


MEDICAL FORM

LAST NAME FIRST ML
SPOUSE/PARENT NAME

HOME PHONE () BUSINESS PHONE ()
HOME ADDRESS

CITY & STATE ZIP CODE
EMPLOYER

BIRTHDAY - - SEX M/F SS#

EMAITL DL#
MEDICAL HISTORY YES NO FAMILY PHYSICIAN

HEART DISEASE _____ REFERREDBY

DIABETES ____ ALLERGIES TO MEDICINES
GLAUCOMA ___ LIST ANY MEDICATIONS YOU ARE TAKING:
HIGH BLOOD PRESSURE

SURGERIES

BLEEDING PROBLEMS

PATIENT SIGNATURE ON FILE X

REVIEW OF SYSTEMS: YES NOIF YES, PLEASE EXPLAIN

Do you currently have any of the following problems?

Chronic fever, unexpected weight loss/gain, fatigue

Ear/nose/throat problems (e.g. hearing loss, sinus problems, sore throat)

Heart problems (e.g. chest pain, irregular heartbeat)

Respiratory Problems (e.g. shortness of breath, wheezing, coughing)

Gastrointestinal problems (e.g. heartburn, abdominal pain, diarrhea, vomiting)

Urinary Problems (e.g. pain or discomfort, blood in urine)

Skin Problems (e.g. rashes, excessive dryness)

Musculoskeletal problems (e.g. muscle aches, joint pains, swollen joints)

Neurologic problems (e.g. numbness, weakness, headaches, paralysis)

Family and Social History:
Do any medical diseases run in your family? (e.g. diabetes, high blood pressure, cancer, heart, strokes, etc.)

Yes _ No__ Ifyes, please explain

Do you smoke? Yes_ No___ Ifyes, how much?

Do you drink alcohol? Yes_ No ___ If yes, how much?

If employed, how many hours per week do you work?

Occupation




INSURANCE INFORMATION

Primary Insured’s Name:

Patient’s Name:

Patient’s Relationship to Primary Insured:
' __Self Spouse Child ]

Primary Insured’s SS#: DOB:

Primary Insured’s Employer:

Insurance Plan Name:

Insurance ID number: Group number:

Patient’s Primary Care Physician:

Primary Insured’s Home Address and Phone number, if different than
Patients:

SECONDARY INSURANCE INFORMATION

Primary Insured’s Name:

Patient’s Name:

Patient’s Relationship to Primary Insured:
___Self Spouse Child ]

Primary Insured’s SS#: DOB:

Primary Insured’s Employer:

Insurance Plan Name:

Insurance ID number: Group number:

Patient’s Primary Care Physician:

Primary Insured’s Home Address and Phone number, if different than
Patients:

INTERNAL USE ONLY:
DATE: ACCT. NO: MEDICAL: ROUTINE: _
DR KLEIMAN DR EVANGELSTA

DR SEABERT




Patient Insurance Information

Thank you for choosing Kleiman Evangelista Eye Center for your eye care needs, Weare
constantly striving to improve the efficiency and quality of your care. Because of
numerous changes in the insurance industry we have had to change our office policies. For
those existing patients these new policies may seem difficult but they are necessary for us to
work effectively and will ultimately improve your care.

What to do after you have scheduled your appointment.
CALL YOUR INSURANCE COMPANY AND VERIFY THE FOLLOWING ITEMS:

1) Bring vour most current insurance card. Your card must still be active on the
date of your office visit.

2) Check your benefits. You may have medical or vision benefits peither or bhoth,
please call to verify with your insurance company.

3) Verify the billing address. Many insurance companies change the billing
address frequently.

4) Obtain referral, if required by your insurance carrier.

if you don’t have ALL of the abeve listed items at the time of your visit then you will have
the following options;

Cancel or reschedule your appeintment
Pay for services rendered at the time of service.

If vou don’t have all four items verified and in your possession once you are taken from the
waiting room back to see the doctors they you will be receiving medical care without your
benefit of insurance. The financial responsibility is YOURS and we will not be able to file
your insurance for you. Filing your insurance is not a guarantee of payment, if payment is
not received you as a patient will be ultimately responsible for all unpaid services.

BY SIGNING THIS FORM, I ACKNOWLEDGE THE ABOVE AND UNDERSTAND
THAT IT IS MY RESPONSIBILITY TO PROVIDE THE PHYSICIAN WITH ALL
CORRECT INSURANCE INFORMATION. IF THE CLAIM IS DENIED FOR ANY
REASON I WILL BE FINANCIALLY RESPONSIBLE FOR MY OFFICE VISIT.

SIGNATURE OF PATIENT ' DATE



REFRACTION FOLICY

Kleiman/Bvangelista Eye Center will no longer file insurance for the refractions.
“The relraction is a measurement of your vision”
Refraction is required if you do not see 20/25 or better. If filing insurance, you will be
charged your co-pay and the refraction fee. If your insurance covers the refraction, you
will he given a receipt to file to your insurance company for reimbursement.

By signing this, I agree to pay this fec il refraction is done, if pecessary.

Patients” Signature: Date: S

PATIENTS PRIMARY CARE PUYSICIAN

DRS NAME:

EMERGENCY CONTACT PERSOMN

NAMIE:

ADDIRISS:

IONE NUMBER:

RELATIONSHIP TO FPATIENT:




