New Patient Registration


Patient Name____________________________      Date of Birth ______________.  SS#__________________


Disclosures to Family Members and Friends
Under HIPAA legislation, you as our patient, are the only person to whom we can release information related to your services or account (with the exception of any ordering physician or designated insurance company).
Do you wish to authorize Eye Max Inc to make disclosure of personal information to family or friends as may be needed for treatment or payment? Only information necessary and relevant to current treatment will be disclosed. This authorization will remain in effect unless revoked.
Please note that records needed by another physician office are subject to a record release form, unless indicated on this form. Eye Max Inc will not be responsible for records or information released outside of this facility.

Individuals Authorized to Receive Information

Name__________________________Relationship________________________

Name__________________________Relationship________________________

Name__________________________Relationship________________________


If for any reason you need to change the names listed above please complete a new form to insure accurate release of private healthcare information.

[bookmark: _Hlk129701594]Payment Policy: I hereby assign all medical benefits, to include all major medical benefits to which I am entitled, including Medicare, private insurance and any others health plan to EyeMax, Inc.  I hereby authorize EyeMax to release all information necessary to secure the payment.  If my insurance has not reimbursed EyeMax within 60 days, I may be billed for any service or product that I have received. I certify that my responses on this form are accurate to the best of my knowledge.  I certify that I understand cancelations on eyeglasses or contact lenses are not permitted as all eyeglasses and contact lens are custom crafted for each patient with their unique prescription.  I certify that I understand there are no refunds or exchanges and that all sales are final.  And there is no warranty on any products unless cover under manufacture warranty or office warranty program.  

Notice of Privacy Practices
Our Notice of Privacy Practices provides information about how we may use and disclose protected health information (PHI) about you. As provided in our notice, the terms of our notice may change. If we revise our notice, you may obtain a revised copy.

I have received a copy of Eye Max Inc’s Notice of Privacy Practices. I have had an opportunity to read the Notice of Privacy Practices. I understand that I may ask questions if I do not understand any information contained in the Notice of Privacy Practices.

Consent to Call, Email & Text    I understand and agree that EyeMax, Inc.  may contact me using automated calls, emails, and/or text messaging. These communications may notify me of appointment reminders, preventative care, test results, treatment recommendations, outstanding balances, or any other communications from EyeMax. I understand that I may opt out of receiving such communications by informing my provider’s front desk staff. 

This consent and authorization will remain fully effective until it is revoked in writing. You have the right at any time to discontinue services. I certify that I have read and understand the above statements. 

Patient or Legal Guardian Signature__________________________ Date ______________




