
Patient Information Form 
 

Name___________________________________Age______Date____/___/_________ 
 
Address________________________________________________________________ 
 
City_____________________________State__________Zip______________________ 
 
Date of Birth___/____/____SS#_____-_____-_____Ph.# (      )___________________ (h) 
                 (       )___________________ (w) 
                 (       )___________________ (c)  
 
Occupation/Grade______________________________   Check one: 
          __ Single 
Employer/School_______________________________   __ Married 
          __ Divorced 
Medical Doctor_________________________________   __ Widowed 
 
Emergency Contact Name_____________________ Contact Phone#______________ 
 
How did you hear about us? ________________________________________________ 
 
Acknowledgement of Receipt of Notice of Privacy Practices for Elite Eye Care of Huntsville 
 
This practice is concerned about the privacy of our patients’ health care information.  Our intent is to make you 
aware of the possible uses and disclosures of your protected health information and your privacy rights.  The 
delivery of your health care services will in no way be conditioned upon your signed acknowledgement.  If you 
decline to provide a signed acknowledgement, we will continue to provide your treatment and will use and disclose 
your protected health information for treatment, payment and health care operations when necessary. 
 
“I acknowledge that I have received the Notice of Privacy Practices for Elite Eye Care of Huntsville.” 
 
Name of Patient (please print):  ________________________________________________________________ 
 
___________________________________________________ ___/___/_____ 
             Signature of patient or authorized representative               Date 

 
Vision Insurance Information 

 
Vision Insurance? Y / N 

 
Name of Vision Insurance_________________________________________________ 
Name of Primary Insured (if not self)________________________________________ 
Name of Primary Insured Employer_________________________________________ 
 
Primary Insured’s DOB___/___/____ Primary Insured’s SS#______-______-______ 
Primary Insured’s Member ID#___________________Group#__________________ 
 

 
 



Health Insurance Information 
 

Medical Insurance? Y / N 
 

Name of Medical Insurance________________________________________________ 
Name of Primary Insured (if not self)________________________________________ 
Name of Primary Insured Employer_________________________________________ 
 
Primary Insured’s DOB____/_____/_____Primary Insured’s SS#_____-_____-_____ 
Primary Insured’s Member ID#_________________Group#____________________ 
 
 
Other Insured’s Policy or Group Number ___________________________________ 
 
Other Insured’s Date of Birth ___/___/____ Sex __ M __ F 
Other Insured’s Employer or School Name __________________________________ 
Insurance Plan Name or Program Name ___________________________________ 
 
Medical Insurance Policy: 
As part of our services at this practice, we are happy to assist patients in determining the benefits of your individual 
policy and in collecting your reimbursement of insurance benefits for medical services.  To avoid any 
misunderstandings, please read the following statements carefully: 

1. The legal obligations of your insurance provider are between yours elf and your provider, not between 
this practice and your provider. 

2. When your insurance provider(s) have settled your plan’s covered items, you will be notified by a 
monthly statement if there were any unpaid balances.  Unpaid balances can include non-covered items 
or services, co-pays, deductibles, lapses, ineligibility or termination of coverages.  Unpaid balances are 
the sole responsibility of the patient. 

3. To keep the cost of records and collections down, any patient portion amounts on your order will be 
due at the time of service. 

 
_______________________________________ ____/____/______ 
Signature of patient or authorized representative           Date 
 
Authorization to Release Information:  I/We hereby authorize the practice to release any medical or incidental 
information that may be necessary for medical benefit or in processing applications for financial benefit.  This 
includes but is not limited to my insurance company, Rehabilitation Services, Social Security Administration and 
Workers Compensation. 
Consent for Treatment:  I/We hereby authorize the practice to administer diagnostic and medical procedures as 
may be necessary for proper health care. 
Office Policy on Payment:   I understand that I am responsible for payment of all charges.  As a courtesy, my 
insurance will be billed for me.  It is my responsibility to pay deductible, co-pay or any other balance not paid by my 
insurance company.  I authorize insurance benefits to be paid directly to the provider. 
 
It may be necessary to use drops during the examination which may temporarily affect vision and possibly driving 
ability. 

We thank you for completing this form. 
 
Signature:  ____________________________________  Date ___/___/____ 
 
Our greatest compliment is your referral to family and friends. From all of us at Elite Eye 

Care of Huntsville, thank you for choosing us for your vision needs! 


