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WEST FLORIDA EYE

AL H. AZIzl,  O.D.

Please fill out for completely

New Patient Information Sheet

Today'S Date: ____

patientInformation:EmergeneyContactInfo:Insurance`Snformation:ReferringDc]ctor: Name:
Local Address:city,State,ZiprHomePhone:

E&i\   phone:Emai[*:DateofBirth:SM°:::t'ai%:::g¥ {%:r=i:%=e}:          single -M arried -Widow -Divorce ¢-

Sex(Circleone}:      Male  - Female

Em   loyerorschool Name:PEmployed or Student (Circ
e one)

FLJ i Time or Part Time {Circle One)

Emergsncy Contact Name:ContactPhoneNumber:RelationshiptoPatient:

Insurance Name:

ls patient polieyholder?    Y-N
Policyholder's Name (Last, First):

Po]icyholders BOB:
Po}icyholder's Social Se€uritv Number:

Poticyholder's Em p[oyer:

Referring Dr's Name:
city, state:                           _ {€*fy

y"
'*-.

-.\?sl,   \
•tt

PhoneNumber:       :^,,v`y.'
•`,`,)...-;:`

1

i,)

%,`

that I 'am responsible for the payment Of any and all

* By giving us your email address, you agree to allow us to contact you via the lnternet.



WEST FLORIDA EYE CARE

AL H. AZJzl, a.D.

Board Certified Optometrist
2814 Lee Boulevard

unit #3
Lehigh Acres, Fl. 33971

(239) 303-2687
(239) 303-Z688

PATIENT PAYMENT POLICY

1.     Insurance, We participate in most insurance plans, including Medicare. If you are not insured by a plan w

in fjll is expected at each visit. We will submit your claims and assist you in any way we reasonably can t
Your insurance company may need you to supply certain information directly. It is your responsibility to

Please be aware that the balance of your claim is your responsibility whether or not your insurance com
benefit is a contract between you and your insurance company. Please contact your insurance company

business with, payment

get your claims paid.
ply with their request.

pays. Your insurance
any questions you may

have regarding your coverage.

2.     Proof of Insurance.  AM patients must complete our patient information form before seeing the physician.iwe must obtain a copy of

driver's license and current valid insurance card to provide proof of insurance. If you fail to provide us witp the correct insurance

information, you will be responsible for full payment at each visit.

3.Coveragechanges.Ifyourinsurancechanges,pleasenotifyusbeforeyournextvisitsothatwecanmake;heappropriatechangesto
help you receive your maximum benefits. If your insurance company does not pay your claim, the balanceiwill automatically be billed
to you.

4.     Co-Payments, Co-Insurance and Deductibles. These payments must be paid at the time of service. This requirement is part of your
contract with your insurance company. Failure on our part to collect from patients can be considered frauti. Please help us uphold the

law by making these payments at each visit.

5.     Retractions. The refraction is a vision test that determines your best visual acuity with corrective lenses. It is not covered by insurance

Therefore, payment is due at the time of your appointment.
6.     Nan-Covered Services. Please be aware that some-and perhaps all-of the services you receive may be cohsidered nan-covered or

not-considered reasonable or necessary by Medicare or other insurers. You must pay for these services in}full at the time of each visit.
Therefore, the undersigned individual guarantees prompt payment of all charges if the insurance

carrier rejects the claim. All charges related to the collection of this account, should it become necessary tp turn the account over to a

collection agency, would also be your responsibility.

7.     Self-Pay. If you do not have insurance, you are considered "self-pay" and you must pay for all services in full at the time of each visit.

8.     Non Payment. If your account becomes delinquent, we win make every attempt to contact you through a';eries of letters and phone
calls. If your balance remains unpaid, we may refer your account to a collection agency and you may be tejl.minated from this practice.

If the latter occurs, you will be notified by certified mail that you have 30 days to find alternative medical tare. During that 30-day

period, our physician will only be able to treat you on an emergency basis.
9.     Missed Appointments. Our policy is to charge for missed appointments not canceled with at least 24 hou¢ notice. These charges will

be your responsibility and billed directly to you. Please help us to serve you better by keeping your schedi!Hed appointment.

Thank you for understanding our payment policy. Please let us know if you have any questions or concerns.

Printed Name of Patient or Responsible Party

Witness

OFFICE USE ONLY

Account #:
Office Staff Signature:



NAME:

VISUAL FUNCTION FORM

ARE you BOTHERED Bv ANv of THE FOLLowiNG, wrTH VouR GLASSES oR CoNTACTS, iF AppilcABur (MARQUE Lo Quf sE siENTA DE iAs

SIGlllENTES OPCIONES, CON L.OS ESPEJUELOS a IENTES DE CONTACTO PuESTO):

YES OR NO (SI a NO)

_ CATARACTS (CATARATAS)

_ OVERALL DECLINE IN VISION (EMPEORAfvIIENTO GENERAL DE LA VISION)

_ GLARE, SENSITlvlTV TO LIGHrT (REFLEIOS,  SENSITIVO A LA Luz)

POOR NIGHT VISION (VICION POBRE DE NOCHE)

_ HALOS, SEEING RINGS AROUND LIGliTS (AROS AIREDEDOR DE LAS LUCES}

_ UNRALANCED VISION (DESBALANCE DE VICION)

_ LOSS OF DEP" PERCEPTION (PERDIDA DE BAJA PERCEPCION)

_ DouBu vlsioN iN ONE OR BOW EyEs (viaoN DOBiE EN uN Oio a LOs DOs Ojos)

_ F:LOATEes (MOscAs FroTANTEs)

DO YOU HAVE DIFFICULTY WHEN YOU (SE IE MACE DIFIC[l 10 SIGulENTE):

YES OR NO (SI a NO)

DRIVING DURING DAYLIGHT AND/ OR EVENING HOURS (cONDuCIR DE DIA a DE NOCHE)

READ TRAFFIC SIGNS AND/ OR TRY TO JUDGE DISTANCES (LEER CARTELES DE TRAFICO Y/ O JuSTIFICAR DISTANCIAS)

_ READ LABELS,  PRICE TAGS, SMALL NUMBERS (LEER ETIQUETAS,  PRECIOS,  Nulv]EROS a IETRAS PEQUENAS)

_ DO FINE HIAND WORK OR HOBBIES SUCH AS GOLF,  BINGO,  COMPUTER WORK,  PLAYCARDS (TRABAJOS MANUAL.ES, GOLF,

BI NCO,COIVI PuTADO RAS,  CARTAS)

_ SHOP FOR GROCEFtlES (COMPRAR EN EL MERCADO)

_ WALK, SToop, CHANGE poSITioN (CAMiNAR, DOBtARTE, CAlvlBiAR DE posiaoN)

_ USE STAIRS (USAR ESCALERAS)

_ OTHER (O"OS)

DO YOUR EYES (SLJS OJOS):

YES OR NO (SI 0 NO)

FEEL DRY,  GRITTY,  BURNINC (SE SIENTEN SECOS,  GFIANOSOS,  ARDEN)

_ CRUSTS OR Mucus ON EYES OR LIDS {IVIOcOSIDADES a COSTRAS EN EI OJO 0 PARPADO

_ OVER-RIACT TO SMOKE,  Dust OR LIGHT (REACCION EXAGERADA AL  HUMO,

POLVO 0 LuZ}

_ fEEI SCRATcliY OR SANov {SE SIENTE PICAZON a AF`ENA)

_ TEAR AND WATER EXCESSIVELY (LLORAN EXCESIVAMENTE)

_ FEEL PAINFUL oF{ IRRiTADED (SIENTE DoioR o IRRrTAcloN)

PATIENT SIGNATURE:

REvlow BY:



West Florida Eye Care
u_I_FTIM E AUTHORIZATION

MEDlcARE/iNsuRANCE cERTIFlcATIPN roR PA"E±H

I certify that the information given in applying for payment under the Xvll of the SSA is I authorize WE57-

FIOR/DA EYE CAflE to use this signature as a release to the Social Security Administration or it`'s intermediaries or

carriers, or to the billing agent of this physician or supplier, any information needed for this ¢r related Medicare

claim,lrequestthatthepaymentofbenefitsbemadeonmybehalf.Ipermitacopyofthis¢uthorizationtobe
used in place of the original. I may revoke this authorization by notifying WE5rF[OB/DA EYE CARE in writing.

\

REQUESTTHATTH,SAUTHOR,ZAT,ONArsoAppLyTOALLOTHER,NsuRAndcEs.

PATIENT NAME: MR#:

needed to determinethese benefits orthe `      `fits ofpaypL'      ,I  related services to rel
`,,

it to my MEDtGAP

I

lfsigned bysomeone other       ." the patient, statethe reL      ` whythe patientcoulp notsign:

!nthec:VReEn:ft:::,y°'.',ro„:':nwt'.t:tahney;£;:steh,ey::a::yp:°egcroammes'p!:i:oyn°au,:yr::::on:::;I,`;fo:not,'#±YtEosfTs:L;i:::AEYE

UOTICE OF PRIVACY PRACTICES

I acknowledge receipt of the Notice of Privacy Practices for WEsr F[OR/OA EYE;CAPE.

DATE:



NAME:

WEST FLORIDA EYE CAR_E_

PATIENT MEDICAL HISTORY QUESTIONNAIRE

(HISTORIAL MEDICA DEL PACIENTE)

DATE:

DATE OF BIRTH:

NO

sex(sExc>): MALE OR FEMALE      WEIGHT (pEsO): _ HEiGiiT (AiTURA):

ELIEA_S€_CIRCLEYESORNO(fv[ARQu(SID_tyoJ

can_D_I_OvAscuiAB

Y    N    HEART DISEASE (ENFERMEDAO DEL CORAZON)

Y    N    HEARTATTACK (ATAQUE DELCORAZON)

DATE  (CuANDO):

Y    N    ANGINA (ANGINA/ TACCICARDIA)

LAST EPISODE DATE {DIA DEL UITIMO ATAQUE) :

Y    N    MITRAL VALVE PROIAPSE (PROLAPSE DE VALVULA  MITRAL)

Y    N    ARTIFICIAL HEARTVALVE (VALVULA ARTIFICIAL PARA CORAZON)

Y    N    STROKE  (DERRAME CEREBRAL)

DATE  {CuANDO) :

Y    N    HIGH 8looDPRESSURE (PRESIONAITA)

Y   N    PACEMAKER (MARCAPASOS EN EL CORAZON)

ENDOCRINE IENDOCRll\lol

Y    N    DIABFTES (DIABETIS)

y    N    THYROID   ITIRCWDES)

DERMAT0 loGY I DERMATOLOGIAI

Y    N    SCARRING  (CICATRISES)

Y    N    KELChDS(KEL0lus)

EAJt, ros= ANt} THroAT loREi^ NARiz y GARG^RT+I

Y    N    HEARING LOSS (PERDIDA OEAUDICION)

y   N    HEARING AiDs (APARATOs AUDmvos)

M uscll I.Osf(ELFTAl (MuSculos Y HUESOS)

y   N   AR"RITis (ARTRlms)

Y    N    JOINT REPLACEMENT (CIRUJtAS DE COYONTURAS)

SURGEON  (CIRUGANO):

CITY AND STATE  (CIUDAD Y ESTADO):

Ey[ HisTORy lHisTORun DEL Oro}

IArf tow E\ffi BEEN Dt^chorED \A/T" lAL6uN Di^ Lo I+Mi DiAGNosn[^Do cow):

Y    N    CATARACTS (CATARATAS)

y   N   GLAucOMA(GiAuecVA)

Y    N    RETINAL DISORDERS (PROBLEMAS DE LA RETINA)

