PERSONAL- Read carefully before signing and fill out ALL information including initials______________
FULL NAME _________________________________________________NICKNAME ______________________________DOB____/____/____
STREET ADDRESS_________________________________________CITY_________________________STATE____ZIP __________
HOME PHONE____________________________CELLPHONE________________________EMAIL____________________________________

SSN ________________________EMPLOYER __________________________________________ ADDRESS __________________________
CITY ___________________________________________STATE_________ZIP___________ WORK PHONE ___________________________

AGE ___________ SEX ____________ MARITAL STATUS (CHECK ONE) ___S ___M ___W___ D     ________ I have executed Advanced Directives that express how my medical care is to be carried out in the event I become unable to communicate those instructions.
EMERGENCY CONTACT(not living in your home)_____________________ ___________________________Phone_______________________
INSURANCE_______________________________________________________________________________
NAME OF PRIMARY INSURANCE CARRIER _______________________________________________________________________________
IDENTIFICATION #_____________________________________________________________GROUP #_______________________________

NAME OF SUBSCRIBER ______________________________DATE OF BIRTH___________RELATION TO PATIENT ____________________

NAME OF SECONDARY INSURANCE CARRIER_____________________________________________________________________________
IDENTIFICATION#_____________________________________________________________GROUP#________________________________
NAME OF SUBSCRIBER______________________________ DATE OF BIRTH___________RELATION TO PATIENT ____________________
· Payment is due at the time of service, including all non-covered tests.  Whoever signs the payment agreement is responsible for the visit.  We accept CASH, CHECKS, and all major CREDIT CARDS. Any overpayment of $20 or less will be held for 6 months or applied to the next visit.  NO POST DATED CHECKS WILL BE ACCEPTED.  
· We are obligated to collect all co-payments and deductibles from insured at the time of service. 

· Notification is required if Vision Plan Coverage is used.  We can not file or change policies after the date of service.
· The patient is responsible for any collection fees and/or attorney fees if this account is not paid within 60 days.  
· I, the undersigned, accept the fees charged as a legal and lawful debt and agree to pay said fee, including and/all collection agency fees, (33.33%) , attorney fees and/or court costs, if such be necessary.
· Referral Policy -Patients arriving without a referral will need to reschedule.  You may be given 15 min to obtain referral if time permits.
· Late arrival policy - call our office to prevent an unnecessary trip on your part, and to maintain our schedule - you may need to reschedule the appointment.
· No show policy for established patients:  24 hour notice for appointment cancellations - after one no show appointments you will be sent a cautionary letter and after two no show appointments you will be charged a $50 no show fee. This fee must be paid before your appointment can be rescheduled.
· No show policy for new patients: New patients that do not cancel within 24 hours on two appointments will not be scheduled a third appointment.
· Cancel Same Day Policy - New & Established patients will receive a letter after two cancel same day appointments and a charge of $50 on the third.
· Patient assistance policy - To meet and comply with our insurance company liability, we are unable to lift or assist in lifting patients.  Any assistance required must be provided by the patient.
· Cell Phones -  Set on "vibrate" or turn off while in our office.  Calls can be made in the front waiting area only.
· Telephone Consumer Protection Act (TCPA) - You agree, in order for us to service your account or to collect monies you may owe, 20/20 Ophthalmic Associates PA, and/or our agents may contact you by telephone at any telephone number associated with your account, including wireless telephone numbers, which could result in charges to you. We may also contact you by sending text messages or emails, using any email address you provide to use. Methods of contact may include using pre-recorded/artificial voice messages and/or use of automated dialing device, as applicable.
YOUR SIGNATURE IS YOUR AGREEMENT TO PAY 20/20 OPHTHALMIC ASSOCIATES ALL NON-COVERED CHARGES PROVIDED AND THAT YOU UNDERSTAND AND HAVE READ OUR POLICIES STATED ABOVE.
I request payment of government benefits and all insurance to be assigned 2020 Ophthalmic Associates P.C.
PATIENT SIGNATURE _______________________________________________________DATE_________________________________
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