
Dr.	_________________________	Date	_____________________	Time	_____________________	Patient	#	_____________	

PATIENT	INFORMATION:	

Name	__________________________________________________	Sex:		M												F											Date	of	Birth:	_____/_____/_____		

Address	__________________________________________________________								*eMail:	_________________________	
	 	Street	 	 	 																City	 	 	State	 		 Zip	

Social	Security	#	_______-_____-_______	Home	Phone	_____________________	Emerg.	Phone	______________________	

Use/Interested	in	contacts?		Yes										No										

Reason	for	Visit	___________________________________________________	

Were	you	referred	to	our	office	by	another	doctor?		No									Yes									-	Dr.	_________________________________________	

Family	doctor:	________________________	*Preferred	Pharmacy	______________________	Address	_________________	

PRIMARY	INSURANCE	INFORMATION:	

Insurance	Company	Name	_______________________________________________________________________________	

Name	of	Subscriber	______________________________________	Relationship	to	Patient	___________________________	

Date	of	Birth:	_____/_____/_____								Social	Security	#	_______-_____-_______						Employed?	Yes										No										

Employer	______________________________________________			Employer	Phone	_______________________________		

	

I	acknowledge	receipt	of	the	document	titled	“Notice	of	Privacy	Practices.”	

Signature	_____________________________________	

Date	___________________________	
	

Kentucky	Eye	Institute	complies	with	the	FTC	“Red	Flag”	identity	theft	regulations.	

If	you	are	covered	by	Medicare	and	a	Group	Health	Insurance,	please	complete	this	section.		Are	you	or	your	spouse	still	employed?		Yes							No										
If	yes,	does	the	employer	have	(check	one)								20	or	more	employees						100	or	more	employees?		Are	you	entitled	to	Medicare	as	a	result	of	a	
disability?		Yes							No										Are	you	entitled	to	Medicare	due	to	renal	disease?		Yes							No			
	

INSURANCE	AUTHORIZATION:	 I	 request	payment	of	all	authorized	benefits	be	made	on	my	behalf	 to	KEI	 for	any	services	 I	 receive	 from	any	KEI	
doctor.	 I	authorize	any	holder	of	medical	 information	about	me	to	release	information	as	needed	to	determine	these	benefits	or	the	benefits	for	
related	 services	 to	 my	 insurance	 company(ies)	 and	 their	 agent(s),	 including	 the	 Centers	 for	 Medicare	 and	 Medicaid	 Services	 (CMS)	 if	 I	 have	
Medicare/Medicaid	coverage.		I	understand	that	I	am	responsible	for	all	deductibles,	co-pays,	non-covered	services,	and	the	20%	Medicare	does	not	
pay	(if	applicable).	
	
	

___________________________________________________________________________																																											_____________________	
Patient/Responsible	Party	Signature																																																																																																																																																																										Date	
	

PAST	DUE	ACCOUNTS:	I	understand	that	interest	will	be	charged	on	accounts	that	are	90	days	or	more	past	due.		If	KEI	turns	my	account	over	to	a	
collection	agency,	I	understand	that	the	collection	agency	will	add	interest	of	1	1/2	%	per	month	(18%	per	year)	to	any	unpaid	balances.		Except	for	
emergencies,	if	my	account	has	been	turned	over	for	collection,	I	may	only	schedule	future	KEI	appointments	if	I	pay:	for	future	services	in	advance,	
unpaid	balances,	and	collection	agency	commission	and/or	legal	fees	paid	by	KEI	to	collect	my	delinquent	account.		
	
	

___________________________________________________________________________																																											_____________________	
Patient/Responsible	Party	Signature																																																																																																																																																																										Date	
	

	

								Appointment	in	Computer													Information	in	Computer													ROS	&	New	Patient	Sheets	Mailed			 012016	



KENTUCKY	EYE	INSTITUTE	CONSENT	FOR	PATIENT	CONTACT	

	

From	time	to	time,	it	may	be	necessary	for	Kentucky	Eye	Institute	to	contact	you	
concerning	a	variety	of	issues	that	pertain	to	your	medical	care.		While	the	following	list	
is	not	all-inclusive,	we	might	need	to	contact	you	to:	

§ Make	an	appointment	
§ Cancel	an	appointment	
§ Inform	you	that	your	glasses	or	contact	lenses	are	ready	to	be	picked	up	
§ Discuss	your	medical	care	and	treatment	

To	assist	you	with	your	needs	and	to	address	the	patient	privacy	issues	described	in	the	
Health	Insurance	Portability	and	Accountability	Act	of	1996,	we	need	you	to	specify	the	
alternative	ways	we	may	contact	you	in	the	event	we	cannot	reach	you	personally.	

You	may	contact	me	by:	(please	check	any	box(es)	that	apply)	

¨ Leaving	a	message	on	my	home	answering	machine	
¨ Leaving	a	message	on	my	work	answering	machine	
¨ Emailing	me	at	home	________________________	
¨ Emailing	me	at	work		________________________	
¨ Leaving	a	message	with	anyone	who	answers	my	telephone	at	home	
¨ Leaving	a	message	with	anyone	who	answers	my	telephone	at	work	
¨ U.S.	mail	
¨ Other	(specify)	_____________________________	

In	the	event	you	cannot	contact	me	personally,	you	may	discuss	my	care	with	any	of	the	
following	individuals:	

Name	______________________	Relationship	_____________	Phone	_____________	

Name	______________________	Relationship	_____________	Phone	_____________	

Name	______________________	Relationship	_____________	Phone	_____________	

¨ No	one	

I	give	my	consent	for	any	representative	of	KEI	to	contact	me	regarding	my	care	using	
the	means	I	have	indicated	by	the	checked	boxes	above.		Further,	I	give	my	permission	
to	discuss	my	care	with	the	individuals	whose	names	are	listed.		
	

	

	

_____________________________	 	 	 	 ____________________	

Patient’s	Signature	 	 	 	 	 	 	 Date	








