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PATIENT INFORMATION

Name:  Last: ________________________________ First: _________________________ MI: ____ Suffix: _____
Address: ___________________________________________________________________________________

City: _________________________________________________ State: _________ Zip: ___________________ 
(Circle Preferred)::Home___________________​Cell____________________ Email:________________________________
Sex:   Male     Female       Date of Birth: _____/_____/______ Age: ______ SSN: __________________________
Marital Status (circle one):      Single          Married          Divorced         Widowed
Race:  Am. Indian     Asian     Black/ African American     White     Other     Ethnicity: Hispanic or Latino:   Yes    No             

Primary Language: ____________________________

Employed (circle):       Full-Time         Part-Time             Self             Unemployed           Retired            Student
Occupation: __________________________ Employer: _______________________ Phone: _______________

Emergency Contact: ___________________________ Phone: ________________ Relationship: _____________ 

How were you referred to our office? (circle)  Physician     Friend     Internet Search      CTRV Website    ZocDoc
Referring Doctor Name:  _____________________________________ Phone: ___________________________
Primary Doctor Name:  ______________________________________ Phone: ___________________________
I authorize the following person(s) to discuss my medical care and/or billing and insurance information:
Name: ________________________________ Phone:  ______________________ Relationship: _____________

Name: ________________________________ Phone:  ______________________ Relationship: _____________

Name: ________________________________ Phone:  ______________________ Relationship: _____________

PRIMARY INSURANCE (PLEASE BRING ALL INSURANCE CARDS TO YOUR APPOINTMENT)
Insurance Company Name:_____________________________________________________________________ 

ID Number: ___________________________________ Group Number:  _________________________________
Insured’s Name ___________________________ Date of Birth: ___-___-______ Relationship: _______________
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SECONDARY INSURANCE
Insurance Company Name: ___________________________________________________________________
ID Number: ____________________________________ Group Number: _______________________________ 
Insured’s Name: ___________________________ Date of Birth: ___-___-____ Relationship: _______________
PLEASE SIGN AND DATE THE FOLLOWING 4 STATEMENTS:
FINANCIAL POLICY
All fees are due and payable at the time of service, unless other arrangements have been made in advance. For your convenience we accept cash, checks, and most credit/debit cards. A returned check fee will be assessed on all returned bank items and could inhibit your ability to pay with that method in the future. As a courtesy to our patients we have enrolled in many insurance programs. In doing this, we agree to file your insurance claims and accept the contracted rates from your insurance company. However, we do not take responsibility for items that are not covered by your individual plan. It is the patient’s responsibility to know and understand their benefits. It is the patient’s responsibility to obtain any authorizations or referrals necessary to see Dr. Smith. Billing statements will be sent monthly after your insurance has processed and we have posted the appropriate items to your account. 

X __________________________________________________________          ________________________ 

Patient/Guarantor Signature                                                                     

  Date 

ASSIGNMENT OF BENEFITS
I request that payment of authorized insurance benefits be made on my behalf to Dr. Stephen Smith/Central Texas Retina and Vitreous for any services furnished. I authorize any holder of medical information about me or my dependent(s) to release any information needed to determine these benefits or the benefits payable for related services to the insurance company. A photocopy of this assignment is to be considered as valid as the original until reviewed. I understand that I am financially responsible for all charges whether or not covered by insurance.  

X _________________________________________________________          ________________________ 

Patient/Guarantor Signature                                                                  
   
 Date 
AUTHORIZATION FOR MEDICAL TREATMENT
I authorize the physicians and staff of Central Texas Retina and Vitreous to perform procedures necessary to assess and diagnose my condition properly and to perform treatments as may be prescribed by my attending physician during any and all visits to Central Texas Retina and Vitreous.  I understand that I am financially responsible for ALL charges for services rendered to me by Central Texas Retina and Vitreous
X _______________________________________________________          ___________________________ 

Patient/Guarantor Signature                                                                      

 Date 

HIPAA PRIVACY POLICY 

I have had the opportunity to read and I agree to the HIPAA Privacy Policy. (Attached)
X _______________________________________________________          ___________________________ 

Patient/Guarantor Signature                                                                      

 Date

                                                                          Page 2 of 3
   MEDICATION LIST
PATIENT NAME: __________________________________ DATE: ______________
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