Eye Consultants of Atlanta, P.C.

OCCUPATICNN;

CELE PHONE: _

EMPLOYED BY:

PATIENT’'S NAME: DATEQF BIRTH:___ [
ADDRESS:
CITY: STATE: ZIP:
E HOME PHONE: {____} WORK PHONE: ()
—l SOCIAL SECURITY NUMBER:
E SEX: MO FJ  SINGLEO MARRIED O WIDOWED U DIVORCED O
STUBENT ~ STUDENT —

POLICY HOLDER S MNAME:

RELATIONSHIP TO PERSON RESPONSIBLE FOR PAYMENT:

o {0} SELF (1) SPOUSE () CHILD BTN
@ e
[ HOME ADDRESS:
—
< "
o
=T EMPLOYED BY: = k
=
(7 R SEX: MO FO DATE OF BIRTIT: i
HOME PHONE: | | WORK PHONE: ¢ b
E-MAIL ADDRESS: i
NAME OF EMERGENCY CONTACT NOT LIVING WITH YOU: _
RELATIONSHIF: TEL. DAY | i) EVE. ( ¥

IFCHILD, NAME OF PARENT OR GUARDIAN LIVING WITILCHILD:

ADDRESS: PHONE: 1}

Your signature below authorizes us to release information and receive payment from your insurance company for those
services received lrom the physician and the assisting physician.

SIGNED: DATE: !

REFERRED BY: PHYSICIAN'S NAME PRIMARY CARE PHYSICIAN'S MAME



1.} I hereby authorize EYE COMSULTANTS OF ATLANTA . PC.. hercinafter refemed (o as “BCA™,
to provide information concerning any treatment rendered to me, or (o any member of
my Family, to:
i my nsurance carrier(s)
b.) any physician who referred me to “ECA™
c.lany medical practinomer “ECA"Y physicians may refer me (them) to
for further medical or therapy trealment,

2.0 T authorize the release of any medical informianon, including confidential information related to
psychiatric care, drug and alcohol use, and HIV/AIDS treatments, necessary to process insurance
cleims or required for utilization, review, o quality assurance activities.

3.0 1 further authorize “BECA™ to utilize any modern form of transferving this documentation -
including, but not Hmited 10: the 1.5, Mail, Federal Express, telefacsimile (faxes), couriers
or other similar methods - to its requested destination,

4.3 1 hereby assign to “ECA™ all applicable payments to be received from my insurance carrier{s)
for medical services rendered.

5.} T hereby apree that £ am personally responsible tor-ensuring that all the charges for services
rendered are poad by either mysell’ or my insurance carrier(s),
=5 o

Patient’s Signature (Parent or Guardian, if minor) Relationship to Patient

PATIENT’S UNDER 18 YEARS OF AGE

STBE ACCOMPANIED BY A P RDIAN.
THIS IS REQUIRED BY AW AND SERVES TO PROTECT
Y AND

MEDICARE AUTHORIZATION

I request that payment of authorized Medicare benefits be made on my behalf to “ECA" for any service furnished 1o me
by those physicians. 1 authorize any holder of medical information to release to the Health Care Financing
Administration, i.e., Medicare, and its agents, any information needed to determine those benefits or the benefits payable
for related services.

=y

Patient"s Signature Medicare Number Date of Signature







LIST OF ALL MEDICATIONS

MEDICATIONS THAT ARE TAKEN EVERY DAY BY MOUTH/INJECTION:

ALL EYE DROPS THAT ARE PUT INTO YOUR EYES:

ALLERGIES:




