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PRE-VISIT REGISTRATION FORM 

NAME: _____________________________ SEX:  M / F   D.O.B:__________________
AGE:______      SOC. SEC#_____________________  PHONE# _________________
ADDRESS:_____________________________________________________________
 CITY__________________     STATE__________    ZIP CODE________________
E-MAIL:_____________________________OCUPATION ______________________

MEDICARE#______________________MEDICAID#__________________________

OTHER INSURANCE NAME:_____________________________________________

I.D. #________________________ PRIMARY:________________________________

HOW DID YOU HEAR FROM US_________________________________________

YELLOW PAGES       INTERNET         INS. COMPANY        WALK- IN        FRIEND/OTHER

IN CASE OF EMERGENCY WHO SHOULD WE CONTACT:

NAME:________________________  RELATION:____________________________

PH#______________________ CELL/WORK PH#__________________________

LIFETIME AUTHORIZATION
CONSENT OF TRETMENT FOR PATIENTS UNDER 18 YEARS OF AGE
By signing this document below, I hereby grant permission for The Eye Care Group and Associates to provide all eye-care needs to my minor child name above.
CONSENT OF TREATMENT
The undersigned consents to eye care, medical treatment, or services rendered to the patient under the general and specific instruction of the physician.  .  I and /or legal representative request that payment of authorized benefits be made on my behalf.  I and /or legal representative assign the benefits payable for physicians(S) service.  I understand that I am responsible for my health insurance deductibles and co-insurance.  I and/or legal representative also give authorization to take the patient’s picture.

RELEASE OF INFORMATION

I authorize the release of any medical information required by insurance or medical carrier.  Protected health information may be disclosed or used for treatment, Payment of healthcare operation.  Patients have the right to review the Notice of Privacy Practices set out by HIPPA.  The practice reserves the right to change the practice’s policies and patient may be notified of changes; patient can restrict PHI uses beyond the practice’s policies and patient may revoke the consent in writing at any time.  The practice may condition treatment upon the execution of the consent.

I UNDERSTAND THAT I AM FULLY AND LEGALLY RESPONSIBLE FOR ALL BILLING CHARGES OF THIS ACCOUNT WHICH INCLUDES ALL OUTSTANDING BALANCES NOT COVERED BY MEDICARE AND/OR INSURANCE COMPANIES.  IN THE EVENT THAT I FAIL TO PAY ANY OUTSTANDING BALANCE, I ALSO AGREE TO PAY ALL COST OF COLLECTION AGENCY FEES, ATTORNEY FEES AND COURT COSTS, IF ANY.

_____________              _______________________________                 _________________________
Date                                  Patient signature/Legal Representative                Print Name
