Family History (Parents, Grandparents, Siblings, Children)


Place a mark on “YES” or “NO” to indicate if anyone in your family has the following:




YES
NO



Relationship to you

Blindness


[ ]
[ ]










Cataracts


[ ]
[ ]










Glaucoma


[ ]
[ ]









Macular Degeneration
[ ]
[ ]










Diabetes


[ ] 
[ ]










Heart Disease


[ ]
[ ]









High Blood Pressure 

[ ]
[ ]










Other














Social History


YES
NO



YES
NO

Do you drive?


[ ]
[ ]
Tobacco Use?

[ ]
[ ]
Amount/how long?




Computer Work?

[ ]
[ ]
Alcohol Use?

[ ]
[ ]
Amount/how long?



Interested in Contacts?
[ ]
[ ]
Illegal Drug Use?
[ ]
[ ]
Type/Amt./how long?



Medical Insurance

Policy Holder:


                       Policy Holder DOB:

            Relationship to Patient:
   


Insurance Company:







Group #:






Policy# or Social Security#:






Employer:





Are you a full time student?
         [ ] YES
[ ] NO

I certify that I, and/or dependent(s), have insurance coverage with the company above and assign directly to Littlefield Eye Associates, LLC all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. In addition, I understand that it is my responsibility to know and understand my insurance benefits. I authorize Littlefield Eye Associates, LLC to release information regarding my medical care to my insurance company and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.
Littlefield Eye Associates, LLC will file insurance claims with only those companies that we have contracted with, the majority of these companies are listed below. If you carry your own insurance through an alternate company, we ask that you pay for services and materials in advance and then submit the charges for reimbursement. 
*Blue Cross Blue Shield
*United Health Care

*Coventry/Advantra

*Medicare

*Vision Service Plan(VSP)
*Superior Vision        *Eye Med/Surency      *Cigna (medical only)      *Humana (vision only)

Billing Policies


Patients are required to pay in full for services rendered at the conclusion of the visit. This would include co-pays, procedures not covered by insurance, any material s (glasses, lenses, or contact lenses), and/or other unpaid balances. 

Signature:







Date:





Signature:







Date:






