignment has been approved from your vision/medical insurance carrier. This includes copays, deductibles, etc. Refraction fees (the procedure to measure your eyeglass prescription) is not covered by medical insurance. The fee for this service is $25 and is due at the conclusion of the exam. Professional fees will not be refunded under any circumstances. In the event that a spectacle prescription needs to be re-made, there will be only ONE allowed re-make at no charge. 

Authorization

I am authorizing assignment of my insurance rights and benefits directly to Eye Associates of Little River, LLC for services rendered and materials provided. I fully understand I am solely responsible for any balance not paid by the insurance company.

Protected Health Information

I have been offered a copy of my HIPPA rights. I understand that Eye Associates of Little River, LLC will provide any protected health information that I request upon completion of a records release form.

Consent

By signing this form, I consent to treatment for myself. I give my permission for the doctor to examine, diagnose, and initiate treatment as deemed appropriate. I understand that my doctor will answer any questions that I have during and upon the conclusion of my exam.

Patient’s Signature: ____________________________________________________________________________
Date: _____/_____/________

