
Date:

First Name:

Birthdate:

Address:

City:
SSN#:

Reason tbr Toda,

Do you plan to u1

Are you intereste
YES or NO

Insurance Inform
Vision Insurance

Subscriber's SS#

Subscriber's Em1

Medical Insuran,

Subscriber's SS#

Subscriber's Eml

List of Medicatic

List allergies to r

Check all that ap

Diabetes
Macular Degene

Please circle all t

Tillman Eye Center

Home Phone:

State: Zip Code (9 digits): _ Cell Phone:

Occupation/Place of Work:
's Visit:
date your glasses: YES or NO Contacts: YES or NO
I in information on a non-surgical procedure to reduce or eliminate the need for glasses?

rtion: (i.e. VSP, Eyemed, Spectera, SVS, Superior, etc.)

Company: Subscribel's Name:

Subscriber's Date of Birth:
loyer: _ Relationship to Subscriber:

e Company: Subscriber's Name:
Subscriber's Date of Birlh:

,loyer: I{elationship to Subscriber:

ns:

redications:

1 to your relatives: (parents, grandparents, and siblings)

Glaucorna Cataracts Hish Blood Pressure

ion Other:

t apply to YOU:
Blurred Visir n Vision Fluctuation Tired Eyes fleadaches Body Fatigue

Dra Eyes Light Sensitivity Byc Rubbing Poor Night Vision Reduced
Concentration

ttlazy" Eyt Had LASIK Itchy Eycs Flashes/Floaters Double Vision

Diabetcs High Iilood Pressure Thyroid High Cholestcrol Pregnant

What are your h

Do you use a sr
lf ves, how rnan

Do you like to n
If yes, how man

Are you a game

If yes, how man

Father's Name:

Mother's Name
Father's Occupi

rtphr

hour

dbo
hour

Ycs

hour

ion:

lne/Tablet computer/Cornputer? Yes or No
's a day do you view the screen? _ hours/day
oks? Yes or No
's a day do you spend reading? houls/day
or No

's a day do you spend gaming? hours/day

* Please cornplete the following if the patient is a minor t

Work #: Cell #:

Work #:_ Cell #:

Mother's Occupation:



IN ORDE

INVOL

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

TO ALLOW TILLMAN EYE CENTER TO DISCUSS PATIENT INFORMATION WITH OTHERS
IN YOUR TREATMENT OR THE PAYMENT OF SERVICES RENDERED, SUCH AS YOUR

SPOUSE PARENTS, CHILD, RELATIVE, ETC., PLEASE PROVIDE THE FOLLOWING INFORMATION:

PRINTE NAME OF PATIENT

BIRTH E OF PATIENT

ADDRE

PHONE

I HEREB

SUCH AS

TREATM

UMBER

ALLOW TILLMAN EYE CENTER TO DTSCUSS/RELEASE My MEDTCAL tNFORMATtON,
POINTMENT REMINDERS, PICK UP PRESCRIPTIONS, LAB RESULTS, CARE OR

NT NEEDS, ETC., WITH THE FOLLOWING INDIVIDUALS:

WI]ICH I MAY BE A PATIENT

].. PE N TO RECEIVE INFORMATION

STRE ADDRESS/CITY/STATE/ZI P CODE

RELA IONSI1IP TO PATIENT

TURE OF RECIPIENTstG
DATE

2. PE N TO RECEIVE INFORMATION

STRE T AD DR ESS/CITY/STATE /7IP CODE

RE IONSHIP TO PATIEN]

TURE OF RECIPIENTsl
DATE

MY SIG TURE BELOW INDICATES I UNDERSTAND THE FOLLOWING:

\NGE THE NAMES OF THE INDIVIDUALS LISTED ABOVE AT ANY TIME. CHANGES MUST
IN WRITING. THIS INFORMATION APPLIES TO ALL DEPARTMENTS OF TITLMAN EYE

I MAY CH

BE MADE

CENTER

SIGNED TURE BY PATIENT DATE



render d is our patient's responsibility. This document explains the patient's obligations
and to meet them. In exchange for services rendered, each patient or patient's

r agrees:

In orde

for our

guaran

*To

to
0y

cn

fo

from

As the
re n der
regutar

patient

older, t

Eye Center Patient Financial Responsibility Agreement

Patient Acknowledtement Regarding Financial Responsibility

for us to provide our patients with quality medical care, we must receive payment
es. Ensuring that we are appropriately and promptly paid for the services

thorize payment of medical benefits to us, which would otherwise be payable
u. lf covered by Medicare or Medicaid, I certify that the information provided
e in applying for payment and titles V, XVll, and or XIX of the Social Security Act

rges, and refractions (the measurement of the eye in orderto obtain a prescription
glasses or contacts) at the time of service or when otherwise advised. lf we have ro

atient or guarantor of a patient, I agree that in consideration of the services
d by us, that I am individually obligated to pay for all services in accordance with the
rates, terms and conditions of Tillman Eye Center. In the event we must referthe
s account to a collection agency or attorney for collection of an amount 90 davs or
e patient and/or guarantor agrees to pay our collection fee, including any accrued
and all applicable bank fees incurred for a returned check.

