T H E

EYE

INSTITUTE

FOR MEDICINE & SURGERY

1995 NASA Boulevard 150 South Woods Drive 775 Malabar Road
Melbourne Rockledge Malabar

Florida 32907 Florida 32955 Florida 32950

Tel 321-722-4443 Tel 321-722-4443 Tel 321-722-4443
Fax 321-722-2334 Fax 321-631-1235 Fax 321-723-3116

PATIENT REGISTRATION FORM

DEMOGRAPHICS

LAST NAME FIRST NAME MI DATE
PATIENT NO SOCIAL SECURITY NUMBER #
STREET ADDRESS SPECIAL NEEDS

[l WHEEL CHAIR [ WALKER

[l HEARING IMPAIRED '] OTHER

L) TRANSLATOR LANGUAGE

CITY STATE ZIPCODE BIRTHDATE AGE RACE SEX
HOME PHONE WORK PHONE MARITAL STATUS
EMPLOYER NAME / ADDRESS
POSITION / DEPARTMENT WORK PHONE EMAIL

SPOUSES NAME

PATIENTS CELL PHONE

EMERGENCY CONTACT EMERGENCY PHONE
REFERRAL

PRIMARY CARE DOCTOR PHONE

FAMILY OPTOMETRIST PHONE

WHO CAN WE THANK FOR
TELLING YOU ABOUT US?

FRIEND [J PATIENT [ SIGN [l SCREENING [1 RADIO (]

NEWSPAPER 1 OTHER [1 MD/DO [1 OPTOMETRIST (]

NAME

STREET ADDRESS

CITY STATE ZIPCODE

| GIVE MY PERMISSION FOR THE EYE INSTITUTE TO SEND A THANK YOU LETTER TO MY REFFERAL

SIGNATURE




MEDICAL INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY POLICY NUMBER

ADDRESS OF INSURANCE COMPANY

POLICY NAME POLICYHOLDER SS# POLICYHOLDER D.O.B.

SECONDARY INSURANCE NUMBER POLICY NUMBER

ADDRESS OF INSURANCE COMPANY

POLICYHOLDER NAME POLICYHOLDER SS# POLICYHOLDER D.O.B.

DATE OF THE INJURY
/ /

AGREEMENT

LIFETIME MEDICARE B SIGNATURE AUTHORIZATION: For services beginning today, 1 authorize any holder of medical or other information about me to be
released to the Social Security Administration and the Health Care Financing Administration or its intermediaries or carriers, or to the billing agent of The Eye Institute any
information needed for this or other Medicare clams).

| permit a copy of this authorization to be used in place of the original, and request payment of benefits be made to The Eye Institute.

MEDIGAP AUTHORIZATION: I request that payment for Medical Benefits be made on my behalf to The Eye Institute for services furnished.
| understand that 1 do not need to provide my supplemental insurance with information concerning this claim, because my signing this authorization will cause Medicare pay-
ment information to cross over automatically.

INSURANCE AUTHORIZATION: | assign the benefits payable for services to The Eye Institute, and authorize such to submit a claim m my health insurance carrier as
needed for payment to The Eye Institute. | authorize any holder of medical or other information about me to release said information m my insurance carrier, including any
information about or related to submitted claims.

1 authorize The Eye Institute to initiate a complaint to the Insurance Commissioner for any reason on my behalf. A photocopy of this authorization shall be used in lieu of the
original. This authorization shall remain in force until revoked by me in writing. If my insurance carrier prohibits direct payment to the doctor, | hereby instruct and direct my
insurance carrier to make out the check to me and mail it to The Eye Institute 1995 W. Nasa Blvd Melbourne, Florida 32904.

1 hereby instruct The Eye Institute to deposit said check(s) into then account on my behalf as payment on my account
| have been advised that payment is due on the day of service. 1 understand and agree that (regardless of my insurance status), | am responsible for any balance on my

account. | have read all the information on this form and have completed the above questions. I certify that this information is true and correct to the best of my knowledge.
1 will notify The Eye Institute of any changes in insurance, address, telephone number or marital status in a timely manner.

PATIENTS SIGNATURE (required) DATE / /
Parent if patient is a minor | agree to the above
SPOUSE'S SIGNATURE (required) DATE 1

Trustee/Guardian | agree to the above




