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Welcome to our practice!

This letter will familiarize you with our office procedures and make your first appointment an enjoyable and worthwhile one.

The First Appointment

The first appointment usually takes from 45 to 90 minutes depending on which tests are needed (subsequent visits tend to be much shorter).   

We usually dilate the pupils on the first visit, thus it is usually best to bring someone to drive you home.

Please bring a list of your medications, current insurance cards, photo identification, medical history (forms enclosed) and any records from another treating physician, which may help us in your treatment.  Bringing the forms with you to your appointment will help us shorten your wait time.

Referrals and Co-pays

IF your insurance (usually an HMO type) requires a referral from your primary care physician – a current written referral or authorization number must be in our office prior to your visit. Obtaining this authorization is the responsibility of the patient.   If we have not received your authorization, your appointment will be rescheduled.  

Any required co-pay or unmet deductible will be collected at the time of your appointment.  We accept cash, checks, Visa, Mastercard, American Express, and Discover. We also participate with Care Credit.
Attention:  Legal guardian/parents:

If you have power of attorney over someone please bring a copy for the patient’s records.  If someone other than the parent is bringing a child, the enclosed form will need to be filled out.

Thank you for your confidence in us.
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                                                                  PATIENT HISTORY RECORD

Have you ever been treated for any medical conditions (e.g., diabetes, high blood pressure, heart disease, etc.)?

Yes ____   No ____
If yes, please explain _____________________________________________________                                                                                                   
Have you ever had any eye disease (e.g., glaucoma, cataract, etc.)?

Yes ____   No ____
If yes, please explain______________________________________________________                                                                                                    
Have you ever had ANY surgery?

Yes ____   No ____
If yes, please explain ______________________________________________________                                                                                                    
Do you take any medications?

Yes ____   No ____
If yes, please list them on the accompanying medication sheet.

Do you have any drug allergies?


Yes ____   No ____
If yes, please explain ______________________________________________________                                                                                                    

REVIEW OF SYSTEMS

Do you have any of the following problems:

Yes          No-If yes, please explain:

Tuberculosis (active or inactive)


​​   
    ____
        ____________________

Immunodeficient disease 



    ____
        ____________________

Hepatitis (any form)


                              ____
        ____________________

Heart problems (e.g., chest pain, irregular heart beat)  

 ____
   ____________________                                                  

Respiratory problems (e.g., shortness of breath, wheezing)   ____
   ____________________                                                  

Gastrointestinal problems (e.g., heartburn, abdominal pain)  ____
   ____________________                                                  

Urinary problems (e.g. pain, blood in urine                           ____
   ____________________                                                  

Ear/nose/throat problems (e.g., hearing loss, sinus disease)   ____
   ____________________                                                  
Musculoskeletal problems (e.g., arthritis)                               ____        ____________________
                                                  
Chronic fever, unexpected weight loss or gain, fatigue)         ____
       ___________________                                                 
Skin problems (e.g., rash, excessive dryness)                          ____
     ___________________                                                 
Neurological problems (e.g., numbness, weakness, headache) ____
     ___________________                                                  
Psychiatric problems (e.g., depression, anxiety)                        ____
     ______________________                                                     
FAMILY AND SOCIAL HISTORY

Do any medical or eye diseases run in your family (e.g., diabetes, high blood pressure, glaucoma, cataract,

coronary artery disease, strabismus, cancer, or macular degeneration)?  

Yes  ____    No  ____  If yes, please explain    ________________________________________________                                                                                                               

Do you smoke?

Yes  ____
No  ____
__________________ packs per day

Do you drink alcohol?

Yes  ____
No  ____
__________________ drinks per day

FAMILY PHYSICIAN ___________________________             ____________________________________

       DATE

 SHAPE  \* MERGEFORMAT 



ACKNOWLEDGMENT: RECEIPT OF NOTICE OF PRIVACY PRACTICES
I have received a copy of Advanced Eyecare Associates Notice of Privacy Practices.  I acknowledge that Advanced Eyecare Associates, the physicians, the technicians, and other Advanced Eyecare Associates staff may use and share my confidential health information with others in order to treat me, in order to arrange for payment of my bill and for issues that concern Advanced Eyecare Associates ’s operations and responsibilities.

