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PATIENT INFORMATION
)                                                                                                                                                                                                                                                                                                                                                                          

First Name________________________________________ MI_________ Last Name___________________________________________   
Age_________   	Birthdate _________/_________/_________       	 Sex:    M   /    F
Address______________________________________________________  City_______________________ State________ Zip_________
Phone:   Home_______________________  Cell________________________   Social Security Number _________-_________-_________         
Are you interested in having appointment confirmations sent to you via email?      	□  Yes        □   No   
Email______________________________________   How did you hear about our clinic? ________________________________________      
Patient’s Employer______________________________________________________ Employer Phone # ___________________________
Spouse’s Name________________________________________   Birthdate_____/_____/_____    Phone # _________________________
Spouse’s Employer_____________________________________________________   Employer Phone #____________________________    
PERSON RESPONSIBLE FOR BILL OR LEGAL GUARDIAN:  (Complete only if different from patient)           SS# _______- _______-_______
Name______________________________________ Birthdate _______/_______/_______   Relationship: __________________________
Address_________________________________ City________________ State______ Zip ___________Phone Number _______________
Employer Name _______________________________________________________   Employer Phone #____________________________
INSURANCE INFORMATION:  Vision Insurance __________________________________________   ID#__________________________
Primary Medical Insurance __________________________________   Secondary Medical Insurance _______________________________
EMERGENCY CONTACT:    Name ____________________________  Phone # ___________________  Relationship__________________

Is there a Power of Attorney for this patient?    YES / NO          If yes, please notify the receptionist.

ACKNOWLEDGEMENT OF REVIEW OF NOTICE OF PRIVACY PRACTICES:			            
I have had the opportunity to review a copy of Advantage Eyecare’s Notice of Privacy Practices.  I understand that I have a right to receive a copy of the Notice of Privacy Practices upon request.		           	      
      
_________________________________________     X_________________________________________     _______________________
PLEASE PRINT NAME HERE 			                     SIGNATURE			                                       DATE	

AUTHORIZATION TO PAY BENEFITS TO THE PHYSICIAN AND RELEASE INFORMATION:

Advantage Eyecare files insurance claims as a courtesy to our patients. This includes Medicare and Medicaid as well as any commercial plans we participate with. Please remember that your insurance is a contract between you and your insurance company, we are not a part of that contract. All co-pays and deductibles are due at the time of the patients visit. It is the patient’s responsibility to update Advantage Eyecare when there are any insurance changes, failure to do so will result in the patient being billed for 100% of the services rendered.
1) I hereby authorize my insurance company or Medicare to reimburse Advantage Eyecare directly, benefits otherwise payable to me. I realize that I am responsible to pay non-covered services.
2) I hereby authorize the release of pertinent medical information to my insurance carrier or any other healthcare provider for continued care.

X_______________________________________________________	                 _________________________
    SIGNATURE			                   				 DATE
