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PATIENT INFORMATION
Name______________________________________________________ Date of Last Exam ____/____/____
Street______________________________________ City_______________  State______    Zip__________

Phone #’s:    Home_____-_____-______     Work/ Daytime_____-____-______       Cell _____-_____-______

Email address ___________________________________    Sex    M /  F       Date of Birth ______ / _______/_______     Age____
Social Security # _________-________-________ Marital Status______________ Employment Status_______________________

Employer/School______________________________________ Occupation/Teacher____________________________________

Street____________________________________________ City______________________ State__________ Zip_____________
How did you hear about our office? ____________________________________________________________________________

Family Physician/Specialist ________________________________________Office Phone__________-__________-___________

Street_______________________________________________  City____________________ State________  Zip_____________

List all medications/nutritional supplements _____________________________________________________________________

Medical/Environmental Allergies:_______________________________________________________________________________
Names of family members in household:_________________________________________________________________________

INSURANCE INFORMATION
Vision Insurance Policy Holder’s Name:___________________________Relationship to Patient__________ Date of Birth _​​___ / ____ / _____ Address if  diff. than above ___________________________________________  Phone #  if diff. than above ____-____-_____ Social Security #____-___-____Employer______________________

Vision Insurance Company __________________________ I.D. _______________________Group_________________________ Address __________________________________________________________________________________________________

Medical Insurance Policy Holder’s Name:__________________________Relationship to Patient _________ 
Date of Birth _____/_____/_____ Address if diff. than above ____________________________________________ Phone #  if diff. than above____-____-_____Social Security #_____-_____-____Employer____________________

Medical Insurance Company__________________________ I. D. ______________________Group_________________________ Address__________________________________________________________________________________________________
BILLING INFORMATION
Send bills to: Name___________________________________Relationship to patient___________________
Address_________________________________________________________________________________

SIGNATURE ON FILE – Please Read Carefully
I authorize the use of this form on all my insurance submissions.  I authorize the release of information to all my insurance companies.  I understand that I am responsible for my bill.  I authorize my doctor to act as my agent in helping me obtain payment from my insurance companies.  I authorize payment directly to my doctor.  I permit a copy of this authorization to be used in place of the original.
OPTOS Retinal Scans are an optional test recommended for retinal health and analysis.  This test is typically NOT covered by insurance.
Medicare Patients:  In addition to the above statement, I understand Medina Vision Centre has agreed to accept the charge determination for Medicare-assigned cases as the full charge and I as the patient am only responsible for the deductible, co-insurance and non-covered services.

I hereby state that the above information I have provided is correct to the best of my knowledge.

__________________________________________________                  ____________________________
Signature of Patient or Responsible Party                                                    Date
________/__________         ________/__________         ________/__________         ________/__________
    Initial

 Date

        Initial
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Initial
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  Initial

 Date
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