
  
 

Todays Date: ___________________    Reason for Visit: ______________________________________________ 

Patient Name: ____________________________________________________________ Title: □ Mr.     □Mrs.        □  Miss     

Sex:  □ Male   □ Female   

Ethnicity: □ Hispanic or Latino □ Not Hispanic or Latino                                                                           

Race: □ White    □ Black or African American   □ Asian     □ Native Hawaiian or Other Pacific Islander     □ American Indian or Alaska Native       
 
Preferred Language:  □ English  □ Spanish  □ French  □Russian  □Italian       □Other________________ 
 
Date of Birth: _____________________________________________  Social Security Number: ____________________________________ 

Home Phone:  _____________________________________________  Cell Phone:  _____________________________________________ 

Email:  _____________________________________________  Address: __________________________________________________________ 

City: __________________________________________________  State:____________________  Zip:__________________________  

Preferred Communication Preference:     □ Text  □ Phone      Do you have a living will?    □ Yes □ No  

Employer: _____________________________________________ Employer Phone: ___________________________________________ 

Emergency Contact: ________________________________________  Phone: _____________________________________________ 

Insurance Information 

Insurance Carrier: __________________________________________ Member ID: _____________________________________________ 

Subscriber Name: __________________________________________ Subscriber Date of Birth: ____________________________________ 

Financially Responsible Person (If under 18 years of age) 

Name:  _____________________________________________ Birth Date: _____________________________________________ 

Social Security Number: ____________________________________ Address: _____________________________________________ 

 City: _____________________________________________ State:_________________  Zip:_______________________ 

Cell Phone: _____________________________________________ Relationship to Patient: __________________________________ 

Precision Eyes Communication Correspondence 

Consent to Wireless Phone Calls: If at any time I provide a wireless telephone number at which I may be contacted, I consent to receive 
calls or text messages, including but not restricted to communications regarding billing and payment for items and services, unless I notify 
Precision Eyes to the contrary in writing. In this section, calls and text messages include but are not restricted to pre-recorded messages, 
artificial voice messages, automatic telephone dialing devices or other computer assisted technology, or by electronic mail, text messaging 
or by other any form of electronic communication from Precision Eyes, affiliates, contractors, servicers, clinical providers, attorneys or its 
agents including collection agencies.  
Consent to Email Usage: If at any time I provide my email address at which I may be contacted, unless I notify Precision Eyes to the 
contrary in writing, I consent to receiving communications regarding billing and payment for items and services at that email address from 
Precision Eyes affiliates, contractors, servicers, clinical providers, attorneys or its agents including collection agencies.  
 

By signing below, I agree to receive communications from Precision Eyes via text message and or email. 

Patient Signature:________________________________________________ 

I would like to opt out of receiving text messages or emails from Precision Eyes.  

Patient Signature:________________________________________________  



  
 

Patient Privacy and Payment Agreement 

 
1. Medicare and Other Insurance: I request that payment of authorized Medicare/Insurance benefits be made on my behalf to 

Amedco Kentucky, PLLC dba Precision Eyes, for services furnished to me by Precision Eyes. I authorize any holder of medical 
information about me to release to the Centers for Medicare and Medicaid Services (formerly Health Care Financing 
Administration) or other Insurance and its agents any information needed to determine these benefits or the benefits payable for 
related services. I understand my signature requests that payment be made and authorizes release of medical information 
necessary to pay the claim(s).  My signature authorizes releasing the information to the insurer or agency shown.  I understand that 
I am responsible for deductible, coinsurance and noncovered services. Coinsurance and deductible are based upon the charge 
determination of the Medicare or Insurance Carrier.  

2. Insurance Billing Authorization: I authorize Precision Eyes to submit claims on my behalf to my medical or vision insurance, 
depending on the nature of my visit and the diagnosis determined by the provider. I understand that if the visit or diagnosis 
is medical in nature, my medical insurance will be billed.  I agree to be responsible for any balances not covered by my 
insurance, including deductibles, co-pays, or non-covered services. 

3. Release of Information: I authorize Precision Eyes to disclose all or any part of my medical record and/or financial record for 
treatment, to receive payment, or for general healthcare operations as covered by HIPAA. This may include information regarding 
alcohol or drug abuse, psychiatric illness, communicable disease, or HIV. Precision Eyes may also disclose on an anonymous 
basis any information concerning my case, which is necessary or appropriate for the advancement of medical science, medical 
education, medical research, for the collection of statistical data or pursuant to State or Federal law, statute or regulation. I 
authorize and request the disclosure of all protected health information for the purpose of review, evaluation and treatment from 
any/ all other medical facilities or providers to assist Precision Eyes with the continuation of treatment. This may include records 
from any other medical provider.  A copy of this authorization may be used in place of the original.  