Do we have your permission to:


Discuss your medical condition with any family member or

 
trusted friend?






 Yes  No


If yes, whom: ___________________________________ Relationship: ___________

Emergency Contact: ______________________________  Emergency Contact Phone # ___________________
Patient Name (please print): __________________________________

Signature: ___________________________________

Date: _____________________________

Release of Medical Information

ASSIGNMENT OF BENEFITS: I voluntarily direct my insurance company (or Attorney at Law) to pay Advanced Eyecare Associates directly for charges for professional services rendered to me. THIS IS A DIRECT ASSIGNMENT OF BENEFITS UNDER THIS POLICY. I agree that I am responsible for any balance over and above insurance/attorney payment for these services. 

CONSENT TO TREAT: I voluntarily authorize Advanced Eyecare Associates to administer examinations and care as deemed necessary for my condition.

AUTHORIZATION TO RELEASE RECORDS: I voluntarily authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney involved in my case.

______________________________________________     

Patient Name Printed 

______________________________________________        __________________ 

Patient Signature 






               Date

 SHAPE  \* MERGEFORMAT 



***BRING THIS FORM WITH YOU ON THE DAY***
                OF YOUR APPOINTMENT
MEDICATION  ALLERGIES: ____________________________________
	Medication (Prescription and Non-Prescription
	Dosage
	How Many Times A Day
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We are in the process of updating our patient demographics so therefore we need all of our patients to assist us by filling out the below information:

Patient Name: ____________________________________________

Account Number: __________________________________

Email Address: ____________________________________

	Patient’s Address
	

	Patient’s Home Phone Number
	

	Patient’s Cell Number
	

	Patient’s Primary Insurance Company
	Insurance Name
	ID Number

	Is This Insurance Company 
	  An HMO      (
	  A PPO     (

	Patient’s Secondary Insurance Company
	Insurance Name
	ID Number


 SHAPE  \* MERGEFORMAT 



Thank you for choosing Advanced Eyecare Associates.  We strive to provide the best quality of care and advanced technology for our patients.
Cataracts are a usual part of the aging process.  A cataract develops when the normally clear lens inside of the eye get cloudy. Fortunately, cataract surgery is one of the safest and most successful surgeries.  Cataract surgery removes the cloudy lens in your eye (cataract) and replaces it with an implant (intraocular lens).
Your insurance covers the removal of your cataract and a basic implant as a medically necessary procedure. The patient is responsible for their normal copays and deductibles.  The basic implant corrects the blur caused by the cloudy cataract, but most patients still require glasses after the surgery to achieve their best vision.
There are three additional options during cataract surgery that are not covered by any insurance company. Not all patients are candidates for these options and your physician will discuss these options with you during your appointment.

Laser Assisted Cataract Surgery:
· The laser is performed a few minutes prior to cataract surgery.

· The laser is a gentle procedure which precisely softens the cataract prior to surgery and reduces astigmatism.

· This procedure can help improve distance and near vision and makes an already safe procedure safer.

· The laser cost $1,200 per eye.

Astigmatism Correction Implants (Toric):

· Astigmatism is caused by the front of the eye being warped like a football instead of being round like a basketball.

· Astigmatism is very common and blurs vision at all distances.

· Special implants (Toric) can correct much of the distortion caused by astigmatism and these implants can reduce your dependence on distance glasses after surgery.

· Astigmatism implants cost $1,200 per eye.

Extended Range Implants (Multifocal):
· Extended range implants can decrease your dependence on glasses for near, intermediate and distance vision after surgery.

· Extended range implants cost $2,650 per eye.

Locations:









Our Mission Statement

“Our practice will strive to provide exceptional eye care through a
culture of continuous learning with compassion for every patient and
respect for every team member.”


