



Patient Information
	Today’s Date


	Last Name
	First Name
	Middle Initial

	( Street Address



	City


	State
	Zip
	Occupation

	( Home


	( Cell

	DOB (mm/dd/yy)


	Social Security Number
	( M    ( F
	( Single   ( Married  ( Other

	Insurance Provider
	Member ID


	How did you hear about our office?  



	Email:


	Do You Wish To Receive Text Message Notifications?                      ( Yes             ( No


· I have read and understand the “Notice of Privacy Practices” from Focus Vision Optometry.
· I authorize payment of vision and medical benefits to the provider for services rendered or to be rendered in the future, without obtaining my signature on each claim submitted, and my signature below will bind me as though I personally signed the claim.  I understand that I am responsible for all charges not covered by my insurance.  If this account should be referred to a collection agency, I will be responsible for all collection and legal fees.  I authorize the release of any medical or other information necessary to process my vision and medical claims.  I also authorize payment of government benefits either to myself or to the party who accepts assignment.  This assignment will remain in effect until revoked in writing.  A photocopy of this assignment is considered to be as valid as the original.  I have read and understand the office policy and procedures.  
Signature:  _______________________________________________________  Date:  _________________
Parent or legal guardian signature:  __________________________________  Date:  _________________
Parent or legal guardian Name:  _____________________________________  Date:  _________________
