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- Payment Policy: Pavment for professional services is required at the time the sqrvice is rende{ed,
M CC LOUD EYE If ophthalmic materials are prescribed, deposit is required before the evewear will be ordered from
the lab and the balance is to be paid in full at the time of dispensing. I insurance will be used to pav
CARE CEN TER for the services, vou will be responsible for any payment not paid by the nsurance company.
Patient Information
Last Name First Name MI
Mailing Address City Staic Zip
Physical Address City State Zip
Homc Phone Cell SSN Date of Birth
E-Mail Race Sex M/F  Marital Status
Emplover Employer Phone
Paticnt’s Mother Maiden Name Patient’s State of Birth
Emergency Contact Name Phone Number
Mcdical Information Release: Name Relationship Phone #
Name of Parent or Guardian if a minor Referred By
Subscriber Info. Name SSN
Date of Birth Emplover

I acknowledge that I received and read a copy of the privacy practices of McCloud Eye Care Center and Dr. Jason H. McCloud.

Name Signature Date

I understand that I am financially responsible for all necessary services performed at McCloud Eve Care Center and any eveware ordered

Patient Signature (or Authorized Person s) Duate

T understand that dilating my eves may blur my vision and make my eves more sensitive to light.

Patient Signature: Date: Dr’s [nitials:

Medicare Information
I request that payment of authorized Medicare benetits be made either to me or on my behalf to McCloud Eve Care Center for any services furnished
to me by Dr. McCloud O.D., or MECC, I authorize any holder of medical information about me to be releised the Health Care Financing
Administration and its agents for any information needed to determine these benefits or the benefits pavable lor related services.

Patient Signature (or Authorized Person’s) Date

Other Insurance or Managed Care Authorization Statement
1 request that payment of authorized insurance or managed care benefits be made either to me or on my behall to McCloud Eye Care Center for any
services furnished to me by Dr. McCloud O.D., or MECC. I authorize any holder of medical information about me to be released to
(insurance/plan name) any information needed to determine these benefits or the benelits payable for related services.
T understand that I am financially responsible for all services performed at McCloud Eye Care Center, for which [ did not provide a current referral
form as required by some plans for all non covered services and for any insurance or managed care plan deductible. co-insurance and/or co-payment.

Patient Signature (or Authorized Person’s) Date




