


B A-B-See Vision Care

Welcome to our office!
Thank you for choosing our office for your eye care needs.
In order to provide you the best care possible, we ask that you answer the following questions.

Patient Name: Last First Mi

Date of Birth: Age: O Male O Female

Address: City: State: Zip:

Cell Phone: () Home Phone: ( )

Occupation/Grade: Daytime Phone/Work: ( )

Responsible Party: Soc. Sec. No. (last four digits only)

Email: Would Like to Recieve ReminderTexts? O Yes O No

VISION INSURANCE

Insurance Company:

MEDICAL / OTHER INSURANCE

Insurance Company:

I.D. No. I.D. No.

Primary Cardholder’s Name: Primary Cardholder’s Name:

Address (If different than above): Address (If different than above):

Primary’s Soc. Sec. No. Primary’s Soc. Sec. No.

Primary’s Date of Birth: Relationship to Patient:

Primary’s Date of Birth: Relationship to Patient:

INSURANCE ASSIGNMENT AND RELEASE:

I certify that I, and/or my dependent(s), have insurance coverage as described above. All insurance benefits are directly
assigned to A-B-See Vision Care. We will do our best to get accurate quotes from your insurance. If the claim is denied |
agree to be responsible for any portion of charges not covered by insurance. | hereby authorize A-B-See Vision Care to
release all information necessary to secure the payment of benefits.

I authorize the use of this signature on all insurance submissions.

NOTICE OF PRIVACY PRACTICES:
| am aware that the office's Notice of Privacy Practices (HIPAA) is available to me via the abseevisioncare.com website or by
requesting a copy from A-B-See Vision Care. | acknowledge that | fully understand the Notice of Privacy Practices.

Name of Patient or Legal Guardian *Please Print Date

Signature of Patient or Legal Guardian Date

Please let us know:

How did you find us? O Dr/Health Care Provider Referral  Name:
Olnternet O Valpak OVsp O Insurance Provider O Facebook (O Phone book
O Other: O Referral: Who may we thank for your referral?

AeBeSee Vision Care 1480 E. Lincoln Road Idaho Falls, ID 83401