4. Other Insurance: I understand that Precision Eyes maintains a list of health care service plans with which it contracts. A list of 
such plans is available should I request it. Precision Eyes has no contract, expressed or implied, with any plan that does not 
appear on the list. The undersigned agrees that I am individually obligated to pay the full charges of all services rendered to me by 
Precision Eyes if I belong to a plan that does not appear on the above mentioned list. I understand it is my responsibility to verify 
my insurance coverage and to notify Precision Eyes if any services require pre-certification.  If pre-certification is required 
and not obtained prior to a service being rendered, I understand I will be responsible for the bill in full. 

5. Non-Covered Services: I understand that Precision contracts with health care service plans (i.e., HMOs, PPOs) related only to 
items and services which are covered by the health care service plans. Accordingly, the undersigned accepts full financial 
responsibility for all items or services, which are determined by the health care service plans not to be covered or not medically 
necessary. Examples of non-covered services include, but are not limited to, services not specified as being covered in the 
patient’s contract with a health care service plan or in the benefit summary the health care service plan furnishes to the patient 
and treatment or test not authorized by the health care service plan. The undersigned agrees to cooperate with Precision Eyes to 
obtain necessary health care service plan authorizations.  

6. Financial Agreement: I agree that in return for the services provided to the patient by Precision Eyes, I will pay my account at the 
time service is rendered or will make financial arrangements satisfactory to Precision Eyes for payment within 30 days of receipt of 
a statement of amounts due by me. I understand if I do not make payment during this time I could be referred for outside 
collections through a billing service or collection agency. If my account is transferred to either for failure to pay, I understand that I 
will be responsible for all collection fees associated with collecting my bill in full and interest at a rate up to 18% APR. If my 
account is sent to an attorney for collection, I agree to pay collection expenses and reasonable attorney’s fees in addition to the 
collection fees and interest. I understand if I do not make payment during this time I could be referred for outside collections 
through a billing service or collection agency.  If my account is transferred to either for failure to pay, I understand that I will be 
responsible for all collection fees associated with collecting my bill in. Any benefit of any type under any policy of insurance 
insuring the patient, or any other party liable to the patient, is hereby assigned to Precision Eyes. If copayments and/or deductibles 
are designated by my insurance company or health plan, I agree to pay them to Precision Eyes. However, it is understood that the 
undersigned and/or the patient are primarily responsible for the payment of my Bill. The Bad Check NSF Fee is $100.  

7. Consent to Photography: I hereby authorize Precision Eyes to take photographs, digital images, or video recordings of me for 
medical documentation, treatment, education, training, or research purposes. I understand that these images may become part of 
my medical record and may be used by my healthcare providers to assist in my care. I acknowledge that these images may also be 
used for educational or research purposes in compliance with HIPAA regulations. If any images are used for purposes beyond my 
treatment and medical documentation, my identity will be protected unless I provide additional written consent. By signing below, 
I confirm that I have read and understand this consent form, and I voluntarily authorize the use of my images as specified above. I 
understand that I have the right to revoke this consent in writing at any time, except to the extent that action has already been 
taken in reliance on my consent. 

 
Patient Name: ______________________________________________     Patient Date Of Birth: ____________ 
 
 
 
Patient/Parent/Guardian Signature: ______________________________________________                                       Date: _______________ 



  
 

 
 
 

HIPAA 

 
 
 

Acknowledgment of receiving a copy of the notice of privacy practices 
 
   Patient Name:___________________________________________  Date Of Birth:__________________________ 
 

I hereby acknowledge the recipient of Privacy Practices from Amedco Kentucky, PLLC dba Precision Eyes Of Kentucky 
 
 

                                                                                                                                            
 
Patient Signature: _____________________________________________________________    Date: ___________________________                                                  
 
 

List of people you allow to access your information:  

Name:  _________________________________________Relationship:  ______________________________ 

Name:  ________________________________________  Relationship: _______________________________ 

Name:  ________________________________________  Relationship: _______________________________ 

 
 

The individual or the individual’s legal representative did not provide a written acknowledgment of the recipient of the 
Notice of Privacy Practices. The following explains the good faith efforts to obtain the written acknowledgment and the 

reasons why the acknowledgment was not obtained: 
 

                                                                                             
                                                                                            
                                                                                           
                                                                                           

*Copies of the HIPAA privacy statement are located at the front desk*     
 
 
 
 
 
 
 
 
 
 
 
 
 



  
 

Medical vs Vision Insurance Acknowledgment 

Patient Name: ______________________________________   Date of Birth: ____________________________ 
 

I understand that today’s visit is scheduled as one of the following (check one): 

☐ LASIK Exam 
☐Vision Exam (Routine Glasses and Contacts Exam) 
☐ Medical Exam (medical diagnosis concern or monitoring) 

What Is a Refraction? 

A refraction is the portion of the exam used to determine your glasses or contact lens prescription. During a refraction, you 
will look at an eye chart while different lenses are placed in front of your eyes, and you may be asked questions such as, 
“Which is clearer—one or two?” 

The purpose of a refraction is to find the lens power that gives you the sharpest vision. Refractions are considered a vision 
service and are often not covered by medical insurance, even when a medical eye exam is performed. 

Medical vs. Vision Insurance Disclosure 

I understand that vision insurance typically applies only to routine vision services, such as determining a glasses or contact 
lens prescription. I acknowledge and understand that if, during my LASIK or vision exam, the doctor identifies or evaluates a 
medical eye condition, including but not limited to: 

• Glaucoma or glaucoma suspect 
• Cataracts 
• Macular degeneration 
• Diabetic eye disease 
• Dry eye disease 
• Any other medical eye diagnosis 

My visit will no longer be considered a vision-only or “free” exam. At that point, the visit and any related testing, imaging, or 
treatment will be billed to my medical insurance. 

I understand that when medical insurance is billed: 

• Applicable copays, deductibles, and coinsurance may apply 
• Coverage and patient responsibility are determined by my specific medical insurance plan 
• Vision insurance may not apply to medical diagnoses or testing 

Patient Acknowledgment 

By signing below, I confirm that: 

• I understand the difference between vision and medical eye services 
• I understand that my visit may be billed to medical insurance if a medical diagnosis is found or evaluated 
• I understand that copays, deductibles, or other out-of-pocket costs may apply 
• I have had the opportunity to ask questions regarding billing and insurance 

Patient Signature: _____________________________________________________________    Date: ___________________________                                                  



  
 

Medical Health History Form 

Patient Name: ____________________________________________ Birth Date:________________________________    
 
Referring Doctor: __________________________________ Primary Care Physician: ________________________________ 
 
Pharmacy Name and Location (street, city):_________________________________________________________ 
 
Height__________  Weight _________ 
 
Allergies:     Reaction:   Severity 
__________________________ ______________________________ mild / moderate / severe 
__________________________ ______________________________ mild / moderate / severe 
__________________________ ______________________________ mild / moderate / severe 
 
Past Ocular History: (Please mark all that apply) □ No history of eye problems 
□ Amblyopia (Lazy Eye)  □ Diabetic Retinopathy  □ Iritis/Uveitis  
□ Astigmatism    □ Dry Eye Syndrome  □ Macular Degeneration                
□Cataracts   □ Glaucoma   □ Myopia (Nearsighted)     
□ Corneal Disorder   □ Hyperopia (Farsighted)  □ Retinal Detachment 
Other___________________________________________________________________________________ 
 
Ocular Surgeries: (Please mark all that apply)  □ No prior ocular surgery  
R - L    R - L      R - L      
□  □ Blepharoplasty (Lid Surgery) □   □ Glaucoma Surgery                     □   □ Strabismus (Eye Muscles) 
□  □ Cataract Surgery   □   □ Laser Retinal Surgery   □   □ Vitrectomy    
□  □ Corneal Transplant   □   □ LASIK    □   □ YAG Laser Capsulotomy 
Other___________________________________________________________________________________ 
 
Current Eye Medications: (Please list) 

Name of Medication  Dosage Frequency of use 
  Daily [ ]     2X Day [ ]    As Needed [ ]   
  Daily [ ]     2X Day [ ]    As Needed [ ] 
  Daily [ ]     2X Day [ ]    As Needed [ ] 
  Daily [ ]     2X Day [ ]    As Needed [ ] 

