HATTIESBURG EYE CLINIC, P.A. Torays Date
100 West Hospital Drlve - Hattiesburg, MS 39402
{601} 268-5910 + www.hattiesburgeyeclinic.com Aceount #

I PATIENT INFORMATION:

First Name Middle Name Last Name

Date of Birth Sex Social Security # Marital Status
Street Address Mailing Address

City State Zip Code __

Home Phone { ) Cell Phone { } Work Phone { }

Email Address Referring Dr.

| EMPLOYMENT INFORMATION: ]
Fatient Employer Cceupation

Employer Address City State __ Zip Code

SPOUSE INFORMATION: Full Name

Spouse Social Security # Spouse Date of Birth

Spouse Cell Phone { ) Spouse Work Phone [ )

Spouse Employer {Name and Address)
| WORKMAN’S COMP INFORMATION:

Date of injury Place of injury

Farson to contact: Phore{ )

| EMERGENCY CONTACT (NOTLIVING WITHYOU):

Mame Phone{ )}

Address Relationship:

| RESPONSIBLE PARTY (IF PATIENT IS A MINOR):

First Name Middle Name Last Name

Street Address Mailing Address

City State Zip Code

Home Phone { ) Cell Phonea { ]

Social Security # Date of Birth Relationship to Patient
Employer’s Name Work Phone { )

Employer Address City State _ Zip Code

| INSURANCE INFORMATION (GIVE ALL INSURANCE CARDS TO THE RECEPTIONIST TQ COPY):
{Please check all appropriate boxes)

U No Insurance/Self pay U Medicare O Medicaid 4 UHG U BCBS 0 Tricare
il Medicare Advantage Flan U Vigion Flan U Other Insurance J Workman's Comp

Frimary Insurance: Secondary Insurance:
Insured’'s Name Insured’'s Name
Insured’'s DOB WMale/Female Insured’s DOB Mala/Female

Over for Signature



INSURANCE AUTHORIZATION:

INSURANCLE ANDYOR MLDIGAP

I, the undersigned, authorize paviment of medical henefits to this pliysician, for any services furnished to me by the physician.

T understand I am Onaneially responsible for any amount ool covered by my muuranee policy, T alse authorize yvou o release to
my msurance company infonmation concerning healthcare, advice, treatment or supplies provided to me. This information will
e used for the purpose of evaluating and adminiatering claims of henctics.

TIATT SIGNED *Faletitne Signature

MEDICARE 1

I, the undersigned, vnderstand that this elinic accepis assignment of Medicare, Tagree to be responsible Tor my deducuhle
mndfor any uncovered charges as well as 20% of the allowanee of covered services. | request that payment of authorized
Medicare benefite be made ¢ither to me or on my behalf to thia physician for any seeviees furnished me by the physician, 1
authonze any holder of medical mformalion aboar me e telease o the Cenler Tor Medicare Services (CS) and 18 agents any
informution needad to detenmine these benetits or benelits pavible for relared services.

TIATE STGNET *LiFrime Signature

MHEDICAID L)

[ agree to he responsible for any service not covered by Medicaid. | request that puyment of authorized Medicaid benefits be
made on my behal o this physician, Tauthorize any holder of medical or aiher information about me to release to the
Division of Medicaid or its Fiscal Agent any mformation needed 1o delennine (hese benelils payable Tor relaled services,

DATE SIGNED *Lilclime Sigmature

AUTHORIZATION FOR USE OF DISCLOSURE OF PROTECTED HEALTH INFORMATION:

T authorize my physician andfor administrative and clinical staff of Hattiesburg Eye Clinie, P.A. and §lattiesburg Eye Clinic
Culurael & Lasik Surgery Center, LLC to disclose general medical infommaion and viher proteeted health infotmation o (he
following persong andfor eniitics lisicd below, 17 no one is listed below, protected health care information will not be disclosed
except in those situations described in the Notice of Privacy Practices of Halllesburg Eve Clinie, PA. and Hatliesbure Eve
Clinie Cawaraet & Tasik Surgery Cenler, TIC,

Naume und relationship of personds) who vou wish 1o allow seecss: (o, your spouse, son, daughier, gibling, carclaker, lviend)

Name of Persan or Entity: Relationship:

T have been provided 4 copy of the Health Tngurance Portability and Accountability Act of 1996 (1IIPAAY to read and under-
stand and consent to Hattlesburg Eve Clinie, AL snd Hatiesburg Eye Clinte Cataract and Lasik Surgery Center, LTCS  uae
and dizclasnre of protected healdh information about myself for treatment, payvment and health care operutions.

Stamature of the Palicut or Pabient Represenlalive

| have been provided a copy of the HEC Financial Policy o rewd. 1 understand, tut 1 the patienl o e paliend’s represenla-
tive, amdis responsible for payment of all charges [or serviee rendered. | also acknewledge that non-payment of my account
may result in eollections procecdings and dismissal from the practice.

Signature of the Patient or Patient Representative

I authorize the release of any maedical information necessary to process all claims and [ autherize the relense of payment lor
medical benefits 10 Hattiesburg Eve Clinic, P A, and Hautiesburye bye Clinie Cataraco & Tasik Surgery Center, LLC.

Signature of the Patient or Palient Representative

Fay. 1214 C8C



