Montague Eye Center

PLEASE PRINT AND COMPLETE CAREFULLY (THIS INFORMATION WILL ENSURE PROPER CLAIMS PROCESSING)


PATIENT’S Last Name ___________________________First Name ___________________________ Middle Initial _________

Mailing Address: ______________________________________City _____________________ State ________ Zip _________

Primary Phone # (____) ______________________Cell/Secondary Phone # (_____) ______________________    Texting ok  

Sex:  Male   Female       Date of Birth _________________________________Social Security # _______________________

Marital Status:      Married        Single         Divorced           Widowed      Email Address___________________________

Preferred Language:___________________     Race:    Hispanic    White   Other       Ethnicity:_______________________

Emergency Contact Person __________________Phone Number ______________ Family Doctor________________________

Who may we thank for referring you: 

Friend/Family________________________Doctor________________________________ Phonebook    Internet       Other

RESPONSIBLE PARTY AND BILLING INFORMATION:

Person Responsible for Bill: Last Name __________________________First Name ____________________Middle Initial _____

Social Security # ___________________________ Date of Birth_________________ Relationship to patient________________
 
Address: Apt/Street ______________________________ City ___________________________ State ________ Zip _________

Home Phone (_______) ________________________ Work Phone (_______) ________________________ Extension _______

Insurance Type:          Medicare          BlueCross          VSP         Humana        United Healthcare            Other 

Employer _______________________________________City _______________________ State ___________ Zip _________

Primary Insurance Company Name 

Insurance Company Name _________________________________________Insurance Id Number ________________________

Policy Holder (Subscriber) Last Name __________________________First Name _______________________ Middle Initial _____

Policy Holder: Date of Birth ____________________    Sex:  Male   Female    Social Security # _________________________



Additional Authorization:

I authorize payment of any medical benefits to Montague Eye Center, LLC rendered on my behalf. It is our policy for patient to pay for service when rendered unless other arrangements are made. 

I understand that if my account becomes delinquent with Montague Eye Center, LLC, and requires placement with an outside collection agency, I will be charged a 35% collections fee, in addition to the amount owed.

All professional services are charges to the patient. I am responsible for all fees regardless of insurance coverage. I understand that Montague
Eye Center, LLC will file my insurance as a courtesy.  Any amount not paid by insurance within 45 days will be turned back over to patient.

I understand that eye drops are routinely used during eye exams and will cause the pupils to dilate. The eye drops will cause
blurred vision and light sensitivity that may impair my ability to drive, walk, or operate hazardous machinery. The effects of the
drops usually will be gone in a few hours, but in rare instances may last several days. This office and staff has advised me to have someone drive me home or assist me in any way necessary while my vision is blurred from the eye drop medication.



Signature ______________________________________________________Date ______________________________________
                                       Patient or Responsible Party