 
Other Medical History: (Please mark all that apply)  □ No history of illnesses  
□ Anemia    □ Headache    □ Liver Disease  
□ Arthritis     □ Hearing Loss      □ Lupus 
□ Arrhythmia     □ Heart Attack     □ Migraine 
□ Asthma     □ Hepatitis    □ Multiple Sclerosis   
□ Cancer     □ Herpes    □ Polymyalgia Rheumatica  
□ Congestive Heart Failure   □ High Blood Pressure    □ Psychiatric Disorder   
□ COPD     □ High Cholesterol    □ Rheumatoid Arthritis   
□ Diabetes (circle: Type 1 or Type 2)             □ HIV/AIDS     □ Stroke 
□ Fibromyalgia                     □ Kidney Disease    □ Thyroid Disease   
Other___________________________________________________________________________________ 
 
General Surgeries/Procedures: (Please list) 
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
 
 
 
 



  
 

Current Systemic Medications: (Please list) 
Name of Medication  Dosage Frequency of use 
  Daily [ ]     2X Day [ ]    As Needed [ ]   
  Daily [ ]     2X Day [ ]    As Needed [ ] 
  Daily [ ]     2X Day [ ]    As Needed [ ] 
  Daily [ ]     2X Day [ ]    As Needed [ ] 
  Daily [ ]     2X Day [ ]    As Needed [ ]  
  Daily [ ]     2X Day [ ]    As Needed [ ] 
  Daily [ ]     2X Day [ ]    As Needed [ ] 

 
Family History: (Please indicate relationship)  □ No history of illnesses  □ History unknown 
□ Blindness    □ Glaucoma     □ Macular Degeneration   
□ Cancer    □ Heart Disease    □ Retinal Disease      
□ Cataracts    □ High Blood Pressure                    □ Stroke    
□ Diabetes    □ Lazy Eye     □ Other__________________________ 
 
Social History: (Please mark all that apply) 
Smoking: □ current every day smoker □ current some day smoker □ former smoker □ never smoked  
Alcohol Use: □ No           □ Yes If yes, how much and how often? ________________________________ 
Drug Use: □ No          □ Yes If yes, which and how long? ____________________________________ 
 
Review of Systems: (Please mark all that apply) 

Eyes    
 □ Previous Surgery 
 □ Contact Lens 
 □ Pain 
 □ Double Vision 
 □ Glaucoma 
 □ Cataracts 
 □ Macular Degeneration 
 □ Dry Eyes 
 □ Flashes 
 □ Floaters 
 
Ear, Nose, and Throat 
 □ Hard of Hearing 
 □ Ringing in Ears 
 □ Vertigo 
 
Cardiovascular 
 □ Chest Pain 
 □ Dizziness 
 □ Fainting Spells 
 □ Shortness of Breath 
 □ Irregular Heartbeat 
 □ Difficulty Lying Flat 
 
Constitutional 
 □ Fatigue / Weakness 
 □ Fever 
 □ Weight Gain / Loss 
 

Respiratory 
 □ Cough 
 □ Congestion 
 □ Wheezing 
 □ Asthma 
 

Gastrointestinal 
 □ Heartburn 
 □ Nausea / Vomiting 
 □ Jaundice / Hepatitis 
 
Genito-Urinary 
 □ Pain / Difficulty 
 □ Blood in Urine 
 □ History of Kidney Stones 
 □ History of STD's 
 

Psychiatric 
 □ Anxiety / Depression 
 □ Mood Swings 
 □ Difficulty Sleeping 
 
Endocrine 
 □ Increased Thirst 
 □ Increased Hunger 
 □ Increased Urination 
 □ Increased Sweating 
 □ Fingernail Changes 
 

Blood/Lymph Nodes 
 □ Easy Bruising 
 □ Gums Bleed Easy 

□ Prolonged Bleeding 
□ Heavy Aspirin Use 

 
Musculoskeletal 
 □ Stiffness 
 □ Arthritis 
 □ Joint Pain / Swelling 
 

Skin 
 □ Rash / Sores 
 □ Lesions 
 □ Hives / Eczema 
 
Neurological 
 □ Seizures 
 □ Weakness / Paralysis 
 □ Numbness 
 □ Tremors 
   
Immunologic 
 □ Hives 
 □ Itching 
 □ Runny Nose 
 □ Sinus Pressure 

 
Patient Signature: _____________________________________________________________    Date: ___________________________                                                  
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