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ROTHCHILD &Y€ INSTITUTE

PLEASE COMPLETE ALL PAGES (PLEASE PRINT)

Pattent Name:

Address: Include City, State and Zip Code

Home Phone No. Date of Birth Age: Sex:
QMale ([ Female
Social Security Number: Driver's License No.:
Patient Employer: Employer's Phone Number:
Employer’s Address:
Referring Doctor: insurance Name:
Marital Status: Who referred you to this office?
Q Married [ Single O Divorced U Widowed

e oA EDhay S DAl an
. How will you be paying today? Q Cash U Check A () Credit Card

VSURARD

1nue: Last Name: First Name:
Address: Include City, State and Zip Code Date of Birth:
Phone No.: Social Security No.:
Responsible Party Employer: Driver's License No.:
Employer Phone No.;

Responsible Par Last Name: ' First Name:
Address: Inciude City, State and Zip Code Date of Birth:

Phone No.: Social Security No.
Responsible Party Employer:

Employer's Phone No.: Driver's License No.:

R

~ AUTHORIZATION: | hereby authorize the physician indicated above to furnish to Insurance Carriers concering this illness, -
and hereby irrevocably assign to the Dactor all payment for medical services rendered. | understand that | am financially
responsibie for all charges whether or not covered by insurance and any collection fees that may be incurred.

Patient, Pdrent or Guardian Signature Date



Eye History Information

Do you now have or have you ever had any of the following?.Check yes or no. If yes, éircle which
eye was affected and for approximately how long.

Glaucoma Yes(_ ) No( ) RightEye Left Iéyc; Both Eyes

Detached Retina Yes(_ ) No( ) RightEye LeftEye BothEyes ‘
Blindness Yes{ ) No( ) RightEye LeftEye BothEyes

Cataracts Yes(__) No(_) RightEye LeftEye BothEyes

Floaters Yes{ ) No( ) RightEye LeftEye BothEyes

Light Flashes Yes(_) No( ) RightEye LeftEye BothEyes

Eye Pain Yes( ) No( ) RightEye Left Eye Both Eyés

Partial Vision Yes(_) No( ) RightEye LeftEye Both Eyes

Bl:urred or

Decreased Vision Yes( ) No( ) RightEye LeftEye BothEyes

Have you had previous eye surgery? Yes(_) No(_)

If yes, give type of surgery, which eye, and date.

Please state reason for coming to see us. Give date problem started.

Has anyone in your family had:
Relationship

Glaucoma Yes(_) No( )

Detached Retina Yes(_) No( )
Cataracts Yes(_) No(_)




Medical History

Do you, or have you ever had any of the following? Check yes or no. If yes, please state
approximately how long.

Heart Trouble Yes(_) No( )
Diabetes Yes(_ ) No( )
High Blood Pressure  Yes{_ ) No(__j
Lung Discase Yes(_ ) No( )
Bieeding Problems Yes(_) No( )
Arthritis Yes(_ ) No( )
Cancer Yes(_) No( )
Thyroid ' Yes{_} No( )
Hepatitis Yes(_ ) WNo(_ )
HIV/AIDS Yes(_ ) No( )

Please list all other medical problems:

Please list all medications you are presently taking, and for how long:

Medication How long?

List any medications you are allergic to:

List all previous surgeries and the date : (Do not list previous eye surgery here.)

Thank you for your cooperation!
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Patient's Name:

Rothchild Eye Institute
16244 S, Military Trail
Suite #690

Delray Beach, FL 33484
Medicare # (HICN):

Apvance Benericiary Notice (ABN)

NOTE: You need to make a choice about receiving these health care items or services.

‘We expect that Medicare will not pay for the item(s) or service(s) that are described below.
Medicare does not pay for all of your health care costs. Medicare only pays for covered items

and services when

edicare rulés are met. The fact that Medicare may not pay for a particutar

item or service does not mean that you should not receive it. There may be a good reason your
doctor recommended it. Right now, in your case, Medicare probably will not pay for—

[ Ttems or Services:

Refraction (922015)

Because:

Not A Covered Service

The purpose of this form is to help you make an informed choice about whether or not you
want to receive these items or services, knowing that ¥‘ou might have to pay for them yourself.

Before you make a decision about your options, you s
e Ask'us to explain, if you don't understand wh

rould read this entire notice carefully.
: . Y Medicare robablal won't pay.

Ask us how much these items or services will cost you Lstimate Cost: $ 49,00 )
in case you have to pay for them yourself or through other insurance.

PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE YOUR CHOICE.

[] Option 1. YES. 1want to receive these items or services.

| understand that Medicare will not decide whether to pay unless | receive these items

or services. Please submit my claim to Medicare. | undérstand that you may bill me for
items or services and that | may have to pay the bill while Medicare is making its decision.
If Medicare does pay, you will refund to me any paYments | made to you that are due to me.
If Medicare denies payment, | agree to be personally and fully res onsible for payment.
That is, | will ?ay personally, either out of pocket or through any other insurance hat | have.

| understand | can appeal Medicare's decision.

[] Option 2. NO. 1 have decided not to receive these items or services.
| will ot receive these items or services. | understand that you will not be able to submit a
claim to Medicare and that | will not be able to appeal your opinion that Medicare won't pay.

Date Signature of patient or person acting on patient’s behalf

NOTE: Your health information will be kept confidential. Any information that we collect about you on this
form will be ke[ft confidential in our offices. If a claim is submitted to Medicare, your health information on this form
may be shared with Medicare. Your health information which Medicare sees will be kept confidential by Medicare.

OMB Approval No. 0938-0566  Form No, CMS-R-131-G  (June 2002)
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