Patient Name:__________________________________________________________  Age:___________

                                         LAST                                                                   FIRST                                                                MI

Patient Address:_______________________________ City: ______________ State:_____Zip:_________

Home #: (_____) ______ - _______   Cell #: (_____) ______ - _______   Work #:  (_____) _____ -_______ Employer/School: ________________________________   FORMCHECKBOX 
Unemployed    FORMCHECKBOX 
Full-time Student    FORMCHECKBOX 
Part-time student 

Date of Birth: ______ / _____ / ______      Social Security Number: _____ -  ___  - _____     Sex:  FORMCHECKBOX 
M   FORMCHECKBOX 


 FORMCHECKBOX 
F   
Marital Status:       FORMCHECKBOX 
Single    FORMCHECKBOX 
Married    FORMCHECKBOX 
Divorced    FORMCHECKBOX 
Widowed      
Name of Responsible Party: ( FORMCHECKBOX 
self)_____________________________ Relationship to patient:_________

Referred By:   FORMCHECKBOX 
Doctor  FORMCHECKBOX 
Insurance  FORMCHECKBOX 
Friend/Family   FORMCHECKBOX 
ER   FORMCHECKBOX 
Internet   FORMCHECKBOX 
Flyer     Primary Doctor:____________________ 
Primary Insurance Carrier: ___________________Policy#:______________ Group#:________________
Name of Primary Policyholder: ________________________________ Date of Birth: ___ / ____ / ____    

Relationship of Patient to Policyholder:     FORMCHECKBOX 
SELF     FORMCHECKBOX 
WIFE    FORMCHECKBOX 
HUSBAND    FORMCHECKBOX 
CHILD    FORMCHECKBOX 
OTHER

Subscriber SS#:______________________
Secondary Insurance Carrier:___________________Policy#:_____________Group#:_______________
Name of Primary Policyholder: ________________________________ Date of Birth: ___ / ____ / ____    

Relationship of Patient to Policyholder:     FORMCHECKBOX 
SELF     FORMCHECKBOX 
WIFE    FORMCHECKBOX 
HUSBAND    FORMCHECKBOX 
CHILD    FORMCHECKBOX 
OTHER

Subscriber SS#:______________________
Please Read:
I authorize treatment of the person named above and agree to pay all fees and charges for such treatment.

I understand if I have insurance and have provided accurate and complete information regarding my insurance, my charges will be filed with my insurance carrier; however, the financial responsibility for services rendered to a patient ultimately rests with the patient or responsible party.  I understand that my copay and/or any coinsurance monies are due at the time of service.  If I do not have insurance or my charges are not to be filed with insurance, payment in full is due at the time of service.  In the event legal action should become necessary to collect an unpaid balance due for medical services rendered to me, I agree to pay all reasonable attorney’s fees (33.33%) and any other court costs or costs of collection.  I hereby authorize assignment and payment directly to Freehold Ophthalmology any major medical benefits due me for services provided by them.


________________________________________  
______________   

      Signature of Responsible Party 

           
           Date

HIPPA STATEMENT


I have read and agree with Freehold Ophthalmology’s HIPPA Notice of Privacy Policy.

I hereby authorize Freehold Ophthalmology to furnish to my insurance company or authorizing agency information regarding my protected health information for the purposes of treatment, payments, or health care operations.  I further 
authorize the physician(s) of Freehold Ophthalmology to consult as needed in their sole discretion with other medical providers regarding my medical care.

________________________________________           ______________    
       Signature of Responsible Party 

           
          Date
PATIENT INFORMATION





PRIMARY INSURANCE





SECONDARY INSURANCE (if applicable)





SECONDARY INSURANCE (if applicable)























