San Antonio Eye Institute, PLLC

Patient Registration Form

Date: ____ /_____/2010

E-mail Address:________________________________

Circle One:    Dr.     Mr.     Mrs.     Ms.

Last Name____________________ First Name______________________  MI______

Address__________________________ City_______________ St______ Zip_________

Cell Phone_________________________ Home Phone___________________________

Martial Status (Circle One):    Single     Married     Divorced     Widowed

Sex (Circle One):    Male     Female
Date of Birth________________   Age_________

Driver's Lic.#_______________  Employer/Occupation_______________________________

Employer's Address__________________________________ Emp. Phone_______________

How did you learn about our office?___________________________________________

Primary Care Provider ___________________________ PCP Phone__________________

Date of Last Physical Exam:______________________ Referring Dr.__________________

Spouse_________________________ Phone #(s)__________________________________

Emergency Contact________________________________ Relationship_______________

Emergency Contact Phone #(s)_________________________/________________________

Primary Insurance__________________ ID#_______________ Group#______________

Insured's Name_________________ Insured's DOB__________ Relationship_____________

Secondary Insurance__________________ ID#_____________ Group#______________

Insured's Name_________________ Insured's DOB__________ Relationship_____________

Method of Payment (Circle One):     Cash     Personal Check       Visa/MC/Discover

For Minors: Who will serve as the responsible party?

Full Name______________________________  Address_____________________________

City_________________  State_______________  Phone________________  Age______

DOB_______________ Driver's Lic.#__________________     Sex:     Male       Female

Employer/Occupation__________________ Address__________________Phone__________
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San Antonio Eye Institute, PLLC Policies

--PLEASE READ CAREFULLY--

Insurance Authorization:

In order to comply with your insurance, all co-payments, co-insurance, deductibles and/or non-covered services must be paid at the time service is rendered.  Insurance is a method of reimbursement to the physician for services you have received. You are ultimately responsible.  If you have questions regarding payment or insurance filing policies, please see one of the office staff at this time.  Regardless of custody arrangements or divorce decrees, the person bringing a dependent in for services is responsible for all copayments, etc., and is expected to pay at the time service is rendered.

You are responsible for obtaining a referral if one is required by your insurance carrier (most HMO plans).  As a courtesy to our patients (if we are participating providers with your carrier), we will file your claim for your office visit or surgery and allow 45 days for payment in full.  Should payment NOT be received within 45 days, the balance due will become the obligation of the guarantor on the accountant and must be paid within 30 days.  If you do NOT have insurance, or we are NOT a participating provider with your insurance carrier, payment is expected today for services rendered.

Agreement to Pay: 

The undersigned responsible party does hereby agree to pay for all services rendered to the above named patient.  The undersigned excepts the fee charged as a lawful debt and promises to pay said fee including all cost of collection, attorney fees, and court costs, if such be necessary, waving now and forever the right to claim exemption under the Constitution and laws of the state of Texas or any other state.  All unpaid balances will be charged a 1.5% rebilling fee monthly.  All returned items will be assessed a $35 fee.

Consent to Treat:

I hereby consent to the treatment for myself or the above listed patient.

Health Insurance Portability and Accountability Act (HIPPA)/Acknowledgement of Receipt of  Notice of Privacy Practices:

I consent to the use or disclosure of my protected health information (PHI) by San Antonio Eye Institute, PLLC (the Company) for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct healthcare operations.

My PHI means health information, including my demographic information, collected from me and created or received by my physician, another healthcare provider, a health plan, my employer or a healthcare clearinghouse.  This PHI relates to my past, present or future physical or mental health or condition and identifies me, or there is a responsible basis to believe the information may identify me.

Identity Theft Prevention and Detection and “Red Flag Rule” Policy  

It is the policy of San Antonio Eye Institute, PLLC (SAEI) to follow all federal and state laws and reporting requirements regarding identity theft. Specifically, this policy outlines how SAEI will (1) identify, (2) detect and (3) respond to “red flags.” A “red flag” as defined by this policy includes a pattern, practice, or specific account or record activity that indicates possible identity theft.  It is the policy of SAEI that this identity theft prevention and detection and Red Flags Rule compliance program is approved by SAEI's managing member as of May 1, 2009, and that the policy is reviewed and approved no less than annually.  It is the policy of SAEI that Relief Jones, III, M.D. is assigned the responsibility of implementing and maintaining the Red Flag Rule requirements.  Furthermore, it is the policy of SAEI that this individual will be provided sufficient resources and authority to fulfill these responsibilities. At a minimum, it is the policy of SAEI that there will be one individual or job description designated as the privacy official. 

