
PATIENT INFORMATION    UNITED EYE CENTERS, P.C. 
 
Legal Name_______________________________________________ Nickname______ 
         First             M.I.  Last 
 
Address___________________________________________Bldg #______Apt #______ 
 
City__________________________________________State______Zip_____________ 
 
Home Phone(____)__________Work Ph(_____)__________Cell Ph(_____)__________ 
 
Social Security #_____-_____-_____Date of Birth____/____/____Age____Male/Female 
 
Circle One: Single/Married/Widowed/Divorced  Email:__________________________ 
 
Employer______________________________Occupation________________________ 
 
Emergency Contact_______________________Emerg Phone(_____)________________ 
 
Primary Care Physician____________________Office Phone(_____)________________ 
 
How did you hear about us/whom may we thank for referring you?__________________ 
 
INSURANCE INFORMATION 
We’ll copy your insurance card. Please provide the following information: 
 
Primary Insurance Company_________________________________ 

Policyholder is: Self / Spouse / Parent / Other (If other than self please continue) 

     Name of Policy Holder_________________________ID#/SS#__________________ 

     Date of Birth___/___/___ Policyholder’s Employer________________ 

Secondary Insurance Company_________________________________ 

 Policyholder is: Self / Spouse / Parent / Other (If other than self please continue) 

     Name of Policy Holder_________________________ID#/SS#__________________ 

     Date of Birth___/___/___ Policyholder’s Employer________________ 

 
AUTHORIZATION 
I have insurance coverage with the above named insurance company and assign payment directly to United 
Eye Centers, P.C. for all surgical, medical, and routine benefits. I hereby authorize the doctor to release all 
information necessary to secure the payment of benefits. I understand I am ultimately responsible for all 
fees, whether paid by insurance or not. I understand that if my insurance carrier requires a co-pay or if I am 
paying privately for services, it is due at the time services are rendered. I agree with this authorization: 
 
Signed___________________________________Today’s Date___/___/___ 
 (By patient or guardian if under 18 years of age) 
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HIPPA	
  AKNOWLEDGEMENT	
  
United Eye Centers, PC 

 
 

Acknowledgment of Notice of Privacy Practices 
 

Name of Patient: _______________________________________ Date of Birth: ______________ 
 
I hereby acknowledge that I have received or was offered access to United Eye Centers, PC Notice of 
Privacy Practices. 
 
 
Signature of Patient         Date 
 
I give permission for these following persons to have access to my personal medical information and 
records: 
 
 
 
 
Signature            Date 
 

 
 
 
 

FOR USE WHEN ACKNOWLEDGMENT CANNOT BE OBTAINED FROM THE PATIENT 
 

Documentation of Good Faith Efforts 
To obtain patient’s acknowledgment that they received provider’s Notice of Privacy Practices 

 
 

The patient was presented to the office _________________ and was presented with a copy of  
United Eye Centers, PC Notice of Privacy Practices. A good faith effort was made to obtain from the 
patient a written acknowledgment of receipt/offer of the Notice. However, such acknowledgment was not 
obtained because: 
 

o Patient refused to sign 
o Patient was unable to sign because: 

______________________________ 
o The patient had a medical emergency, and an attempt to obtain the acknowledgment will 

be made at next available opportunity 
o Other reason: 

______________________________ 
 

 
Signature          Date 

 
	
  


