  JOHN C. BAER, M.D., LLC

  SOUTH PENN EYE CARE

       Patient Registration

Personal Information




     Today’s Date _____/_____/_____

Name ___________________________________________________________________



Last



  First




Middle Initial

Title:      [  ] Mr.      [  ] Mrs.      [  ] Ms.      [  ] Miss       [  ] Dr.       [  ] Rev.       [  ] Master

Name I prefer to be called __________________________

Street Address______________________________________________________________

Mailing Address if different from street address_____________________________________

City, State, Zip______________________________________________________________

Telephone Number (Home)_______________________(Work)________________________

Birthdate _____/_____/_____

          Social Security number ______/_____/______

Please check all that apply:
[  ] Male
[  ] Female

[  ] Married        [  ] Single       [  ] Widowed       [  ] Divorced
    [  ] Separated      [  ] Student

Family Doctor____________________________ Referred by_________________________

Employer________________________________Occupation_________________________

Employer’s Address__________________________________________________________

Is someone in your household a patient here?      Who?______________________________

Name of Spouse_____________________________ Social Security No._____-_____-_____

Employer Name & Address____________________________________________________

Name of Parent if under 18 yrs. ________________________________________________

Parent’s Employer Name & Address_____________________________________________

Emergency Contact Name ____________________Phone____-_______Relationship______

      (Please continue on the other side of this form.)

INSURANCE INFORMATION

Are you on Medicare?     [  ]  Yes       [  ] No
  Medicare Number_____________________

Primary Insurance other than Medicare_________________________________________

Identification Number_______________________  Group Number_____________________

Name of Insured ___________________________ Relationship to Insured______________

Birthdate of Insured _____/_____/_____

Secondary/Supplemental Insurance___________________________________________

Identification Number_______________________ Group Number_____________________

Name of Insured ___________________________ Relationship to Insured______________

Birthdate of Insured _____/_____/_____

Do you have a Vision Care Plan?    [  ] Yes     [  ] No       Do you plan to use it today?_______

Authorization and Release

I hereby authorize the release of any information, including diagnosis and records of treatment, or examination, to third-party payers and/or other health practitioners.  I authorize and request my insurance company to pay any insurance benefits directly to South Penn Eye Care.  I understand that my insurance carrier may pay less than the actual bill for services.  I agree to be financially responsible for payment of all services rendered to me or my dependents.  This includes, but is not limited to, co-insurance, co-payments, deductibles, non-covered services and covered services where an appropriate referral from a family doctor has not been obtained.  I also agree to be financially responsible for the service of refraction (measurement for glasses) if a refraction is performed.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.

_____________________________________

__________________________

Signature of responsible party



Date

