WELCOME TO OUR OFFICE

Appointment Date

Patient’s name (please print)

w

If a child, parent’s name

M

Street Address
City __ State Zip Code
Home Phone Work Phone Cell

May We leave a Message at these numbers? Yes or No

}

E-Mail Address

May we contact you by email? Yes or No

Birth Date | M orF SSN
Employer Occupation
Spouse’s Employer Work Phone
Health Insurance Carrier Policy#

M

Medicare/Medicaid #

Other Insurance Coverage Policy#

How did you find out about our office?

————

Whom may we speak to about your health care?

—-—__'-————_———.__—_—_—_

| authorize the release of any medical information necessary to provide the most
beneficial and complete visual examination. | understand that | am financially
responsible for all charges whether or not paid by insurance. Payment is due at

the time services are rendered. | authorize this office to file insurance on my
behalf.

Signauture

- OO Date




Dr. Ralph Maynard, 111 OD pA
CONSENT FOR USE OR DISCLOSURE OF INFORMATION

FOR TREATMENT, PAYMENT OR HEALTH CARE OPERATIONS (HippA)

Send me an email at

—_Yes_ no

Leave a message at my place of employment?

Discuss my medical condition with a family member or friend?

If yes, please print name relationship
_—

I have read and understand this information. | am the pati
this document verifying consent to the above statement

DOB - date
N
Signature of patient or authorized person

CONSENT FOR TREATMENT OF MINOR (UNDER 18)

give my consent for my child
—— e

date of my signing.

Parent signature