The privacy policy describes the types of uses and disclosures of my PHI that will occur in my treatment, payment of my bills or in the performance of healthcare operations of the Company. It also describes my right and the Company's duties with respect to my PHI. I understand I have a right to review the Company's Privacy Policy and I.D. Theft Prevention and Detection Policy prior to signing this document.  I have received a copy of these policies. The Privacy Policy and I.D. Theft Prevention Policy for the company are available at the practice and on the Company's website at www.sanantonioeyeinstitute.com.  Click “Patient Info.” The Company reserves the right to change the practices that are described in the Privacy Policy and I.D. Theft Prevention Policy. I may obtain a revised policy documents by assessing the Company's website, calling the office and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.

By signing this form, you acknowledge that this Medical Practice has provided you its Privacy Policy (required by Federal HIPPA laws) and I.D. Theft Prevention Policy (required by Federal Trade Commission). I have received a copy of the policies. The Practice has given me the opportunity to ask any questions about these policies and all my questions have been answered.

_________________________________________ ________________________

Patient Signature (Parent for minor) 


Date

Cancellation Policy

initial Due to an increase in patient demand, we can no longer allow less than a 24-hour notice to cancel an appointment. We are trying to accommodate everyone and apologize for any inconvenience this may cause. If you do NOT give 24 hours notice you will be charged $35.00 for the missed appointment. You are responsible for this; your insurance company will not pay this NO SHOW FEE. 

Patients with cosmetic appointments who do not give 48-hours notice will be charged $85.00 due to the great expense of providing cosmetic services.

If unforeseen circumstances arise and you are able to give notice that is less than 24-hours (medical patients)/48-hours (cosmetic patients) we will do our best to fill the vacancy. If we are able to do so, you will not be charged. The more notice you can give, the better able we are to accommodate other patients who may be on a waiting list. 

______________________

Initial (Parent for minor) 




Green Policy

The San Antonio Eye Institute, PLLC uses electronic medical record and practice management systems to reduce the use of paper products. This is good for patient care and the environment. To make efficient use of these technologies, we ask patients to provide a valid e-mail address. We will periodically send our newsletter via e-mail. Individuals may opt out of these mailings at any time by clicking the UNSUBSCRIBE link in the newsletter. 

We receive payments for outstanding balances electronically. To accomplish this, we will e-mail a link to the secure payment processor PayPal to allow patients to view their invoice and make payments electronically from the comfort of their home. 

______________________

Initial (Parent for minor) 




Refraction Fee Policy

What is a refraction?

Refraction is the process of determining the eye’s refractive error, or need for corrective glasses and/or contact lenses.

Why is it sometimes necessary?

Refraction is sometimes necessary depending on the patient’s diagnosis and/or complaints

presented that day. For example, if a patient is experiencing blurred vision or a decrease in visual acuity on the eye chart a refraction would be needed to see if this is due to a need for glasses or due to a medical problem. A refraction is also necessary to prove to insurance the need for cataract surgery. We must prove that your vision cannot be simply improved with a glasses prescription. As you can see a refraction is an essential part of an eye exam, however, Medicare and most insurance DO NOT cover it.

Will I be notified in advance if I need it?

Yes, ONLY a technician or doctor is qualified to tell you if this procedure is necessary.

They will let you know if this procedure is necessary BEFORE it is done. You will be given the

option to accept or decline this service.

IMPORTANT: If you decline we may NOT be able to determine the cause for your decrease in vision.

How much is it?

Our office policy is to charge $35 for this procedure in addition to the office visit copay and/or deductible. This is due at the time services are rendered. We will bill your insurance according to the individual contracted fee schedules. If your insurance pays the fee we will gladly refund you this prepaid $35 amount once we receive notice from your insurance.

NOTE: This fee is due and payable whether or not you receive a written glasses prescription. Sometimes the change is not significant enough to warrant the cost of purchasing new glasses and new prescription will not be given. However, the fee covers the doctor's (or technician's) time and effort in performing this additional testing to reach this decision.

ACKNOWLEDGEMENT

I have read the above information and understand that the refraction is a non-covered service. I accept full financial responsibility for the cost of this service. The copay and deductible are separate from, and not included in, the refraction fee.

______________________

Initial (Parent for minor) 
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