WELCOME TO OUR OFFICE
Michael R. Politzer, O.D. F.A.A.O., F.C.O.V.D.
Neuro-Optometric Physician
Insurance Card(s) must be presented at time of service for benefits to be assigned. 

Last Name _____________________________ First Name ________________ M.I.____

Preferred Name ______________________ Gender:  M  F   Single______ Married______

Social Security # _______________________  Date of Birth ____________Age_______

Address _________________________________________________________________

City _____________________________ State____________________ Zip___________

Home Phone # ___________________________ Work # _________________________

Additional Phone # _______________________ Email Address ____________________

Emergency Contact _____________________________Phone#_____________________

Employer_____________________________ Occupation _________________________

How did you hear about our office?____________________________________________

Insurance Information 
Medical Insurance Company_________________________________________________

Vision Insurance Company __________________________________________________

Responsible Party for Payment

Last Name __________________________ First Name _________________ M.I.______

Social Security # ____________________________ Date of Birth ___________________

Address _________________________________________________________________
	
City _____________________________ State____________________ Zip___________

Home #______________________________ Work #_____________________________

Employer_______________________________ Occupation _______________________

Due to the Privacy Act, I hereby give permission (unless initialed “NO”) for Dr. Michael Politzer and staff to leave a voice mail or recorded message (NO___), send postcards (NO___), speak with spouse or family member concerning appointment (NO___), medical condition (NO___), or billing inquiries (NO___).
Michael R. Politzer, O.D. F.A.A.O., F.C.O.V.D.
[bookmark: _GoBack]Neuro-Optometric Physician
 
Authorization for Optometric Services and Assignment of Insurance Benefits 

I hereby authorize Dr. Michael Politzer to examine, diagnose, treat, and manage my eye health and visual conditions as necessary. I hereby assign all health insurance benefits to Dr. Politzer for services rendered. This assignment includes benefit programs of which I am a beneficiary. I authorize the release of all information from all sources necessary to secure payment for service rendered. The benefits/funding outlined above have been explained to me. I am aware and understand that this does not guarantee services will be reimbursed as outlined. I understand that I am responsible for payment of charges not covered by my insurance or applied to my deductible/ co-insurance and co-payments. Any returned checks will be charged a $30.00 fee, and a 30% restocking fee will be applied to any eyeglasses, contact lenses, and/or non-prescriptive low vision aids that are ordered then cancelled by the patient. 

______________________________________________________________________
Patient or Responsible Party Signature				Date 

Parental/Guardian Authorization for Treatment of a Minor 

Mother’s Name__________________________________________________________

Father’s Name___________________________________________________________

Legal Guardian’s Name____________________________________________________

I am the parent/legal guardian of _____________________________________ and have the power to authorize Dr. Politzer to examine, diagnose, treat, and manage the eye health and visual conditions of my child as deemed necessary. I have also read the above paragraphs “Authorization for Optometric Services and Assignment of Insurance Benefits” and agree to the terms listed therein. 

__________________________________________________________________
Parent/Guardian Signature 					Date 

Disclosure of Health Information and Release of Medical Records

I hereby authorize the release and use of my or my child’s health information, medical, and/or billing records to the physicians, hospital, clinics, third party payors, teachers, special educators, or others as I may direct. These records include but are not limited to examinations and progress notes, fundus photographs, retinal angiograms, ultrasonography, reports, visual field charts, and all other medical and financial information pertinent to my previous health care. It is customary for our practice to send a summary report of examination findings to the patient’s referral source if applicable. 

__________________________________________________________________ Patient/Responsible Party Signature 				Date



Michael R. Politzer, O.D. F.A.A.O., F.C.O.V.D.
Neuro-Optometric Physician



Medicare/ Medicaid Authorization 



I request that payment of authorized Medicare benefits be made on my behalf to Dr. Michael Politzer for services furnished to me by Dr. Politzer. I authorize any holder of medical information about me be released to the Division of Medicare and Medicaid Services and its agents any information needed to determine those benefits payable for related services. I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim. If other health insurance is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency shown. In Medicare assigned cases, Dr. Politzer agrees to accept the charge determination of the Medicare carrier as the full charge. Non-covered services, coinsurance and deductible charges are based upon the determination of the Medicare carrier. 



** Medicare does not cover eyeglasses and contact lenses unless cataract surgery has been previously performed. One pair per lifetime with intraocular implant. Medicare does not cover low vision aids, special eyewear or sunglasses. 




___________________________________________________________________
Beneficiary Signature 						Date 













Michael R. Politzer, O.D., F.A.A.O., F.C.O.V.D.
Neuro-Optometric Physician 

Insurance Billing, Testing, and Authorizations
Many of the charges for your examination visit, except unmet deductibles, co-insurance and co-payments, will be covered by the primary and any secondary insurance policies that you may have.
There are also tests and procedures that are not covered and will be your responsibility for payment. These tests may include contact lens testing, contact lens follow up care, corneal topography, visual fields, perceptual motor testing, refraction (prescription determination), visual skills testing and various other tests related to your specific eye disease(s) or illness.  Additionally, most medical insurance policies do not cover vision rehabilitation therapy sessions, contact lenses, special glasses and/or low vision aids prescribed as part of your treatment plan. 

Please be aware that all special glasses and low vision aids are custom designed for your specific visual condition(s) and are therefore non-refundable.

If your insurance policy(s) do not cover these additional tests, vision rehabilitation therapy, special glasses or low vision aids, you agree to be responsible for payment.  Payments for all services that are not covered by your insurance policy are due the day of your examination visit. 

