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Appointment with Doctor: (Circle) Reifschneider / Holland / Eylar

Mr./Mrs./Miss/Ms.  Name: ___________________________________ Single/Married/ Other: _____________________   

Male  /  Female       Age: _______ Date of Birth ____/____/____   SSN# ______________________________________

Please provide us your email so that we may communicate your electronic access to your health information.

	Email Address: ___________________________________________________________ 


Address: ____________________________________________ City/State/Zip _________________________________

Home Phone: _______________________ Work Phone: _____________________Cell Phone: _____________________

Employer/School: ____________________________    Preferred Method to Contact:   Home / Work / Cell / Email

Emergency Contact Name: _________________________________________    Phone: __________________________

Current/Former Eye Doctor: _________________________________ Physician: ________________________________

Who referred you to us? (Circle) Physician/ Friend/ Family Member/ Insurance/ Other: ____________________________

Person Responsible for Account (If minor, parent information)

Name: 

Relationship to Patient:


Address:

City/State/Zip:


Home Phone:

Work Phone:
Ext.________
Patient Responsibility

Due to Medicare and other insurance requirements, the following policy will be effective 6/1/2000

Refraction Charge

During your exam you may receive a refraction. A refraction is a test done to determine a prescription for new glasses. Refractions are not typically a covered expense by insurance companies. Medicare considers a refraction not to be “medically necessary” and therefore is not a covered charge. Your insurance company may not consider it necessary. The cost of a refraction is $45.00. This amount will be in addition to the price of your exam and collected along with any applicable co-pays at the time of checkout. If you do not wish to receive a refraction, please notify the assisting technician.

Financial Waiver
In the event I do not have any insurance, my deductible has not been met, my insurance company does not pay in full, or my insurance denies payment, I understand that I will be liable for all charges incurred. I understand that if I do not have any insurance, charges will be due and payable at the time of service. In the event my account is in default and placed for collection, I understand that I will be responsible for all reasonable cost of collection and attorney fees.

Contact Lens Exam Cost
There is an additional charge for the contact lens examination. Most insurance companies do not cover contact lens related office visits, so I understand these charges will be my responsibility.

Direct Payment and Medical Release Authorization
I authorize Medicare/Medigap/Insurance to pay benefits directly to The Reifschneider Eye Center for any services or materials furnished. I authorize release of medical information needed to process my claims or to determine benefits to the Centers for Medicare and Medicaid Services (CMS) and its agents. Furthermore, I authorize Medicare/Medigap/Insurance to furnish to this office any information regarding my claims under Title VIII of the Social Security Act. A copy of this signature is as valid as the original.

Signature: ____________________________________________________ Date: ______________________

the


Reifschneider	Phone: 913-682-2900


& Optical Shop                                        PATIENT INFORMATION SHEET                                                    Fax:       913-682-8913
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