
      

  
  
  
  
  

  

  

      

   

   

   

               
          

              
            
                

             

         

                

           

             

            

            

    
 

  
         

       

      

                

 

                

          

          

          

           

GINSBERG EYE  
O PO P H T H A L M O L O G YH T H A L M O L O G Y  

PATIENT REGISTRATION 

How did you hear about our practice? Please circle and be specific. 
Search Engine — Google • Bing • Yahoo Magazine Current Patient ________________________________________________ 

Social Media — FB • Instagram NCH ER Family/Friend _________________________________________________ 

Our Website Insurance Referring Physician ___________________________________________ 

Name
Last First M.I. 

Today’s Date 

Mailing Address
Street Address Apartment Number 

Age 

City State Zip code 

Home Phone (  )  Work Phone (  )  Cell Phone (  ) 

Email 

Date of Birth / / SS#  Marital Status  Gender 

Occupation  Place of Employment 

Spouse’s Name:  Employer  Work # 

Person to notify in case of emergency  Phone 

Do you have a cosmetic or anti-aging concern (i.e. fine lines, loss of volume, texture)? Y N 
Have you had a cosmetic or anti-aging treatment in the past? (i.e. Botox, Dysport, fillers, PDO threads) Y N 
Would you be interested in hearing about Facial Harmonization treatments offered at our practice? Y N 
Are you interested in upper eyelid surgery? Y N 
Are you interested in freedom from glasses or contact lenses? Y N 

May we discuss your medical condition with another person? Y N 

If yes, whom  Relationship 

May we discuss your medical insurance benefits and billing information with another person? Y N 

If yes, whom  Relationship 

**************************************************************************************************************************************************  

Policy Holder (if different from patient or responsible party)  

Policy Holder’s Date of Birth  / / SS # 

Employer of Policy Holder Work Phone (  ) 

Patient’s Relationship to Policy Holder 



 

 

 

 

  

Agreement of Responsibility 
I understand that professional services, diagnostic tests and other medical services rendered to the 
patient are the financial responsibility of the patient or the patient’s guarantor (the responsible party in 
the case of minors). I understand that I am financially responsible for all charges not covered by my 
insurance company. 

Eyeglass Prescription(Refraction) 
I understand that a refraction is a service that is not covered by Medicare or most health insurance 
carriers. If your doctor provides a refraction with an eyeglass prescription, you will be responsible for 
this charge, which is payable at the time of service of $60.00. 

Lifetime Consent to Treat 
I voluntarily consent to such care and treatment as prescribed by the physician as is necessary in the 
judgement of Dr. Barrett Ginsberg. I voluntarily consent to in-office minor procedures as prescribed 
by this physician. I understand/expect that all procedures including the risks and benefits, will be 
thoroughly discussed with me prior to the procedure. 

Release of Information Assignment of Benefits
I authorize use of this form on all my insurance submissions and authorize release of information 
needed to process a claim to any of my insurance companies. I permit a copy of this to be used in 
place of the original. I authorize the provider to act as an agent in helping me obtain payment from 
my insurance companies. I understand the provider does not accept responsibility for collecting my 
insurance claims or for negotiating a settlement in disputed claims. I assign any rights and claims. I 
assign any rights and claims for reimbursement of expenses allowable under my insurance plan and 
authorize payment directly to the provider for services rendered. I understand I will received a monthly 
statement for any balance due by me. 
I hereby authorize, its agents, employees and affiliates to have access to my complete medical 
records for the purpose of performing its billing and management functions as they deem necessary. 

Medicare Authorization (if applicable) 
I request payment of authorized Medicare benefits be made on my behalf to, for any services 
furnished to me by that physician or supplier. I authorize the holder of medical information, about 
me, to release to Medicare and its agents any information needed to determine these benefits or the 
benefits payable to related services. 
I understand that my signature requests that payment be made and authorizes release of medical 
information necessary and pay the claim. If “other health insurance” is indicated in the HCFA form, or 
elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes 
the release of the information to the insurer to the agency shown. In Medicare assigned cases, 
the physician or suppler agrees to accept the charge determination of the Medicare carrier as the 
full charge, and the patient is responsible only for the deducible, co-insurance and any uncovered 
services. Co-insurance and the deductible are based upon the charge determination of the Medicare 
carrier. 

Medigap Authorization (if applicable) 
The following is to be filled out if you have a Medigap insurance policy for which you wish to assign 
benefits. A Medigap or Medicare Supplemental policy is a health insurance policy or other health 
plan, offered by a private company, to those entitled to Medicare benefits. It is designed to pay certain 
costs that Medicare does not pay. By law, this excludes a policy or plan offered by an employer 
to employees or former employees, as well as a policy or plan offered by a labor organization to 
members or former members. 

This agreement is in effect until revoked in writing by the patient. 

Patient Signature: ____________________________________________ Date:_________________ 




Accessibility Report



		Filename: 

		2020-Ginsberg-Eye-Patient-Registration-Form (5).pdf






		Report created by: 

		Jeff Howcroft, CEO, jhowcroft@accpdf.com


		Organization: 

		Accessible PDF INC





 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 2


		Passed manually: 0


		Failed manually: 0


		Skipped: 3


		Passed: 27


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Needs manual check		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Needs manual check		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Skipped		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Skipped		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Skipped		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
	Current Patient: 
	FamilyFriend: 
	Referring Physician: 
	Todays Date: 
	Age: 
	Mailing Address 2: 
	Mailing Address 3: 
	Mailing Address 4: 
	Email: 
	SS: 
	Marital Status: 
	Gender: 
	Occupation: 
	Place of Employment: 
	Spouses Name: 
	Employer: 
	Work: 
	Person to notify in case of emergency: 
	Phone: 
	If yes whom: 
	Relationship: 
	If yes whom_2: 
	Relationship_2: 
	Policy Holder if different from patient or responsible party: 
	SS_2: 
	Employer of Policy Holder: 
	Patients Relationship to Policy Holder: 
	Date: 
	How did you hear about our practice?: Off
	Name-1: 
	Name-2: 
	Name-3: 
	Mailing Address 1: 
	Mailing Address 1-1: 
	Text2: 
	Text2-01: 
	Do you have a cosmetic or anti-aging concern (i: 
	e: 
	 fine lines, loss of volume, texture)?: Off


	Have you had a cosmetic or anti-aging treatment in the past? (i: 
	e: 
	 Botox, Dysport, fillers, PDO threads): Off


	Would you be interested in hearing about Facial Harmonization treatments offered at our practice?: Off
	Are you interested in upper eyelid surgery?: Off
	Are you interested in freedom from glasses or contact lenses?: Off
	May we discuss your medical condition with another person?: Off
	May we discuss your medical insurance benefits and billing information with another person?: Off
	Text3: 
	Text3-01: 
	Text3-03: 
	Text3#1: 
	Text3#2: 
	Text3#3: 
	Text2-03: 
	Text2#03: 