IS rrect.
*To ay for all non-covered charges, co-pays, co-insurance, deductible, out-of-network

d you a statement for your copay you may incur a processing fee.
Refraction fee: 538.00
Contact Lens Fitting Fee: Varies depending on the type of contact lens you
request or the type of contact necessary to provide you the best possible vision.
This fee is collected in addition to the fee for an eve examination.

provide us with a copy of your most recent insurance card or other oroof of
rance and/or register with the receptionist at the time of EACH visit. lf you do
provide us wrth valid insurance information at the time of EACH visit, and your
rance company subsequently denies our claim, you are personally responsible

any and all charges,

Asa rtesy to our self-pay patients seeking routine eye care, we will provide a reduced
charge

full to
filing c

a2O% discount made at the time of service. The entire balance must be paid in
ve the discount. Once you accept the discount, we will not be responsible for

ms to any insurance company nor will we accept payment on a discounted rate
insurance company. In the event we receive a payment from an insurance

compa y under this circumstance, we will refund the money to the insurance companv.

inter



lf yr

53s

I have

Deen i

aSree

I volu
pract
rega r

disclo

oper

:al testing rJitt ue part of your comprehensive eye examination. This is necessary tothe health of your eyes. Although this testing is not covered by vision insurance,or tests will be filed through your medical insurance. This may result in another:nt, a percentage, or payment in fuil if the deductibre has not been met.

have vsP insurance or EyeMed insurance, your plan offers you a discount of a

:i::?:1": :.T:::l_notos 
instead of 570.00 , or if you prefer to file it on your;;''i;;; i"o,J":'l'",rt been met. We will notify you as roon 

", 
the claim pays.

tarily consent to healthcare treatment from Tillman Eye center. I am aware that thee of medicine is not an exact science and no guarantees have been made to meing the results of treatment or examinations by my providr:r. lconsent to the use andure of protected hearth information about me for treatment, payment androns.

read this form and have had the opportunity to ask questions and my questions have

:r:^rlio _lt,rI signature, I represent that rhave voruntariry read, understand ando be bound by the above provisions.

or Guarantor Signature
Date



TILLMAN EYE CENTER

P AT I E NT ACKN OW LE DG E M E NT
RECEIPT OF PRIVACY NOTICE ,

t, hereby affirm that a copy of the Notice

of Priv Practices from Tillman Eye Center has been presented to me and a copy is

availa e upon request, Under federal law 1-04-1"91, also known as HIPAA, I am entitled to

a copy of this Notice from my healthcare provider,

and that my signature on this Acknowledgement only signifies that I have been

presen

legally

ed with a copy of the Notice and a copy is available upon request, and does not
nd or obligate me in any way.

I unde tand that I am entitled to receive a copy of the Notice of Privacy Practices from my

hea re provider, whether I sign this Acknowledgement or not.

Signat re of Patient or Legal Guardian Date

f Patient or Legal Guardian



are a patient, please list the doctor who monitors this condition.

lauthorize he release of my medical records by the organization or physician listed below:

Physicia n's

Physician's

Physicia n's

Reason for

hone Number:

rds Release: (Office Use Only)

Patient's

Date of Bir

Address: State: Zip Code:

Phone N

Your overa

health info
pnmary ca

oriflama

AUTT.IORtZAT|ON TO RECETVE MEDTCAL RECORDS/tNFORMATtON

I health can play a major factor in the health of your eye. Dr. Tillman may need to request
mation from other physicians in order to better monitor you eye health. lf you have a

doctor we can request your information from please list their information below. *lf vou

this authorization will expire, without my revocation, one year from the date of signing,
inor, on the date I become an adult. t understand that I may revoke this authorization in

writing at time except to the extent that action has been taken based on it. I understand that
revocation ill not apply to information that has already been released as specified by this
authorizati or to my insurance company. I understand that any disclosure of information carries
with the al for an unauthorized re-disclosure and the information may not be protected by
federal ly rules. I may accept full financiar responsibility for any copying or shipping fees
and any ap ble sales tax that may be charged.

Patient's IU re Today's Date

Patient's e nt/G ua rd ia n/Representative Relationship to Patient


