Child's Registration & History

Child’'s Name Date of Birth

Street Address

City State Zip
Home Phone Parent's Work Phone -

Parent / Guardian Parents Employer

Name Of School Grade Teacher

Has the child ever had an eye exam? __ When By Whom
Does the child now wear glasses? Did He / She in the past?

Purpose of todays visit (Routine, Eye Irritation, Lost Glasses, etc.)
Does the child seem to have any visual problems or complain about vision or eyes?

If so please explain
Does the child report any of the following, and if so when?
Headaches: When?
Blurred Vision: When?
© Double Vision: When?
Eyes “Hurt or Tired": When?

Have You or anyone noted any of the following:

_ Holds reading material close ___ Covering/ Closing one eye _ Reading in Bed
- Eyes frequently bloodshot ____ Oneeyeturns in or out ___ Frequent Styes
. Tilting head when reading _ Excessive blinking __ Bothered by Light
- Loss of place when reading - Bumping into objects ___ Excessive eye rubbing
. Large pupils in daylight _ Poor general coordination __ Headaches when reading
_ Inability to see distant objects . Sits close to television
School:
Age of child when entered Kindergarten? ____ Does child like school?

Has there been any school difficulties? Expilain:
How does child do in school?
Favorite Subject ' Least favored subject
Medical History: Does the child have any Medical conditions? Explain
Is child taking any medications? Please list
Name of Pediatrician Last visit
Age of Child when first walked? Spoke first words?
Is there anything else you feel we should know about your child?

Who may we thank for referring you? - Yellow pages, Newspaper, Sign, Direct Mailing, Company,
Friend\Relative(Name) , Other
PROFESSIONAL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED. A $5 (FIVE DOLLAR) BILLING CHARGE WILL BE APPLIED TO

ALL OUTSTANDING BALANCES, UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE. THE RETURNED CHECK FEE IS $25 (TWENTY FIVE
DOLLARS). PATIENTS ARE RESPONSIBLE FOR ALL COSTS ASSOCIATED WITH COLLECTIONS OR LEGAL ACTIONS.

This information is confidential and was given by (signature)
Date

———— OVER PLEASE FOR INSURANCE INFORMATION ———



Insurance Policy

Your insurance coverage is a contract between you and your insurance company. [t is up to you to know your policy. Even with a referral your insurance company may not
pay and your services not be covered. You will be financially responsible for services rendered if your insurance company denies payment to us. If you have any questions,
please call your insurance company directly.

It is your responsibility to obtain any and all referrals. Referrals cannot be backdated, as this is insurance fraud. If you do not have a referral, and one is required by your
insurance policy, you are expected to pay for your visit at the time of service. We will supply you with a receipt so that you may apply for reimbursement from your insur-

ance company.

We accept assignment from many insurance companies. The companies pay a percentage of the approved amount. It is the patient’s (guarantor’s) obligation and the law

that you pay any remaining deductible and balance between the approved amount and the amount paid by the insurance company. If for any reason your insurance com-
pany does not pay for your visit, it then BECOMES YOUR RESPONSIBILITY. It is your responsibility to know the contract between you and your insurance company. Please

provide us with all the necessary information needed to processes your claim.

Company: VSP /VBA / Eyemed / Davis

Insured’s Name Patient’s Relationship to Insured : Self / Spouse / Child

Policy # Insured’s DOB: SS#

Primary Vision
Insurance

Company: VSP/VBA / Eyemed / Davis

Insured’s Name Patient’s Relationship to Insured : Self / Spouse / Child

Secondary
Vision Insurance

Policy # Insured’s DOB: SS #

Company: Horizon / Medicare / Aetna

Plan Name Policy # Group #

Patient’s Relationship to Insured  Self / Spouse / Child / Oher

Primary Medical
Insurance

Insured’s Name Insured’s DOB: SS#

Company :

Plan Name Policy # Group #

Patient’s Relationship to Insured  Self / Spouse / Child / Other

Secondary Medical
Insurance

Insured’s Name Insured’s DOB: SS#

We will directly bill your insurance company as a courtesy to you only when the below criteria have been met:
1. Benefits must be verified by our office prior to any service.
2. Patient liability must be paid at time services are rendered.
For those companies that we do not have a contract with, payment for services must be paid for in full at time of service.
| have read, understand and will comply with the above mentioned Insurance Policies.

Signature Date

insurance companies state that we must have on file your signature for release of records and authorizing payments.

Please sign and date in the boxes below.

PATIENT’S OR AUTHORIZED PERSON'’S SIGNATURE: | authorize the release of any medical or other information necessary to process a
claim for services rendered. | also request payment of benefits to either myself or the party who accept assignment of benefits

Signature Date

INSURED’S OR AUTHORIZED PERSON'’S SIGNATURE: | authorize payment of medical/optical benefits to Elite Eyecare Associates/Dr. J. Scot
Ellis, O.D. for Optometric and Optical Services

Signature Date
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Eyecare Associates, PC 2w -

Insurance coverage can be very confusing and frustrating to both you and our staff. Because
of this we ask that you please provide all insurance cards and coverage so that our staff can
determine the most appropriate coverage for your visit. There are several types of coverage:
medical insurance, vision Insurance, and vision discount plans. We will bill the most
appropriate plan depending on your presenting symptoms, complaints and medical history.

Vision Plans - (Ex. VSP, VBA, Eyemed, Davis Vision, etc.)

Some of these plans pay part (or occasionally) all of the services and some are discounted fee
only plans. Coverage includes a refraction to determine your eyeglass prescription and a
screening for eye disease / disorders. Some may include coverage for contact lens services
and / or glasses. The examination for contact lenses is optional and not part of the routine
vision examination. There is an additional charge to be fit for contact lenses and it may or may
not be covered by your vision plan - usually it will have an additional co-pay if it is covered.
Vision plans do not cover medical conditions of the eye.

Medical Coverage - what is a medical eye exam?

If you are having a problem with your eyes other than a change in vision then your examination
will be billed medically. Some medical problems could cause blurred vision. If the doctor finds
that a medical condition is causing your vision problem, then your examination will be billed
medically. Many pre-existing conditions such as cataracts, glaucoma, diabetes, dry eye, etc.
will require a medical examination. If your medical insurance requires a referral than it is your
responsibility to obtain on fore we will

**Some Medical Insurance plans do provide a annual wellness eye examination.

Companies such as Horizon - NJ Direct, Aetna, Amerihealth, and others may provide a routine
refraction and eye health screening. If you also have a vision plan it will be at our discretion as
to which plan gets billed for the examination. We will consider the complexity of your exam, as
well as insurance company rules and regulations to determine which plan will be billed. Your
vision insurance plan or the discount plan will be used for any eyewear that you purchase.

Why is this so complicated? We ask ourselves this same question daily! We are legally
obligated to follow the rules and regulations set forth by your insurance company and the state.

Confused? We will try to answer any questions that you may have about your insurance
coverage, but you may need to consult with your insurance company or human resorces
department. Remember, your insurance is a contract between you the subscriber, and your
insurance company. There are hundreds of insurance companies and plans and we are not
experts on all the rules and regulations for every company.

Please acknowledge the above statements regarding your Vision Plan / Medical Insurance /
Vision Discount Plan and its limitations. You have the opportunity to ask questions, and
understand that you are responsible for any professional services you may receive today.
Payment is expected at the time services are rendered.

Signed: Date:




