
PATIENT INFORMATION

EMPLOYMENT INFORMATION

Employer: ___________________________________________    Occupation:  __________________________________

Address: __________________________________________________________

Patient Information: Acct# ___________________________________________    Date: _________________________

Patient Name: _______________________________________________________

Street Address: ______________________________________________________    Male  Female

City, State, Zip: ______________________________________________________

Date of Birth: ________ /_________ /_________          Age: _________          Telephone (Home): __________________

Social Security #: ________ /_________ /_________                                      Telephone (Work): __________________

Email: _______________________________________                                       Telephone (Cell): ___________________

Name: ___________________________________________           Telephone:  ___________ / __________ / ___________

EMERGENCY CONTACT

Insurance Company: ____________________________________________  ID: __________________________________

Subscriber: _____________________________________  S.S#: _______ / ________ / ________   DOB: ______________

Relation to Patient: ____________________________________

INSURANCE INFORMATION – PLEASE PRESENT ALL INSURANCE CARDS

PAYMENT OF PROFESSIONAL FEES
Full payment / Co-payments are due at the time of service.

We are a participating facility and accept assignment of Medicare benefits. You are STILL RESPONSIBLE for the Medicare deductible, 
20% co-payment and Refraction fee. Medicare lifetime signature on file: “I request that payment of authorized Medicare benefits be 
made on my behalf to Atlantic Eye Physicians for any services furnished me by the physicians or supplier.”   

If your insurance company requires a referral prior to service, we cannot provide the service until YOU have secured the referral 
from your Primary Care Physician. “I have read and understand this document and authorize payment of any insurance benefits 
for unpaid services to the Atlantic Eye and understand that I am responsible for any balances or unpaid insurance claims. I authorize 
the release by Atlantic Eye of my medical information that is necessary to evaluate and pay my medical insurance claims.”

Balances over 90 days will incur a finance charge of 1% per month on the unpaid balance – 12% APR.

By signing below, I acknowledge that I have read and understand all of the above information.

Patient Signature: _____________________________________________________  Date: _________ /_________ /__________

Patient Representative’s Name: __________________________________ Relationship to Patient: __________________________
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180 WHITE ROAD, SUITE 202.  LITTLE SILVER, NJ 07739  |  732.219.9220

300 S HIGHWAY 35, SUITE 300.  EATONTOWN, NJ 07724  |  732.222.7373



Brand Name: ________________________________________    Dose: ______________    Frequency: ______________
Brand Name: ________________________________________    Dose: ______________    Frequency: ______________
Brand Name: ________________________________________    Dose: ______________    Frequency: ______________
Brand Name: ________________________________________    Dose: ______________    Frequency: ______________
Brand Name: ________________________________________    Dose: ______________    Frequency: ______________
Brand Name: ________________________________________    Dose: ______________    Frequency: ______________

Other: ___________________________________________________________
14. Does any family member (blood related) have/had a significant Eye disease?

      If YES, who and describe; __________________________________________________________________

5. Do you have any drug allergies?                        Yes                                                       No                                                              

           Name of Drug(s) _____________________________________________________________________

           Reaction ____________________________________________________________________________

6. Do you have any Latex allergies?                       Yes                                                       No

7. Do you smoke?                                                   Yes                                                       No

8. Do you drink?                                                     Yes  (how much) _________________   No

9. Have you ever had a reaction to Anesthesia?    Yes                                                       No         

            If yes, what occurred? _________________________________________________________________

10. Do you have a history of Fainting?                    Yes                                                      No

11. Describe any Eye Surgery or Injury you have had (include date and Doctor who treated you) 

_________________________________________  Date: ___________  Doctor’s Name: ____________________________

12. Why are we examining you? _________________________________________________________________________

PATIENT MEDICAL HISTORY

PLEASE LIST ALL OF YOUR MEDICATIONS                                                

CIRCLE ANY BELOW THAT YOU HAVE NOW OR EVER HAD

1. Name: ___________________________________  Birth Date: _____ / _____ / _____ /   Date: ____________________

2. Name of Medical Doctor: _______________________________________  Phone: _____________________________

3. Pharmacy: _______________________________________  Phone: _____________________________

 Alzheimer/Dementia 
 Anemia
 Angina
 Anxiety Disorder
 Arthritis
 Asthmas/Hayfever
 Back Problem 
 Bladder Problem

 Bronchitis
 Cancer
 Convulsive Disorder
 Connective Tissue   
 Diabetes
 Ear Disease
 Emphysema
 Fracture(s) 

 Heart Attack or Disease
 Heart Failure
 Hepatitis
 HIV/AIDS  
 Hypertension
 Hodgkin’s 
 Irregular Heart Beat
 Kidney Disease 

 Kidney Stones
 Lymphoma
 Leukemia
 Nervous Disease 
 Obstructive Pulmonary Disease
 Pacemaker 
 Pneumonia
 Sinus Disease

 Stroke/Paralysis
 Type 1-Ins Dep
 Type 2-Non Ins Dep   
 Thyroid Disorder
 Tuberculosis
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Do you authorize Atlantic Eye Physicians to leave messages containing your medical information for you on 
your home and/or cell phone?  YES  NO

By signing below, I acknowledge that I have read and understand all of the above information.

