Fex: (409)

Phonz: {408, 4
PATIENT INFORMATION Must be same as on insurance card.
Patient . QuasSail
1AST 85T WD SUFFIY S3n#
Address Mailing
. STREET AT # ciy STAIE iy COUNTRY IF OTHER THAN LS.
/5 ¢ DIEFERE
Address Physical g verssenm Homs Ph d
0 SIMGLE C MAARIED ) DIVORCED T1 WIDOWED 0 SEPARATED Work Ph #
) i TAAHITAL STATUS
O FULL O PART C1NOT OO SELF C MILITARY O3 RETIRED ©) FULL TR4E QOPARTTIME 1 Noi ASTUDE  Cell Ph#
S STURET Sex OM OF  Birthdale
Primary Care Physician (PCP
& ysician (PCF) LAST FRST M Employer
Emait
PHORE & FRXE 2 . EMALL

MEBIGAL / VISION INSURANCE : :
Insurance [ Medicare O Medicare Replacement O3 Other

Insurance through employer @ Yes QO No  IMedicaid O Yes (1 No
Name of Employer
Primary Medical Ins
Seccndary Medical Ins _‘
Vision ONLY Plans 0 VSP O VBA O Spectera 0 Other :

{Bz advised il is the palient’s responsibilily to provide all INS information:and give notice of any changss.
This includes zny time you are using your Vision Only Plan.)

‘RESPONSIBLE PARTY (IF DIFFERENT FRON PATIENT) 5

Nama
008
SSN#
Mailing Address (oY IF iFFerenT)
Phone # Cell#
RelationshiptoPt. 0O Spouse QO Parent 1 Other

Name

Phone # Cells#

Email. )

Refationshipto Pt. QO Spouse ( Parent 1 Other

NOTICE OF PRIVACY ACKNOWLEDGWENT

| have reviewed this office’s Notice of Privacy Practices, which explains how medical
information will be used and disclosed. | undarstand that | zm entilled 1o receive a copy of
this document,

*"'List the names of any family members or friends that you give parmission for us to
relsage personal information to. This may consis! of, but not fimited 1o information about
appointments, medication, doctor visils, contact lenses & halances. - :

3

WRHTEN FINANGIAL POLICY 2t .
Be advised co-payments, daductibles, and non-coverad items are due at lhe time of
service, For your convenience we accept cash, check, Visa, MastarCard, American
Express, Discover Card, and Care Credit Finance 0-12% Interest Payment Option,

Please speak with an account spacialist for additien! infermation.

(Tha American Recovery & Reinvesiment Act requires your provider to offer your clinical informalion and 2n a

.MEDICARE A
| requesi-that pay

clive medication list via

and assign direplly l0oC 1% GIOVKUC CEng g
insurance benefits, if any, otherwise payable 1o me for services
rendered. | under?and that | am financially responsible for 2l

email which vill bs bzneficial to your overall health.)

chcarnﬂsg-uh zther| or nal naid by insurance, | hereby autharize
_JETX - Slesacone CGenlerto relesse 20 information
necessary lo sea{re the payment of benaiits, | authorize the
use of this signature on 2ll insurance submissions,

RESPONSIBLE PARTY SIGNATURE

v

RELATIONSHIP DATE

THORIZA
ent of authorized Medicare bensfils be made
either lo me or on my behalf te SETY Glacsa (ada  for
any sevices fumished me by that practice. | authorize any nolder
of medical informalion about me lo release 1o the Health Care
Financing Administration and its agents any informalion needsd
1o determine these benefits or the beneiits payable for refated
services. | understand my signature requests that payment be
made and authorizes release of medical information necessary 1o
pay the claim. If "other health insurance" is indicated in flem § of the
HCFA-1500 form, or elsewhere on olher approved claim forms or
electronically submitied claims, my signature authorizes releasing
of the information| b the insurer or agency shown. In Medicars
assigned cases, the physician or supplier agrees to accept the
charge determinatign of the Medicare carrier as the full charge,
and the patient is responsible only for the deductible, coinsurance,
and noncovered services. Coinsutance and the deductible arz
based upon the charge determination of the Medicare carrier,

TENEFICIARY SIGNATURE

CONDITIONS OF WAIVER

ave been notilied by my physicians officz that in the event that

any charges incurred to my account resulled in non-payment from

my insurance company for any of ihe reasons lisled below, 1 am

personally, and fully responsitle for any and all payment,

1. IT physician is not a participant on your pian, ssrvices may not

. be covered.

2. In the event Ihis procedure is not a covered procadure by you

insurance plan,

3, Inthe evant a referral from your primary care physician isfequired
and was not procured, and payment is not racsived from your

_ Insurance plan, |

1 agree to comply wit

DATE

h this waiver,

GRTAENTRY BY: IUTIALPRINT  PATIENT SIGNATURE

BENEFICIARY SIGNATURE




