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The office of Brett Hamilton, O.D.


  Previous Patient Demographics



Date:  ______/_______/________

Name:_______________________________________
Year of last exam___________________

Since your last visit:








    

Has your address changed?




Yes

No


Has your phone number changed?



Yes

No

Please list your cell phone number:__________________  email address:______________________

Have you changed your family physician?


Yes

No

Have you been diagnosed with any medical conditions?
Yes

No

Are you taking any new medications?


Yes

No

Has your  medical insurance plan changed?


Yes

No

Uninsured  

Has your vision insurance plan changed?


Yes 

No

Uninsured 

Please describe any Yes answers:________________________________________________________

______________________________________________________________________________________________________________________________________________________________________

How many hours/day do you read or spend time on a computer?_________________

Please circle any symptoms you experience from near work:

eye fatigue

headaches

sleepiness 
near blur

distance blur


words moving on the page
loss of place while reading
need keep place with finger


double vision 

shadowing of letters

quickly forgetting what was read

Please explain any circled responses:_____________________________________________________ ______________________________________________________________________________________________________________________________________________________________________

Reviewed by___________________________(Optometrist Signature)  Date____________________

TURN PAGE OVER

  OPTOMAP  & DILATION

Our practice recommends an Optomap retinal examination. With this test Dr. Hamilton will be able to view your entire retina with no side effects such as blurry vision or light sensitivity. Dr. Hamilton will review the photograph with you and explain what he sees inside your eyes and then the photograph becomes a permanent part of your medical records for future reference. The cost of the Optomap examination is $30.00.  All patients who choose not to do an Optomap will be asked to have their eyes dilated.





    I have read this statement____________(initials)

 INFORMED CONSENT & TREATMENT AUTHORIZATION

The law requires that we make every effort to inform you of your rights related to your personal health information. I have the right to refuseI have been offered and/or read the for Brett W. Hamilton, O.D. and agree to continue my care with Brett W. Hamilton, O.D. under said terms. I hereby authorize Brett W. Hamilton, O.D. to provide a diagnosis & optometric treatment to my child or me. I further authorizethe release of Protected Health Information to additional physicians or optometrists in order to facilitate continuity of care. I have read &understand the above information & am signing this form voluntarily.

Patient or Legal Guardian’s Signature_________________________________Date:____________________________

FINANCIAL & INSURANCE FILING POLICY

All charges are your responsibility, whether or not your insurance company pays. Not all services are covered in all contracts. Some insurance companies arbitrarily select certain services they will not cover. We cannot become involved in disputes between you and your insurer regarding covered charges, deductible, or co pay. If your insurance company does not pay your claim within 30 days, it is your responsibility to contact them to expedite payment. If your insurance company refuses to pay, or does not pay within 45 days, we will require you to pay the balance. Payment for copay, deductible, and non covered service is due at the time services are rendered. We accept cash, money order, Visa, MasterCard, Discover, American Express, and Care Credit.

Patient or Legal Guardian’s Signature__________________________________  Date:____________________________

AUTHORIZATION TO RELEASE HEALTH INFORMATION & ASSIGN BENEFITS

I authorize the release of all necessary Protected Health Information & assign all medical & vision benefits to Brett W. Hamilton, O.D. I also request that payment of authorized Medicare (if applicable) benefits be made on my behalf to Brett W. Hamilton, O.D. for any services furnished to me by Brett W. Hamilton, O.D. I authorize any holder of medical information related to me to release to the Centers for Medicare & Medicaid Services (CMS) & its agents, any information needed to determine these benefits or the benefits payable to related services. I understand that my signature requests that payment be made & authorizes release of medical information necessary to pay the claim. If item 12 of the CMS 1500 claim form is completed, my signature authorized releasing of the information to the insurer or agency shown. In Medicare assigned cases, the supplier agrees to accept the charge determination of the Medicare carrier as the full charge, & the patient is responsible only for the deductible, co pay, & noncovered services. Co pay & deductible are based upon the charge determination of the Medicare carrier. I understand that I am ultimately responsible for any bill incurred in this office. Should this account become delinquent, I will be responsible for any & all legal fees, court costs, & collection charges. There will be a service charge for each returned check. This authorization & assignment will remain in effect until revoked by me in writing. A photocopy of this authorization & assignment is to be considered as valid as the original. I request that you file my insurance & I have agreed to & completed all of the conditions listed above. I accept financial responsibility for all charges. I have read & understood this information & I am signing voluntarily.

Patient or Legal Guardian’s Signature__________________________________  Date:____________________________

