
                                          Focus On Eyes, P.C.                          (TURN OVER) 
Sue A Feather, O.D. 

Patient Demographics/Financial Responsibility Form 
 
Name:___________________________________  Date of Birth:_______________ Age ___________ M/F 

Address:_____________________________________ City:_______________ Zip:________________________ 

Home phone: (____)_____________Cell Phone:_(____)____________Alt. Phone:_(____)_______________ 

E-Mail:___________________________________   How did you hear about us? Family   Referral   Newspaper   Online   Other 

Health Insurance (Medical):___________________________Member ID:____________________________ 

Subscribers First and Last Name:________________________________________________________________ 

Group#:_______________ Subscribers Date of Birth:__________  Relation:____________________________ 

Subscribers Address:_____________________________________City/Zip:________________________________ 

 

Vision Insurance:__________________________ Member ID#:_________________________________ 

Group#:_______________ Subscribers Name and Date Of Birth:________________________________ 

 

I  give Focus On Eyes, P.C. permission to speak with the following people in regards to my health exam and insurance.   

1.____________________________________________________________________________ 

2.___________________________________________________________________________ 

3.___________________________________________________________________________ 

 

HIPAA PRIVACY ACT 
I authorize the release of any medical information acquired in the course of my exam or treatment to process medical claims to further treatment to a referred doctor. I also 
acknowledge that I have received a copy of Dr. Sue Feather & Focus On Eyes notice of privacy practices. I am providing this in compliance with HIPAA regulations. 
________________________________________________________________________________________________________________ 
Signature (Guardian signature if patient is a minor)                                                                 Date 

FINANCIAL RESPONSIBILITY 

I certify that the information given by me in applying for the above listed insurance and/or Medicare payment is true and correct.  I authorize my doctor to act as my agent in 
helping me obtain payment of my insurance and/or Medicare benefits, and I authorize payment of these benefits directly to Sue A. Feather, OD or to Focus on Eyes on my 
behalf for any services and materials furnished.  I authorize any holder of medical information about me, be released to the Health Care Financing Administration, its agents 
and/or other Health Care Operations. For the purpose of, but not limited to, claim payments, provider review functions, and quality assessment. If I have other health insurance 
coverage (as indicated in Item 9 of the HCFA-1500 claim form or electronically submitted claim), my signature authorizes release of the above medical information to the insurer 
or agency shown, and authorizes my doctor to act as my agent, as above. I also understand that I may revoke this consent by written request, at any time, with this doctor. If 
revoked, all parties understand that all information-released prior to being notified of such revocation was made with my consent.  I understand that I have the right to restrict the 
disclosure of specific information in my medical records if I request such restriction in writing.  I also understand that my request for restriction may be denied if the information 
restriction is required above mentioned purposes.   
       However, even with prior authorization, we are not guaranteed payment by your benefit plan at any time.  In the event that the Plan Sponsor determines that you are not 
eligible at the time of service, or makes a determination that you are eligible for a reduced level of coverage, by signing this statement you do hereby agree to be financially 
responsible for any and all of the charges incurred by you and not paid by the Plan Sponsor. 
 In the event that you fail to make payment in full (in a timely manner) or if you fail to make a reasonable payment arrangement and your account becomes 60 days past due, 
\RX�VKDOO�EH�OLDEOH�IRU��DQG�\RX�DJUHH�WR�SD\��DOO�FROOHFWLRQ�DJHQF\�IHHV��QRW�WR�H[FHHG���������UHDVRQDEOH�DWWRUQH\¶V�IHHV�Dnd court costs. By signing this statement you do 
hereby agree to be financially responsible for any and all charges incurred by you and not paid in a reasonable and timely manner. Any returned checks are subject to a $25 
service charge. 
 
 

Responsible Party (lifetime patient or guardian if patient is minor)                                                 Date 
(Note: All deductibles and/or co-pays are due at time of service. We accept Cash, Debit, MasterCard, Visa, Care Credit, and Discover) 

(TURN OVER) 



Reason for visit:__________________________________ Would you prefer to be dilated? yes / no / if needed 

Primary Care Physician:_______________________________  Last Exam:____________________________ 

Previous Eye Doctor:__________________________________ Last Exam:____________________________ 

Do you now, or have you recently experienced any of the following: 
Ƒ�'RXEOH�9LVLRQ  Ƒ�%OXUUHG�9LVLRQ  Ƒ�9LVLRQ�/RVV  Ƒ�5HG��3DLQIXO�(\HV 

Ƒ�)RUHLJQ�%RG\�6HQVDWLRQ Ƒ�+HDGDFKHV�0LJUDLQHV Ƒ�)ORDWHUV  Ƒ�)ODVKHV�RI�/LJKW 

Please check all medical conditions that apply: 
Ƒ�'LDEHWHV  Ƒ�+LJK�%ORRG�3UHVVXUH Ƒ�+LJK�&KROHVWHURO  Ƒ7K\URid Disorder 

Ƒ�6HL]XUHV  Ƒ&DUGLRYDVFXODU�'LVHDVH Ƒ�&DQFHU Ƒ�2WKHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

Please check all ocular conditions that apply: 
Ƒ�&DWDUDFWV Ƒ�*ODXFRPD Ƒ�0DFXODU�'HJHQHUDWLRQ��Ƒ�%OLQGQHVV���Ƒ&URVVHG�(\HV���Ƒ�/D]\�(\H 

Ƒ�5HWLQDO�'LVHDVH���Ƒ&KURQLF�(\H�,QIHFWLRQV���Ƒ(\H�,QMXry _____________________ 

List any major surgeries in the past 24 months:______________________________________ 

List any surgery/procedures on eyes:___________________________________________________ 

List any medications (including oral contraceptives, aspirin, and over the counter meds):_______________________ 

____________________________________________________________________________________________________

_____________________________________________________________________________ 

List all medication allergies:______________________________________________________________________ 

Any other major allergies (I.E. nuts, shellfish, tape, latex etc...)__________________________________________ 

List any medications/drops for your eyes (including over the counter):_____________________________________ 

Please check any of the following that apply to your immediate family history (parents, grandparents, aunts, uncles, and 

siblings):Ƒ�%OLQGQHVV�__________________ Ƒ�&DWDUDFWV�BBBBBBBBBBB____ Ƒ&URVVHG�(\HV�BBBBBBBBBBBBBBB 
Ƒ�*ODXFRPD�BBBBBBBBBBBBBBBBBBBBBB Ƒ�0DFXODU�'HJHQHUDWLRQ�BBBBBBBBBBBBBBBBBBBB     Ƒ Lupus____________________ 

Ƒ�5HWLQDO�'HWDFKPHnt/Disease ______________BBBBBBBB�Ƒ�$UWKULWLV�BBBBBBBBBBBBBBBBBBBBBBB Ƒ Heart Disease_________________ 

Ƒ�&DQFHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB� Ƒ�'LDEHWHV� _________________________   Ƒ Kidney Disease_________________ 

Ƒ�+LJK�%ORRG�3UHVVXUH�BBBBBBBBBBBBBBBBBBBBBB Ƒ�7K\URLG�'LVRUGHU�BBBBBBBBBBBBBBBBBB 

Tobacco use?  ƑYes  ƑNo  ƑPreviously     If yes:  packs per day?____________  How long?_______________   

Any alcohol use?  Ƒ No   ƑSocial Ƒ  1-2 drinks per day  Ƒ More than 1-2 drinks per day   Do you use illegal drugs?  Ƒ�<HV���Ƒ�1R 

Do you currently wear Glasses? Ƒ�<HV�Ƒ�1R��Purpose���Ƒ�'LVWDQFH��Ƒ�1HDU��Ƒ�%RWK�/LQHG�ELIRFDO�7ULIRFDO�RU�1R�OLQH)   

How often do you wear them? Ƒ)XOO�WLPH���Ƒ�$V�QHHGHG���Ƒ�1RW�RIWHQ���Ƒ�1HYHU���Ƒ�/RVW�Ƒ�%URNHQ� 

How old are your glasses?___________   Do you have problems with glare or driving at night?  Ƒ�<HV�Ƒ�1R 

Do you wear contacts? Ƒ�<HV���Ƒ�1R���7\SH��Ƒ�+DUG�5*3���Ƒ�6RIW�'LVSRVDEOH����Ƒ���ZN��Ƒ���ZN��Ƒ���PRQWK� 

Brand:________________  How often do you throw them away?:_____________   Solution:________________________ 

 
Please list anything else you would like to discuss with the Doctor ( I.E. trouble reading phone/newspaper/small print, trouble seeing 

computer screen, tired eyes, dry eyes etc........)  ____________________________________________________________________ 

___________________________________________________________________________________________________________ 


