[image: image1.jpg]D ASSoc

V . \
.I/ g O %

/ Y &Y L o o i e, 7 £ nw Mo s g A :

/ i 4 - 4 3 - v J ¢ - 7 %

y \ = \ 4 n s 2 il " | Lo A £ 2 1
e L | o lef [ 5 y)
\ L TP e . il e T e =" il =" /

\ Y : , ‘{‘A?y

v
Y o

Vision Consultants





PATIENT INFORMATION

(All information provided remains confidential unless otherwise authorized in writing by you.)

Welcome to our office, and thank you for choosing Dr. Den Beste and Associates for your eye health care. Please feel free to offer any suggestions or comments that may help improve our service to you. We appreciate having you as our patient!

DATE:____/_____/_____ PATIENT’S NAME:___________________________________________________________
PATIENT’S TITLE: MR. MS. MRS. MISS DR. OTHER____________

SEX: 
Male 
Female
IF CHILD, PARENT’S NAME:_______________________________________________________________________
HOME STREET ADDRESS:_________________________________________________________________________
CITY/STATE/ZIP CODE:____________________________________________________________________________
HOME PHONE: (______) _______-____________ 
PATIENT’S SOCIAL SECURITY #:_______-________-_______

PATIENT’S DATE OF BIRTH:______/______/______     AGE:_____
PATIENT’S BUSINESS PHONE: (______) _____-_________ EXT:_____ 
IN CASE OF AN EMERGENCY, PERSON TO NOTIFY:___________________________________________________ 
PHONE:(______)_________-______________

FIRST NAME YOU PREFER TO GO BY (OTHER THAN YOUR TITLE):__________________________

PATIENT’S OCCUPATION:____________________________ 
      IF STUDENT, ARE YOU Part -time? Full-time?

PATIENT’S EMPLOYER:______________________________ 
NAME OF PERSON RESPONSIBLE FOR PAYMENT, IF OTHER THAN PATIENT:______________________________
RELATIONSHIP OF THAT PERSON TO PATIENT (your parent, your employer, etc.):__________________________

WHO REFERRED YOU TO OUR OFFICE? (Family doctor, friend/relative, insurance provider list/booklet, yellow pages): _________________________________________________________________________________________


E-MAIL:_____________________________________

PATIENT’S MARITAL STATUS Single Married Separated Divorced Widowed

IF ACCIDENT, WERE YOU INJURED on the job? auto accident? Other?_____________________________

FOR CONTACT LENSE WEARERS ONLY

IF YOU WEAR CONTACT LENSES, WHAT TYPE?  SPHERICAL SOFT  TORIC SOFT  HARD/RGP
FOR HOW MANY YEARS?  ______________  HOW MANY HOURS PER DAY? ____________
DO YOU SLEEP IN YOUR LENSES? YES NO  

DO YOUR LENSES CORRECT FOR MONOVISION?  YES  NO

***PLEASE NOTE***   Fees are due when services are rendered, unless prior arrangements have been made. ARRANGEMENTS FOR ACCEPTING PRE-APPROVED INSURANCE PLANS MUST BE MADE IN ADVANCE, AND ALL DEDUCTIBLES AND/OR CO-PAYS MUST BE PAID ON THE DAY OF SERVICE. Despite any insurance coverage, YOU or your legal guardian are ultimately responsible for payment for any and all service and products provided to you. Please indicate your understanding of this policy by signing here:

X______________________________________________________________________________________________

If we are accepting your insurance, please complete all of the following and sign at X's:

INSURED’S NAME: SELF OTHER

_____________________________________________________________________________________

RELATIONSHIP OF INSURED TO YOU: SELF OTHER (your wife, father, etc.):_________________

INSURED’S BIRTHDATE:____/____/____ INSURED’S EMPLOYER:______________________________

INSURED’S ID#______________________________

GROUP#___________________________________

AUTHORIZATION TO RELEASE INFORMATION: I authorize the release of any information necessary

to process my insurance. I hereby authorize Dr. Den Beste and Associates to release any information

acquired in the course of my examination to determine responsibility for payment and to obtain

reimbursement.

X______________________________________________________________________

Patient or Guardian Signature Date

ULTIMATE RESPONSIBILITY OF PATIENT OR LEGAL GUARDIAN FOR PAYMENT OF

SERVICES AND PRODUCTS RENDERED: I understand that Dr. Den Beste and Associates accepts my

insurance as a courtesy to me. I understand that I am ultimately responsible for all services rendered by Dr. Den Beste and Associates, even if Dr. Den Beste and Associates accepted my insurance. If Dr. Den Beste and Associates has not received payment in full (according to any payment schedule previously approved by the insurance carrier and previously agreed to by Dr. Den Beste and Associates) by ninety days from the date of service, I understand it will be my responsibility to immediately pay any outstanding, undisputed balance and to pursue any reimbursement from the insurance company myself. 
X_____________________________________________________________________

Patient or Guardian Signature Date

I certify that the information provided on this form is true and correct.

X______________________________________________________________

Patient or Guardian Signature Date
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