"\ Coastal Eye Associates

PATIENT INFORMATION

Name: Age: Date of Birth: [
First MI Last

Social Security#: - - Gender: Phone #: ( ) Cell #: ( )

Address: City: State: Zip Code:

Occupation: Employer: Marital Status:

E-mail address: Business Phone #: ( )

Whom may we thank for referring you to our office?

INSURED/RESPONSIBLE PARTY’S INFORMATION
If the patient is the insured, it is not necessary to fill out this portion of the form.

Name: Date of Birth: __ /| Social Security #: - -
Relationship to Patient: Employer: Phone ( )

Resp. Party Address: City: State: ZipCode: _
Insurance Company #1: Insurance Company #2:

EMERGENCY INFORMATION
Please furnish the name of a friend/relative, not living with you, whom we may contact in case of an emergency.

Name: Telephone #: ( )

City and State: Relationship:

PLEASE READ ALL INFORMATION BEFORE SIGNING.

It is our policy to accept and file insurance for our patients, when applicable. If you are covered under an HMO or PPO
policy, it is your responsibility to notify the receptionist that you are covered on a certain plan. You must present your card
and/or referral to our staff before services are rendered. All deductibles and co-payments will be collected at the time of
each visit. Each insurance company is verified, however, the amount you are asked to pay is only an ESTIMATE,
THERE MAY BE A BALANCE DUE after your insurance company pays. You are responsible for any balance that your
insurance company does not pay. If your insurance cannot be verified or you do not have your ID card, you will be
responsible for payment in full at the time of service.

If your insurance requires a referral from your primary care physician and it has not been received in office prior
to each visit, we will be unable to bill your insurance company for that visit. We will be happy to reschedule your
appointment in order to allow you time to get the referral. We will also be happy to see you that day; however,
you will be responsible for all charges incurred at the time of service.

| hereby authorize Coastal Eye Associates to release of any medical information to my insurance company to process any
and all claims for reimbursement on my behalf. | hereby authorize payment of all medical, surgical and vision insurance
benefits to be issued to Coastal Eye Associates, PLLC. A copy of this authorization may be used in place of the original. |
agree to pay COASTAL EYE ASSOCIATES co-payments and/or deductibles as designated by my insurance company.

Signature: Date:
Si no habla ingles: Antes de firmar, pregunte en la recepcion sobre la informacion que requiere su firma.
Gracias.




h Coastal Eye Associates

PATIENT ACKNOWLEDGMENT FORM

Our "Notice of Privacy Practices" provides information about how we may use and disclose
protected health information (PHI) about you. It applies to the information and records we have
about your health, health status, and the health care and services you receive at this office. The date
of the most recent Notice will appear in the upper right hand corner. By signing this form, you are
simply acknowledging that you have been offered or have received a copy of our “Notice of Privacy
Practices.”

Patient's Printed Name Date

Patient's Signature  (Parent for minor) Office Representative Signature

Refraction Policy

Refraction is the process of determining the eye’s refractive error, or need for corrective spectacle
and/or contact lenses. It is an essential part of an eye examination, but it is not a covered service by
Medicare or most insurance plans. Our office fee for refraction is $35.00 and this fee is collected in
addition to the patient’s co-pay.

Acknowledgment

| have read the above information and understand that the refraction is a non-covered service. |
accept full financial responsibility for the cost of this service. The co-pay is separate from and not
included in the refractive fee.

Patient Signature (Parent for minor) Date

TO OUR MEDICARE PATIENTS - Advanced Beneficiary Notice

Medicare does not pay for all of your health costs and only pays for covered items and services
when Medicare rules are met. The fact that Medicare may not pay for a particular item or service
does NOT mean that you should not receive it. Your doctor may recommend this item or service
even though it is not a covered item.

MEDICARE WILL NOT PAY FOR PREMIUM INTRAOCULAR LENSES INCLUDING: Restor,
Rezoom, Crystalens, Toric or other new technology intraocular lenses. These lenses are considered
DELUXE items. This fee will be discussed with you at the time cataract surgery is discussed.

MEDICARE WILL NOT PAY FOR REFRACTIVE SURGERY INCLUDING LASIK & PRK

Patient Signature Date