I acknowledge full responsibility of all services provided for me and agree to pay all expenses, including collection and attorney fees, necessary to collect the balance. I also agree to promptly notify the office of any medical insurance carrier changes or coverage changes. Failure to do so may result in direct billing.

PCP Approval: Any patient who requires a primary care provider referral is responsible for obtaining his/her own referral authorization. Failure to do so will result in direct billing or rescheduling the appointment.


_________________________		    ____________________________
Patient Name  (Printed) 				    Date 


__________________________              _____________________________
Patient Signature                                       Authorized Provider Representative


______________________________________________________
Medical Insurance Carrier                    


Michael R. Politzer, O.D. F.A.A.O., F.C.O.V.D.
Neuro-Optometric Physician

Consent For Use Or Disclosures Of Health Information

Our Privacy Pledge
We are very concerned with protecting your privacy.  While the law requires us to give you this disclosure, please understand that we have, and always will, respect the privacy of your health information.
	There are several circumstances in which we may have to use or disclose your health care information.
              We may have to disclose your health information to another health care provider or a            hospital if it is necessary to refer you to them for the diagnosis, assessment, or treatment of your health condition.
	We may have to disclose your health information and billing records to another party if they are potentially responsible for the payment of your services.
	We may need to use your health information within our practice for quality control or other operational purposes.
 We have a more complete notice that provides a detailed description of how your health 
information may be used or disclosed.  You have the right to review that notice before you sign this consent form (§ 164.520).  We reserve the right to change our privacy practices as described in that notice.  If we make a change to our privacy practices, we will notify you in writing when you come in for treatment or by mail.  Please feel free to call us at any time for a copy of our privacy notices.

Your Right To Limit Uses or Disclosures

	You have the right to request that we do not disclose your health information to specific individuals, companies, or organizations.  If you would like to place any restrictions on the use or disclosure of your health information, please let us know in writing.  We are not required to agree to your restrictions.  However, if we agree with your restrictions, the restriction is binding on us.

Your Right To Revoke Your Authorization

	You may revoke your consent to us at any time; however, your revocation must be in writing.  We will not be able to honor your revocation request if we have already released your health information before we receive your request to revoke your authorization.  If you were required to give your authorization as a condition of obtaining insurance, the insurance company may have a right to your health information if they decide to contest any of your claims.
	I have read your consent policy and agree to its terms.  I am also acknowledging that I have received a copy of this notice.

______________________________________________________________________________
Patient Name   (Printed)					Date

______________________________________________________________________________
Patient Signature					Authorized Provider Representative

______________________________________________________________________________
Personal Representative   (Printed)			Personal Representative Signature


                                        
[image: C:\Documents and Settings\Kersey\Desktop\Politzer\My Documents\Politzer Envelope-2[1].JPG]
MEDICAL HISTORY

PATIENT NAME:_______________________________________D.O.B.________________

Who is your primary care Physician?_____________________________________________
Physician’s Address:__________________________________________________________
City________________________State__________________Zip_______________________
Phone:________________________


Previous Eye Care Provider____________________________________________________
Address___________________________________________________________________
City________________________State__________________Zip______________________
Phone:_________________________


Medical Illnesses (Please circle all conditions you currently have, or have had, in the past):

Diabetes 					Blood Disorder
Kidney Disease 				Lung Disease
Neurological Disease 			            Cancer ,Type: __________
Vascular Disease				Stomach Problems
High Blood Pressure 			            Asthma/Emphysema/COPD
Liver Disease 				            Prostate Disease
Thyroid Disease				Paralysis/Stroke/CVA
Heart Disease /TIA				Bleeding Problems
Arthritis					Osteoarthritis 	
Rheumatoid Arthritis 				Psychiatric Problems

For what conditions are you currently receiving treatment? ___________________________________________________________________________
___________________________________________________________________________

List all previous surgeries:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________






Medical History Page 2

PATIENT NAME:_______________________________________D.O.B.________________

FAMILY HISTORY

Do you or any blood relatives have any of the following conditions? 
(Please indicate relationship)

Cataracts___________________________________________________________________
Macular Degeneration_________________________________________________________
Glaucoma__________________________________________________________________
Retinal Detachment__________________________________________________________
Diabetes___________________________________________________________________



OCULAR HISTORY

Do you currently have any of the following eye conditions? (Circle all that apply)

Loss of Vision		            Itching					Glaucoma
Blurred Vision		            Burning				Cataract	
Distorted Vision		Excess Tearing/Watering		Retinal Disease
Loss of Side Vision	            Glare/Light Sensitivity		Eye Infection
Double Vision		            Eye Pain/Soreness			Crossed/Wandering Eyes
Dryness			Sties or Chalazion			Amblyopia (Lazy Eye)
Drainage or Discharge	Flashes				Drooping Eye Lid
Redness			Floaters				History of Eye Trauma
Sandy or Gritty Feeling	Tired Eyes				History of Eye Surgery
Headaches

Please describe prior eye surgeries or injuries: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________






Medical History Page 3 

Patient Name____________________________________________D.O.B_______________

Please list all of your medications including prescribed medication, prescribed
eye drops, over-the-counter medication such as aspirin, and alternative
medications such as vitamins, herbals, and supplements.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies (medication, food, other)

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Michael R. Politzer, O.D., F.A.A.O, F.C.0.V.D.
7003 Chadwick Drive

Bristol Building One, Suite 120

Brentwood, TN 37027




