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PATIENT REGISTRATION

(PLEASE PRINT)
Last Name: First Name: MI:

Sex: DM DF Birthdate: / / Social Security #:

Home Address:

City: State: Zip Code:

Phone: Home: Work: Cell:

Email Address:

Employed............. CINo D es Employer: Retired: [

The following questions are required by the Federal Government HIPAA regulations:
Race: [J American Indian or Alaskan Native [J Asian [ Black or African American
U Hispanic [ Native Hawaiian or Pacific Islander ~ [1White [ Unknown

Emergency Contact Person:
Name:
Relation to Patient: (DOB) Phone #:

Pharmacy:
City: State:

Referring Physician:
City: State:

Primary Care Physician:
City: State:

FINANCIAL POLICY STATEMENT

Heltsley Eye Care is committed to providing you with the highest quality services available. If we are contracted
with your insurance, we will accept assignment. All co-pays, co-insurance and deductibles are due and payable at
time of service. Failure to provide necessary current billing information will result in all charges for services to be
the sole responsibility of the patient/responsible party. You are expected to understand your benefit coverage
and financial responsibility. If we do not have a contractual obligation with your insurance, you are responsible
for 100% of the payment at the time of service. You will be responsible for any balances not covered by your
insurance. Should your account be sent to a third party collector, you agree to pay any collection, attorney and
court cost fees. A return check fee will be assessed if your check is returned by your bank.

Signature Date
(Patient or Legal Representative)

Patient Registration Form
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PATIENT MEDICAL HISTORY

Name,

Date

Have you had any of the following? (explain YES answers)

Laser eye surgery ne O Yes,
Cataract surgery .LINo [l ves
Retina surgery.........c.cocccvevenn.d Ono Yes
Eye injections.
Glaucoma.......

Other eye problems/surgery No Yes

Do you have any of the following conditions?

Fever or chills...........ovevernnen.d CINo Clves
Recent weight change............... CIno Yes
Fatigue or overall weakness .....JNo [ ves
Rash or skin problems............... CINo Cves

Hearing Loss
Sinus trouble
Mouth sores or diseases..
Stomach or intestinal problem D No D Yes

i) No O Yes
Lne O Yes

Liver disease
Thyroid disease.

Kidney problem Lo O Yes
Arthritis............. & N0 [ ves
Back or neck pain.. e Yes

Anemia Lo D Yes
Bleeding disorder.... wrvsemsonid No [ Yes
Depressvon/psychtatnc problem Ono O Yes

(explain the above YES answers)

Oneld Yes

High blood pressure
Diabetes

] No DYes

Infectious disease. 0 No [J Yes
Cancer-.... [Ino Cyes
Stroke/neurologic disorder....... Onoed Yes
Heart disense ... .o Cno Yes

Date of most recent physical examination:

Primary Care Physician:,

] No DYes DTypel DType 1}

Date of onset

City:

State:

(continue on other side)




image3.jpeg
List any other major ilinesses, hospitalizations and surgeries (with dates, if possible):

List all medications you currently take (name, dosage, frequency): If none, check here

Eye medications:

Other medications:

Are you allergic to any medications? [INo Jyes
(If yes, please list)

Have any family members or relatives had any of the following conditions? (I yes, list relationship)

(c]F{itete] g 1 [ o ot o s | CIno Dves
Macular degeneration .............. LINo Clyes
Retinal detachment ... LNo Dl ves

Diabetic Retinopathy .
Blindness....ccuuueunnen.

Diabetes
Heart disease
Cancer

D No [J Yes

Are you pregnant?............eunee. Ino Cves

Do you drive a car?................... CIno I Yes

Can you read small print (newspaper)? O No [ ves

Do you smoke tobacco?........... CINo [l ves Current: ] Previous use: [J
Do you drink alcohol? ............. ONoCves  How often?

History of drug/substance use:_INo [Jyes Details:

REVIEWER DATE REVIEWER DATE

REVIEWER DATE. REVIEWER DATE.
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PATIENT INSURANCE INFORMATION

(PLEASE PRINT)

Primary Insurance: Effective Date:
Subscriber’s Name: Subscriber’s Date of Birth:
Subscriber’s Social Security #: Policy ID #:

[ Copy of card on file Employer:

Secondary Insurance: Effective Date:
Subscriber’s Name: Subscriber’s Date of Birth:
Subscriber’s Social Security #: Policy ID #:

"I Copy of card on file Employer:

Third Insurance: Effective Date:
Subscriber’s Name: Subscriber’s Date of Birth:
Subscriber’s Social Security #: Policy ID #:

] Copy of card on file Employer:

*******************************************************************************

Is patient in a Skilled Nursing Facility? “IY[IN I yes, please complete the following:
Name of Facility:
Address:
Phone#:

*******************************************************************************

If Workman Compensation Claim, please complete the following:
Employer’s Name:
Employer’s Phone: Contact Person:

*******************************************************************************

PATIENT AUTHORIZATION: | hereby authorize Heltsley Eye Care to apply benefits on my behalf
for services rendered including Medicare Part B benefits if applicable. | request payments from
Medicare, Medicap and or other insurance company to be paid directly to Heltsley Eye Care. |
certify that the information | have provided on this form is correct. | authorize release of any
personal health information needed to determine these benefits or the benefits payable for
related services.

SIGNATURE Date
(Patient or Legal Representative)

Patient Insurance Form
Revised 02/12/2014
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PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH
INFORMATION

Privacy Policy

Our “Notice of Privacy Practices” provides information about how we may use and disclose protected health
information about you. The notice contacts a “Patient Rights” section describing your rights under the law. You
have the right to review our notice before signing this consent. The terms of our notice may change. If we
change our notice, you may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you is used or disclosed
for treatment, payment or health care operations. We are not required to agree to this restriction, but if we do,
we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for
treatment, payment and health care operations. You have the right to revoke this consent, in writing, signed by
you. However, such a revocation shall not affect any disclosures we have already made in reliance on your prior
consent. The practice provides this form to comply with the Health Insurance Portability and Accountability Act
of 1996 (HIPAA).

Consent To Release Information

By signing this form, | permit the practice to release any medical information to the physicians involved in my
care. | consent the practice may call my house or other designated locations, and leave a message on voicemail
or in person in reference to appointment reminders and insurance items. In addition, the practice may mail to my
home appointment reminders and patient statements.

I designate the following representative(s) who the doctor or his staff can communicate with on my behalf. If |
do not designate anyone, | understand that the doctor or his staff will be unable to communicate with anyone
regarding my medical condition.

Name, Relationship Phone #

Name Relationship Phone #

Name, Relationship Phone #

Signature On File

Signature DPatient E]Legal Guardian
Print Name Date

Please let us know if you would like to review Heltsley Eye Care’s “Notice of Privacy Practices”.

Patient Consent Form
Revised 07/27/2012




