PATIENT INFORMATION UNITED EYE CENTERS, P.C.

Legal Name Nickname
First M.L 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 [ 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)




Patients Name:

Pharmacy Name:

Do you currently have any health complaints: Yes / No

If yes list ALL:

Cross Street of Pharmacy:

Prior Surgeries:

Medications: What is Medication For?: What are you allergic to? Vital Sign/Info:
Common allergies-circle all that apply OR LIST:
Height:____ ft _ in
Penicillin Codeine Sulfa Erythromicin
Others: Weight: Ibs
Last Blood Pressure:
Family History: Mom/Dad/Brother/Sister/Aunt/Uncle/Cousin /
Cataracts: Y/N Who? When did you have your
Glaucoma: Y/N Who? last flue shot?
Macular Degeneration: Y/N Who?
Retinal Detachment: Y/N Who?
Diabetic Eye Disease: Y/N Who?

Social History:
Smoking: Circle ONE

Daily Never Former Smoker
How many: /day
# of years: When did you Quit:
Alcohol: Circle ONE
Daily Occasionally Never
Type:
How many:

Rec Drugs: List any

Preferred Language:

Ethnicity: Hispanic or Latino? Yes / No

Race (circle one): White American Indian Alaskan Native

Do you have Medicare or Medicade insurance? Yes / No

Preferred Method of contact: Phone Email Fax Mail

If email please provide:

Asian Black or African American Native Hawaiian or other Pacific Islander

Please initial once form is completed:




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



