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EYE PHYSICIANS AND SURGEONS FELLOWS OF THE AMERICA ACADEMY OF OPHTHALMOLOGY 

WELCOME TO OUR PRACTICE 
Thank you for choosing us as your eye care professional. We will 
be giving you the most thorough eye examination possible. In order 
to prepare your important medical record, we need the following 
information from you. Please print clearly and fill out this- form 

completely. 

Date of Birth _______ sex ____ _ ss number ______ _ 

Name _______________________________ _ 
last first middle 

Street Address __________________ Apt # ___ _ 

City ___________________ _ State ___ Zip 

Home phone # ____________ work phone # _______ _ 

Occupation. _____________ Employer _________ _ 
if retired what was your occupation 

Spouse's name ______ or next of Kin ____________ _ 

- Their address ______________ phone # ________ _

Other address if your Florida address is not your permanent one

Street ______________________ Apt# ____ _

City __________ State __ Zip ___ Phone# _______ _

How were you referred to our practice? _____________ _

Present Physician'--_____________ Phone # _______ _

Their Address __________________________ _

Do you wear contacts ? Yes or No 

Do you need a separate contact 
exam ? Yes or No 



INSURANCE INFORMATION: Please provide complete information for

proper insurance filing and reimbursement. We will need to

photocopy your insurance cards and a photo ID for your medical
record.

Primary Insurance Carrier

Secondary Insurance Carrier

Marital Status Next of Kin

Relationship Phone Number

Financially responsible party

Have you been referred to our office by an attorney_ YES _ NO

If so please give us their name and address

(IF YOU HAVE BEEN REFERRED BY AN ATTORNEY, YOU ARE NOTIFIED

THAT WE EXPEСТ PAYMENT OF ALL FEES TODAY. WE DO NOT DEFER FEES

UNTIL RECOVERY BY YOUR ATTORNEY.)

IS THIS A WORKERS COMPENSATION CLAIM YES

IF SO HAVE YOU NOTIFIED YOUR EMPLOYER YES

NO

NO

I AUTHORIZED DRS. BEDOTTO, WALLACE, CLEWNER, OR KELLY TO RENDER

MEDICAL TREATMENT FOR THE ABOVE MENTIONED PATIENT.

PAYMENT IS EXPECTED AT THE TIME OF SERVICE INCLUDING

DEDUCTIBLES AND CO-PAYMENTS.

I CERTIFY THAT THE ABOVE INFORMATION IS CORRECT AND I CONSENT

TO THE RELEASE OF ANY MEDICAL INFORMATION REQUIRED FOR INSURANCE

CLAIM PROCESSING.

I AUTHORIZE PAYMENT TO MEDICAL CHARGES TO DRS. BEDOTTO, WALLACE,
CLEWNER, OR KELLY.

I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES

DENIED BY INSURANCE.

IF THIS ACCOUNT IS REFERRED OVER FOR COLLECTION TO AN AGENCY,

ATTORNEY, OR SMALL CLAIMS COURT, THE PATIENT IS LIABLE FOR ALL

FEES AND COURT COSTS INVOLVED.

I UNDERSTAND IF MY INSURANCE REQUIRES A PRE-AUTHORIZATION TO BE

SEEN IN THIS OFFICE AND I DID NOT BRING IT WITH ME THAT I WILL BE

RESPONSIBLE FOR ALL CHARGES FOR SERVICES RENDERED.

A PHOTOCOPY OF THIS AUTHORIZATION MAY BE HONORED.

SIGNATURE: DATE:

(PARENT OR GUARDIAN, IF PATIENT IS A MINOR)



Name Date Of Birth

Hereby authorize the release of all medical documentation, including PHI that I could personally obtain

upon request from any healthcare provider, medical care facility, insurer or any other covered entity
under the Health Insurance Portability and Accountability Act of 1996 to:

Name

Name

Address, City, State, Zip Code

Address, City, State, Zip Code

The person(s) named above is/are hereby designated as my "personal Representative(s)" as that term is

used within HIPАА.

Upon presentation of this authorization, you are authorized to release a copy of these records to any

person who is my personal representative. I understand that information disclosed pursuant to this

authorization may be subject to re-disclosure and may no longer be protected by federal law.

This authorization shall be deemed to comply with all requirements of HIPAA (45 CFR Section 164)

This authorization shall become effective on the date it is signed and expire two years after my death. I

understand that I may revoke this authorization at any time, without regard to my mental or physical

condition, by sending written notice to my medical provider.

Signature of person authorizing disclosure:

Date

Witnessed on the above date by:

(Witness should not be any of the persons listed above)

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION FORM










