
 
(Please use BLACK ink only)   PATIENT INFORMATION SHEET 

Mr/Mrs/Ms/Dr ________________________________________________________________________________________ 
   Last Name   First    Middle Initial 
Address ____________________________________________________________________________________________ 
  Street      City   State   Zip 
Home Phone (____)______________ Cell Phone (____)_______________ E-mail _________________________________ 

Birthdate________________  Age ______  Sex (circle)  M  / F / Other    Race: ___________________________________________     

How did you learn about our practice? ____________________________   Medical Doctor/City _______________________ 

Allergies to any medications ____________________________________________________________________________ 

Patient’s Employer ___________________________    Full-time    Part-time    Not Employed    Self Employed    Retired 

Patient’s Occupation ________________   Business Address ___________________   Business Phone (___)____________ 

Patient’s Marital Status (circle)  S  /  M  /  Div.  /  Wid.  /  Partner      *Name of spouse/partner_____________________________ 

Spouse/Partner’s Employer _____________________________________________   Business Phone (___)_____________ 

Spouse/Partner’s Business Address ______________________________________________________________________ 

Patient’s payment information for first visit:  Check  Cash   Credit Card   Insurance 

Primary Insurance/Mailing Address ______________________________________________________________________ 

Name of Insured (Subscriber) _________________________   Member ID# ____________________   Group # _____________ 

SS# ______________   Birthdate ____________   Relationship to Insured:  Self    Spouse    Child    Other __________ 
     Month – Day – Year 

Secondary Insurance/Mailing Address ___________________________________________________________________ 

Name of Insured (Subscriber) _________________________   Member ID# ____________________   Group # _____________ 

SS# ______________   Birthdate ____________   Relationship to Insured:  Self    Spouse    Child    Other __________ 
     Month – Day – Year 

Please list an EMERGENCY CONTACT, preferably not living with patient (other than responsible party):  

Contact name _________________________   Relationship to pat.:  Spouse   Child   Parent   Friend   Neighbor   Other 

Address ______________________________________________________________   Phone (_____)_________________ 
Our goal is to provide you with the best medical care available. In order to achieve our goal and minimizing escalating administrative costs, 
we ask for your understanding and cooperation regarding the following payment/insurance policies:  
 

1. We ask that payments be made at the time of your visit unless other arrangements have been made in advance. 
2. If you are a member of an HMO or POS plan, you need to have a VALID referral for each office visit and surgical 

procedure. Please call our office in advance to make sure you have the necessary forms and authorization. 
3. It is our policy to render periodic statements for services on a monthly basis. In the event our statements for services are 

not paid within sixty (60) days after you received an invoice, we reserve the right, at our option, to charge interest on the 
balance due, at a rate of one-and-one-half (1½) percent each month. 

4. Our payment policy also requires that payments for Refraction are expected at the time of service for all Medicare 
patients as well as for those patients whose insurance does not cover Refraction. 

 
Non-Medicare patients: 

I hereby authorize payment directly to Chicago Cornea Consultants, Ltd. of the surgical and/or medical benefits, if any, otherwise 
payable to me for services as rendered. I authorize the physician to release such medical or other information regarding this 
treatment or subsequent treatment relative to this injury or illness for the purpose of obtaining reimbursement on my behalf for 
services provided by the physician, or, to others involved in my care.  

Medicare patients: 
I request that payment of authorized Medicare benefits be made on my behalf to Chicago Cornea Consultants, Ltd. for any 
services furnished me by those physicians. I authorize any holder of medical or other information about me to release to the 
Center for Medicare and Medicaid Services and its agents any information needed to determine these benefits or benefits payable 
for related services. 
 
I request that payment of authorized “Medigap” benefits be made to Chicago Cornea Consultants, Ltd. for any service furnished 
me by those physicians. I authorize any holder of medical information about me to release to my Medigap insurer any information 
needed to determine these benefits or the benefits payable for related services. 
 

I accept and understand the payment/billing policies as outlined above. 
Signed (Patient or Guardian) _____________________________________________________   Date _________________ 
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Dear Patient, 
Please fill out the form below, the best that you can, so that we can obtain information about 
the pharmacy you would like us to use for our electronic prescribing for your medications. 
Thank you.  

 
Pharmacy Name: _______________________________________ 

Street Address/Corner of: ___________________________________ 

City / State: _____________________________________________ 

Phone Number: _____________________ 

 
Referring Eye Doctor Name: __________________________________ 

City / State: ______________________________________________ 

Phone Number: _____________________ 

 
Primary Care Physician Name:      _ 

Practice Name: ___________________________________________ 

City / State: ______________________________________________ 

Phone Number: _____________________ 

 
 

Staff Only:  
Patient Account #: __________________   Tech. Initials when completed:    

         PCP not in system 

         Referring Dr. not in system 

         PCP/Ref. Dr. Entered by _________ 

Patient Name:        Date:  
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ACKNOWLEDGMENT OF RECEIPT OF THE 
NOTICE OF PRIVACY PRACTICES 

 
I understand that as part of my healthcare, Chicago Cornea Consultants, Ltd. originates and 
maintains health records describing my health history, symptoms, examination and test results, 
diagnosis, treatment, billing information and any plans for future care or treatment. I understand that 
this information serves as: 
 

• A basis for planning my care and treatment, 
• A means of communication among the many health professionals who contribute to my 

care, 
• A source of information for applying my diagnosis and surgical information to my bill, 
• A means by which a third party payer can verify that services billed were actually provided, 
• A tool for routine health care operations such as assessing quality and reviewing the 

competence of healthcare professionals, and 
• A means by which payment for services can be made. 

 
I acknowledge that Chicago Cornea Consultants, Ltd. has provided me with a copy of its 
NOTICE OF PRIVACY PRACTICES (“NOTICE”) that provides a more complete description of 
information uses and disclosures. 
 
I understand that for convenience or necessity I would like my health information available to the 
following friends or family members: 
 
 
________________________   ________________________ 
 
________________________   ________________________ 
 
 
 
________________________   ___________ 
Patient Signature     Date 