Patient Name:_________________________________________    Date ___________________________

Representative ________________________________________   Relation to Patient  ____________________________

PAYMENT OF PROFESSIONAL FEES

NOTICE OF PRIVACY POLICIES

Full payment / Co-payments are due at the time of service.

We are a participating facility and accept assignment of Medicare benefits. You are STILL RESPONSIBLE for 
the Medicare deductible, 20% co-payment and Refraction fee. Medicare lifetime signature on file: “I request 
that payment of authorized Medicare benefits be made on my behalf to Atlantic Eye Physicians for any services 
furnished me by the physicians or supplier.” 

If your insurance company requires a referral prior to service, we cannot provide the service until YOU have  
secured the referral from your Primary Care Physician.  “I have read and understand this document and authorize 
payment of any insurance benefits for unpaid services to the Atlantic Eye Physicians and understand that I am 
responsible for any balances or unpaid insurance claims. I authorize the release by Atlantic Eye Physicians of 
my medical information that is necessary to evaluate and pay my medical insurance claims.”

The following policy describes how your medical information may be used and disclosed by the Atlantic 
Eye Physicians, PA and/or the Atlantic Surgery Center. Please review it carefully. The privacy of your health  
information is important to us. This notice is being supplied as a part of our requirements of the health insurance 
portability and accountability act (HIPAA) that became effective on April 14, 2003 and updated September 23, 
2013 (Final Omnibus Rule). 

Please list the full names of the people you authorize to have access of your medical information:

100 COMMONS WAY # 230, HOLMDEL, NJ 07733  |  732.796.7140
1963 NJ-34 BUILDING B, SUITE 101.  WALL TOWNSHIP, NJ 07719  |  732.223.6555

180 WHITE ROAD, SUITE 202.  LITTLE SILVER, NJ 07739  |  732.219.9220

300 S HIGHWAY 35, SUITE 300.  EATONTOWN, NJ 07724  |  732.222.7373


	Text Field 51: 
	Text Field 69: 
	Text Field 52: 
	Text Field 53: 
	Text Field 61: 
	Text Field 55: 
	Text Field 56: 
	Text Field 57: 
	Text Field 54: 
	Text Field 1019: 
	Check Box 7: Off
	Text Field 1020: 
	Check Box 8: Off
	Text Field 58: 
	Text Field 59: 
	Text Field 62: 
	Text Field 65: 
	Text Field 68: 
	Text Field 63: 
	Text Field 66: 
	Text Field 64: 
	Text Field 67: 
	Text Field 60: 
	Text Field 75: 
	Text Field 76: 
	Text Field 77: 
	Text Field 4: 
	Text Field 49: 
	Text Field 50: 
	Text Field 48: 
	Text Field 70: 
	Text Field 71: 
	Text Field 72: 
	Text Field 73: 
	Text Field 78: 
	Text Field 82: 
	Text Field 83: 
	Text Field 84: 
	Text Field 85: 
	Text Field 86: 
	Text Field 87: 
	Text Field 2: 
	Text Field 1017: 
	Check Box 2: Off
	Text Field 42: 
	Text Field 43: 
	Text Field 44: 
	Text Field 45: 
	Text Field 1021: 
	Check Box 9: Off
	Text Field 46: 
	Text Field 47: 
	Text Field 1025: 
	Check Box 13: Off
	Text Field 1026: 
	Check Box 14: Off
	Text Field 1027: 
	Check Box 15: Off
	Text Field 1028: 
	Check Box 16: Off
	Text Field 1029: 
	Check Box 17: Off
	Text Field 1030: 
	Check Box 18: Off
	Text Field 1031: 
	Check Box 19: Off
	Text Field 1032: 
	Check Box 20: Off
	Text Field 1033: 
	Check Box 21: Off
	Text Field 74: 
	Text Field 1018: 
	Check Box 3: Off
	Text Field 31: 
	Check Box 6: Off


