New Patient Paperwork
Please complete the following form in its entirety. You may contact the office with any questions. If you
are a parent or guardian, please be sure to write in the patient’s information but sign your own name.

Contact Info
Authorization of Disclosures
Patient Name:

DOB:

Address:

Marital Status (circle one):
Single

Married

Divorced

Widowed

E-mail:

□
Text □

Primary Phone:

Okay to Text

Secondary Phone:

Okay to

□
Leave detailed messages □
Leave detailed messages

Family Release
I hereby authorize Wallingford Eye Care to communicate my health care to the following family
members/personal representatives (PR):
Name of family member or PR:

Medical diagnosis/
Treatment

Billing/ Insurance
records

□
□
□

□
□
□
□

I do not authorize Wallingford Eye Care Center to communicate with
any family members or personal representatives on my behalf.

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of protected
health information (PHI). The individual is also provided the right to request confidential communication or that a
communication of PHI be made by an alternative means; such as sending correspondence to the individual’s office instead
of the individual’s home. The privacy rule generally requires healthcare providers to take reasonable steps to limit use or
disclosure of any requests for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not
apply to uses or disclosures made pursuant to an authorization requested by the individual. Healthcare entities must keep
records of PHI disclosures within your records, if completed properly, will constitute an adequate record.
Note: Uses and disclosures for TPO may be permitted without prior consent in an emergency.
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Insurance Information
Vision Insurance Co.:
Insurance ID Number:

Group #:

Subscriber Name:

DOB:

Relationship to Patient:

Medical Insurance Co.:
Insurance ID Number:

Group #:

Subscriber Name:

DOB:

Relationship to Patient:

Secondary Medical Insurance Co. (if applicable): ______________________________
Insurance ID Number:

Group #:

Subscriber Name:

DOB:

Relationship to Patient:
Agreement & Release:
I certify that I, and/or my dependent(s) have insurance coverage with the above stated company(s). And
assign directly to Wallingford Eye Care Center all insurance benefits otherwise payable to me for services
rendered. I understand that I am financially responsible for all charges whether or not paid by
insurance; I authorize the use of my signature on all insurance submissions. Wallingford Eye Care Center
may use my health care information and may disclose such information to the above-named insurance
company(s) and their agents for the purpose of obtaining payment for services and determining insurance
benefits for the benefit payable for related services.
Collections Notice:
If at any point your account balance becomes past due over 90 days, it will accrue a $1.00 late fee every
30 days thereafter in addition to a non-negotiable $45.00 fee for our services. If this balance continues to
be unpaid, your account will be sent to an outside collection agency in an attempt to collect the outstanding
debt. Signing below confirms that you have read and understand this notice.

Patient Signature: ___________________________________
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Date: ______/_______/______

Notice of Privacy Policies & Consent (HIPAA)
In the course of providing service to you, we create, receive and store health information that
identifies you. It is often necessary to use and disclose this information in order to treat you, obtain
payment for our services and to conduct health care operations involving our office.
The Notice of Privacy Practices you have been given describes the uses and disclosures in detail.
You are free to refer to this notice at any time before you sign this form. As described in our Notice
of Privacy Practices, the use and disclosure of your health information for treatment purposes not
only includes care and services provided here, but also disclosures of your health information as may
be necessary or appropriate for you to receive follow up care from another health care professional.
Similarly, the use and disclosure of your health information for purposes of payment includes (1) our
submissions of your health information to a billing agent or vendor for processing claims or obtaining
payment; (2) our submission of claims to third-party payers or insurers for claims review,
determination of benefits and payment; (3) our submission of your health information to auditors hired
by third-party payers and insurers; and (4) other aspects of payments described in our Notice of
Privacy Practices. Our Notice of Privacy Practices will be updated whenever our privacy practices
change. You can get an updated copy here at the office.
When you sign this consent document, you signify that you agree that we can and will use and
disclose your health information to treat you, obtain payment for our services, and to preform
healthcare operations. You also signify that you have received a copy of our Notice of Privacy
Practices.
You have the right to ask us to restrict the uses or disclosures made for purposes of treatment,
payment or healthcare operations but as described in our Notice of Privacy Practices, we are not
obligated to agree to these suggested restrictions. If we do agree, however, the restrictions are
binding on us. Our Notice of Privacy Practices describes how to ask for a restriction.
I have read this document and understand it. I consent to the use and disclosure of my health
information for purposes of treatment, payment, and healthcare operations. I acknowledge
that I have received the Notice of Privacy Practices from Wallingford Eye Care Center.

Patient Signature: __________________________________ Date: ______/______/________

If signing as a personal representative of the patient, describe the relationship to the patient and
the source of authority to sign this form:
__________________________ ________________________ _______________________
Relationship to Patient
Print Name
Source of Authority

821 NORTH MAIN STREET EXT. ● WALLINGFORD, CT 06492-2464
TEL: 203.265.5152 ● FAX: 203.265.1562
www.wallingfordeyecare.com
DR. JOHN N. SIENKO ● DR. KEN ELDER ● DR. JANINE ALBANESE ● DR. AUDREY FUNG
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Lifestyle Questionnaire

Today’s Date: _______________

Patient Name: _______________________________

1. Occupation: ___________________________
2. Screen use per day (computer, smartphone, tablet):
< 2hrs

2-6 hrs >6hrs

3. Hobbies/Activities (circle all that apply):
Golf

Hiking

Painting

Running

Shooting/Hunting

Yard work

Tennis

Fishing

Travel

Football

Motorcycle

Swimming

Soccer

Biking

Reading

Baseball

Woodworking

Volleyball

Music

Skiing

Crafting

Basketball

Video Gaming

Racquetball

Other:

4. How many pairs of eyeglasses do you currently own? ________________
5. Are you interested in wearing contact lenses? ______________________
6. Have you had any issues with your vision while driving? ______________
___________________________________________________________
7. Please list any trouble with past eyeglasses: _______________________
___________________________________________________________
8. What is important to you regarding your eyeglasses? (Circle all that apply)
Comfort

Updating your look

Latest lens technology

Back up pair

Optimized Vision

Eyewear Wardrobe (work, evening, suns)

Thin Lenses

Glare Reduction

Melanoma Prevention

Topography
Patient Name: _______________________________

It is our foremost responsibility as your eye care professional to monitor your ocular health as a
contact lens wearer, or a patient who has had Lasik performed. In order for us to do this
successfully, a corneal topography is required and performed in addition to your yearly eye
examination. Unfortunately, your insurance company will not cover this charge.
This examination is an evaluation of your contact lenses and/or the contact lenses you will be
fitted for. During this portion of the exam, state of the art technology is used to perform
microscopic studies to evaluate the fit and condition of the lenses as well as your cornea,
conjunctiva, tear film, and eyelids.
Corneal Topography will be performed yearly on all of our contact lens and Lasik patients.
The charge is $59.00. This valuable examination measures the shape and health of your cornea
for maximum fit and comfort while wearing contact lenses. In order to ensure maximum ocular
health, contact lens prescriptions cannot be finalized or released without this evaluation being
performed.
*If you are interested, or if the doctor feels you need to be re-fit into another type of
contact lens, a re-fitting fee will apply. Re-fitting fees vary depending in the complexity of
the individual case. Please consult our staff or your attending doctor.
We are proud to offer you the highest level of technology here at Wallingford Eye Care Center.
If you have any questions or concerns regarding these mandatory procedures, please feel free
to contact the office @ (203) 265-5152.

Patient or Guardian Signature

Today’s Date
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