Y    N    MACULAR DEGENERATION (DEGENERACION  MACUIAR)

y   N   OIABmc RETiNOpA"y (RE"cipATHiA DIABETicA)

Y    N    CORNEAL PROBLEMS (PR0BIEMAS EN IA CORNEA)

ACCT#:

RACE (RAZA): MINOR:  YES OR

RESPIRATORY(RESPIRATORIOI

Y    N    LUNG DISEASE  (ENFERMEDAD EN PULMONES)

V    N    TUBERCuLOSIS

Y    N    CHEST(PECHO)

GASTRomrrESTINAL

Y    N    UICERS (ULCERAS)

Y    N    CollTIS/ DIVERTICullTIS

y   N    LIVER/ HEPATms (HiGADO/ HEPATms)

GENrTouRINARvpROBiEMS(GENrrouRIN48_I_oJ

Y    N     KIDNEY(RINONES)

Y    N    BLADDER (VEJIGA)

Y    N    PROSTATE (PROSTATA)

H EMAToroG lc (HEMAToioGiAI

Y    N    ANEMIA

Y    N    BLEED/  BRUISE EASILY (SANGRAS 0 TE SALEN  MORETONES FACILMENTE)

NEUROIOGIC/ PSYCHIATRIC

y   N   sEizuREs/ cONvuLsloNs (cONvuiaoNEs)

Y    N    PARKINSON'S DISEASE  (MAI DE PARKINsON)

Y    N    CANCER

Y    N     AIzllEIMER'S DISEASE (MAI DE ALzliEIMER)

Y    N     OTHER-PLEASE  IIST(OTROS,  PORFAVORIISTE):

ARE YOU AILERGIC TO  IODINE (AIERGIA AL.YODO)?     YES OR NO

AflE YOU ALLERGIC TO ANY MEDICATIONS  (AIERGIA A MEDICAMENTOS)?

PLEASE LIST (PORfAVOR  USTE) :

S_O_CIALHISTOFtY(lllsTORIASOCIALI

Y    N     SMOKING(FUMA)

Y    N      ALCOHOL (TOMASALCOHOL?)



_EAMllYHISTORY(HISTORIAFAMILl_ALBI
Y    N   CANCER

Y    N   HEART D15EASE  (PROBLEMAS DEICORAZON)

y    N    RrmNAL DisoRDERs  (pROBiEMAS DE  iA RETINA)

Y    N    DIABETES

Y    N    GLAUCOMA

Y    N     HYPERTENSION

Y    N    MACulAR  DEGENERATION  (DEGENERACION  MACULAR)

PLEASE LIST ALL MEDICATIONS YOU ARE CuRRENTLY TAl(lNG,  INCLUDING EYEDROPS  VITAMINS

LISTE MEDICAMENTOS QUE TOMA,  INCLUYENDO GOTICAS PARA OJOS Y VITAMINAS
iUSEDFOR (USADO PARA QUE?):

MEDicATioN(MEDlcaMENTo)                       I STRENG" (FUERA} HOW OFTEN (CADA CuANTO TIEMPO)

t

ir

i,

i(

PLEASELISTANYSURGERY,lNJURIESORHOSPITAllzATIONOTHERTHANEYES{PORFAVORDEANOTARPPERACIONES,

HOSPITALIZACIONES Y/O TRAUMAS;  APARTE DEL OJO) :

DOES YOUR PHYSICIAN  RECOMMEND ANTIBIOTICS  PRIOR TO SuRGERY AND  DENTAL WORK?  YES   OR   NO

Su  DOCTOR DE CABEZERA SuRGIERE QUE TOME ANTIBIOTICOS ANTES DE UNA CIRUGIA 0 TRABAJO DENTAL? SI     0    NO

PRIMARY CARE  PHYSICIAN:

CARDIOLOGIST:

PHONE  NUMBER:

PHONE NUMBER:

REVIEW  BY:

REVIEW  BY:

REVIEW By:

)  UPDATED    (     )  r|OcHANGE

)  UPDATED    (     )  itocHANGE

UPDATED    (     )NOCHANGE


