Eye Associates
Fort Myers Naples

Date: I Patient #:
M D 20XX
Name: Gender: U Male O Female
First M Last
Date of Birth: / /
M D XXXX
Address: Social Security #: - -
Street address 1
Address: U Employed U Studentd Retired U Minor
Street address 2
Q Single O Married 1 Widowed
City State ZIP
Home Phone  ( ) - Employer:
Work Phone:  ( ) - Occupation:
Cell Phone ( ) - email:
Fax: ( ) - Emergency Information: Phone: ( ) -
Contact Relation
-Please complete for our records-

REFERRING OPTOMETRIST: Phone( ) -

REFERRING MD: Phone(( ) -

Primary Care Physician: PbHone:) -

If other than physician referral please check the pe that better applies how you heard of us

U Relative / Friendd Yellow Pagesld Employer O Newspaper Ad U Direct mail U Radio
QTVv QO Ins. Co.Q Internet U Newsletterld Seminar/Lectureld Other

Place of Seminar Name of Relative or Friend

INSURANCE INFORMATION

Insurance Company: PRIMARY U PPO U HMO SECONDARYU PPO 4 HMO
Name of Insurance:

Policy Holder Name:

(AS IT APPERARS ON CARD) (AS IT APERARS ON CARD)
Policy Holder's: Social Security # (SSN): _- - Social Security # (SSN): - -
Date of Birth: / / Date afiB / /
M D XXXX M D XXXX
Policy ID # Policy ID #
Effective Date: / / Effectvate: / /
M D XXXX M D XXXX

PATIENT'S OR AUTHORIZED SIGNATURE: | authorize the release of any medical or othesrmftion necessary to process this
claim. | request payment of government benefits/@ndhedical insurance benefits either to myselftorthe party who accepts
assignment.
For Minors: | give my permission for my child to be treated bid Dr. Stephen E. Smith d Dr. Paul R. Brown

U Dr. Brenda J. Polewa&d Dr. John Nassif  Dr. Donna Mangatt

DATE: / /
Patient/Guardian Signature M D 20XX

- Please turn page for additional information -




Guarantor Information (Person responsible for payment if different froeif)s

Name: _SSN: - - Birth: I
First Last M M D XXXX

Address: Relationship to Patient:

Employer: Phone: ( ) -

Additional information:

Are you a year round resident of Floridd@ YesU No If no, please check the months you residdonda:
QJan UFeb UMar QApr UMay QJun QJul OQAug QO Sep UOct UNov UDec
Second Address

Street Address City State ZIP

Alternate Phone: ( ) -

Pharmacy Information:
Pharmacy Name:

Address:

Phone: ( ) -

OFFICE POLICY REGARDING PAYMENT:

Please read over the following information veryefalty before seeing the doctor. This is to eliméany
confusion regarding office policies. Thank you!

Medicare: We accept Medicare assignment. Medicare assignmeans we will be reducing our fees to the Medicare
allowed amounts. Medicare will pay 80% of the akalvamount leaving 20% co-payment to your respditgibAs a
courtesy, we are happy to file your supplementdarysecondary insurance for you. However, if youppement pays
directly to you, you will be responsible for the?2@oday plus any non-covered services (exampleactbns).

Medicare has a deductible of $162.00 per calendar.yYou are required by Medicare to pay the §582.00 for any
outpatient medical expense if you have not met gawiuctible.

Medicaid: You are responsible for a $2.00 co-payment atithe services are rendered.

Managed Care Plans (HMO or PPO):Your plan requires you to pay your co-pay at theetiof service. HMO plans are
required to have an authorization number or reffatijp from your primary care physician. If this i@t obtainedprior to
your visit, you will be responsible for full paynteat the time services are rendered.

Private/Commercial/Group Insurance: You are responsible for payment of services toddgsas a surgical procedure is
performed. This is the only instance in which we fhis type of insurance. You will be provided lwvén itemized receipt to
file to your insurance company.

No Insurance: Unless priorarrangements have been made with our office, fajingent is due at the time services are
rendered.

Refractions are non-covered services with most insance companies — Medicare & Medicare HMOs includedYou
are responsible for payment of such at the time dfervice.

I have read the above office policy completelynterstand and accept this policy. | also understhatl am fully and
legally responsible for payment of this accountjolthincludes outstanding balances not covered bylidéee and/or
insurance companies. In the event that | fail tp fh# outstanding balance, | also agree to palildihg charges, costs of
collection agency fees, attorney fees and coutscdsany.

DATE: / /
Patient/Guardian/Guarantor Signature M D 20XX

Updated 4/6/11 rb



