Lakcwag E.HC Fl‘nysicians and Surgcons, F.A.
Corina A. 5tanccy, MD

1007 RR 620 South, Suite 100

Lakeway, TX 78734
512-402-9919

FPATIENT REGISTRATION FORM

Namc Soc .Scc #

[ -mail Address:

Do you Prc{:cr to be contacted for aPPointmcnt confirmations by e-maill] or leonc -2

Address
Street City State ZiP

Phone ( ) DateofBirth /  / Agc
Sex: M T Marital Statuss S M D W
Emplogcr

Name Citg State Z_iP
Wor‘( Fl‘IOI‘\C Occupation
Frimarg Care thsician OPtomctrist

Referral Source: _Frimarg Care thsician _OPtomctn'st ____r:amily member/["riend
___NcwsPaPcrAd ___Dircct Mail ___Magazinc __Fhonc book _lntcmct ___]nsurancc Co.

Primary |nsurance Carrier
Y

Subscriber's Name Subscribers Date of Birth

Subscribers Soc Sec # Relationship to Patient
Secondary [nsurance Carrier

Subscribers Name Subscribers Date of Birth

Subscribers Soc Sec # Relationship to Patient

(Guarantor (The Person Kcsponsiblc for Faymcnt ~Jf Not the Patient)

Address
(Guarantor Date of Birth Guarantor's Soc Sec #

=Al L PAYMENTS AND CO-FAYMENTS ARE EXFECTED AT TIME OF
SERVICT ™



INSURANCE BENEFITS:

Lakcwag Egc thsicians and 5urgcon5 will file claims with your insurance carrier as a courtesy to you.
UItimatelg, the contract exists between you and your insurance carrier. We will attempt to vcrifg benefits
and coverage Prior to your visit, however, there is no guarantee that payment will be made for services

rendered. |f you need a consent or referral from your Frimarg Care thsician, it is your rcsPonsibilitg to

obtain one.

ontact | ens fittings and lenses are not included in the cost of a complete eye exam. Most insurance
s P Y

comPanics will not cover the cost of contact lcittings. You may be rcsPonsiblc for this service.

l understand that ] am Fu”g rcsPonsiblc for any and all cl—vargcs incurred. ] further understand that all
payments and co-payments are cxPcctcd at time of service. A Pl—aotocopg of this assignment is to be
considered as valid as the original. l hcrcbg authorize and direct my insurance carricr(s), Mcdicarc, Privatc
insurance, and any other health/medical Plan, to issue payment check(s) to Lakcwag E_yc thsicians and
SUI‘gCOﬂS for medical services rendered to mgschc or my minor children rcgarc”css of my insurance benefits,
if any. ] understand that l am rcsPonsiblc for any amount not covered bg insurance. ]F l need a consent or
referral from my Frimarg Care H‘lgsician, and have not obtained one, | understand | am Financia”g
rcsPonsible for chargcs incurred. | understand that if my account is dc|inc1ucnt and is turned over to a
collection agency, [ will be rcsPonsible for all collection costs. ngou choose to pay bg check and your check
is dishonored, you agree to pay a processing fee of $30, or any l’)ighcr amount allowed by law, and we may
clcctronica”g debit or draft your account for this fee. Also, if your check is returned for insufficient or

unco”cctec] Funds 3OUF Cl”ICCl( mag bC elcctronica”y rC—PFCSCﬂth FOT Pagmcnt.

Cancellation Policy: Please understand that missed aPPointmcnts or cancellations with less than 24 hours

notice will be subjcct toa $50 cancellation fee.

| lﬂcrcbg authorize Lakcway Eyc thsicians and Surgcons to: 1) release any information necessary to
insurance carriers rcgarding my treatments 2) process insurance claims gcncratcd in the course of
examination and 3) allow a Photocopg of my signature to be used to process insurance claims. | his order

will remain in effect until revoked bg me in writing.

SIGNATURE: DATE:




R FPATIENT MEDICAL HISTORY & Date:

Name: Date of Birth:

Are you ALLERGIC to any medications (Dcscribc)’? Y N

Are you currcntlg taking ANY medications (Describe)? Y N

Are you currcntlg taking any EYE medications (Dcscribc)? Y N

Do you wcarg|asscs? Y N Do you wear contact lenses? Y N |:| soft E] hard
Do you have any historg of eye disease (Describe)? Y N

Have you ever had an eye irjury or eye surgery? (Describe & include ycar) Y N

Do you have or have you had any of the Fo"owing conditions or Problcms? (FLF_ASE_ CIRCLE)

o onstitutional: wcight |oss/gain, Fatiguc, etc. e (Gastrointestinal: heartburn, ulcer

L] Ear/Nosc/Tl'lroat: hcaring loss, sinus ° lntcgumcntarg: rashcs, rosacea, breast
Problcms Problcms, I'rcaling Problcms/‘(doid formation

e ( ardiovascular: high blood pressure, heart e Musculoskeletal: arthritis, |uPus, gout,
Problcms, heart attacks, Paccmakcr osteoporosis

e [ ndocrine: diabctcs, thgroid Problcms, . Ncurological: hcadachcs, stroke, multiplc
Graves disease sc|crosis, Para|35is

° Hcmatolozic/l_qmphatic: HIV+, AIDS, ° | sgchiatric: c]cPrcssion, anxiety,
hcpatitis, higl’\ cholesterol claustrophobia

° Rcsgiratorg: asthma, cmphgscma, bronchitis, ° A”crgic/lmmunoloe;ic: seasonal a”crgics, hay
tuberculosis fever

Have you ever had any head irjurics? (Describe & include ycar) Y N

Have you ever had surgery not inclucling eyes? (Describe & include 3car) Y'N

Do you have any FAMILY H]STORY of the Fo"owing? If so, Plcasc list rc|atior\sl1ip (motlﬁcr, granc”:at}'lcr, etc.)
N blindncssz Y N Canccr:

N Cataracts: Y N Diabetes:

N Diabctic Kctinopathy Y N Heart Disease:

N Glaucoma: NN HighBlood Frcssurc:

N Macuiarchcncration: Y N Strokc:

< < < <<=

N Rctinal Dctachmcnt: Y N Otl‘ncr(cxplain):

Do you smoke? Y N Amount per dag for how many years?
Do you drink alcohol? I:Inonc ] rarcly 5 socia”y I dailg: drinks per day:

Physician’s Signature: Date:




