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Patient Name __________________________________________________________________________ 

   First    Middle    Last 

Address ______________________________________________________________ Apt # ___________ 

City _______________________________________ State __________ Zip Code ___________________ 

DOB ___________________ Social Security # ________________________ Sex: ____Male ____ Female 

Home Phone ____________________ Cell Phone _________________ Email ______________________ 

 

 NOTE: By providing WV Eye Consultants with your email and/or cell phone number, you can take advantage of 

receiving email or text message appointment reminders through our appointment reminder service   

(Solution Reach). Please check below if you would like to receive reminders in this manner. 

_____OPT IN FOR TEXTS _____ OPT IN FOR EMAILS 

Patient’s Employer _________________________________    _____Retired _____Not Employed 

Employer’s Address _____________________________________________________________ 

City ___________________________________ State ___________ Zip Code _______________ 

Marital Status: Single ____ Married ____ Divorced ____ Other: (Describe) ______________ 

Preferred Language: English ____ Spanish ____ Other: (Describe) ____________________ 

Ethnicity: Asian ___ Black/African American ___ Hispanic/Latino ___White ___Other: _______ 

RESPONSIBLE PARTY 

Name of Person Responsible for this Account _________________________________________ 

Relation to Patient ______________________________ Phone __________________________ 

Address _________________________________ State ___________ Zip Code _____________ 

Social Security # ____________________________ DOB _______________________________ 

Name of PRIMARY Insurance ______________________________________________________ 

Name of Insured/Employee ____________________________ Relation to Patient ____________ 

Policy/ID # ______________________ Group # _________________ DOB _________________ 

Name of SECONDARY Insurance __________________________________________________ 

Name of Insured/Employee ____________________________ Relation to Patient ____________ 

Policy/ID # ______________________ Group # _________________ DOB _________________ 

INSURANCE INFORMATION 

X ____________________________________________________________________________ 
      Signature of Patient (or Guardian if minor)              Relationship to Patient                Date 
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Patient Name _______________________________________ DOB _______________________ 

What Medical Diseases or Illness Have you Had? 

_____ Diabetes    _____ Hypertension  _____ Other: 

___________________________________________

___________________________________________

___________________________________________

___________________________________________ 

What Medications do you Take?  

___________________________________________

___________________________________________

___________________________________________

___________________________________________ 

Have you ever taken: ____ Plaquenil ____ Interferon 

    _____ Amiodarone _____Steroids _____ Flomax 

Any Drug Allergies? 

___________________________________________

___________________________________________

___________________________________________

___________________________________________ 

Please list any eye injuries or surgeries: 

___________________________________________

___________________________________________

___________________________________________

___________________________________________ 

Other Surgeries: ____________________________ 

___________________________________________

___________________________________________

___________________________________________ 

Do you currently, or in the past have any of the 

following conditions?  

__Glaucoma __ Diabetes __ Stroke __ Cancer 

__ Heart Attack __ Cataract __Macular Degeneration 

Do any of these conditions run in your family?  

__Glaucoma __ Diabetes __ Stroke __ Cancer 

__ Heart Attack __ Cataract __Macular Degeneration 

Other: ______________________________________ 

Current Occupation:  _________________________ 

Hobbies: 

____________________________________ 

 ___________________________________________ 

Special Vision Needs (music, sewing, 

computer):__________________________________

___________________________________________

 

Please Circle any of the following that apply to you:  

GENERAL HEALTH:  

 

EAR/NOSE/THROAT: 

 

DIGESTIVE SYSTEM: 

 

 

MUSCLE & BONES: 

 

NEUROLOGICAL: 

 

 

ENDOCRINE SYSTEM: 

 

THOUGHTS & FEELINGS: 

 

BLOOD & IMMUNE SYSTEM: 

 

LUNGS & BREATHING: 

 

 

HEART & BLOOD VESSEL:  

 

 

URINARY/GYN/OB: 

 

SKIN: 

 

|HEALTHY|    |RECENT ILLNESS|      |HOSPITALIZATION|    |FALLS|     |WEIGHT 

LOSS/GAIN|      |SEASONAL ALLERGIES|      |FEVER| 

|HEALTHY|    |SORE THROAT|    |EAR PAIN|    |RING IN EARS|    |DIZZINESS|    

|DEAF/HOH|    |SINUS PAIN|    OTHER: _________________________________ 

|HEALTHY|    |CONSTIPATION|    |DIARRHEA|    |BOWEL HABIT CHANGE|    

|HEARTBURN / REFLUX|    |DIFFICULTY SWALLOWING|    |HERNIA|    |ULCERS|     

OTHER: __________________________________________________________ 

|HEALTHY|    |BACK PAIN|    |NECK PAIN|    |OSTEOPOROSIS|   |ARTHRITIS|     

|PAIN CHEWING|    |WEAKNESS|    OTHER:  _____________________________ 

|HEALTHY|    |MINI-STROKE / TIA STROKE|    |HEADACHE|    \SEIZURE|    

|MULTIPLE SCLEROSIS|    |PARALYSIS|    |PARKINSONS DISEASE|       

OTHER: __________________________________________________________ 

|HEALTHY|    |DIABETES|    |GOITER|    |BORDERLINE DIABETES|       

|THYROID PROBLEMS|    |NERVOUSNESS|    OTHER: ___________________ 

|HEALTHY|    |ANXIETY|    |DEPRESSION|    |PANIC ATTACKS|           

|SUICIDAL THOUGHTS|    OTHER: ____________________________________ 

|HEALTHY|    |ANEMIA|    |BRUISES EASILY|    |LEUKEMIA|   |HEPATITIS|     

|BLOOD DISEASE|    |HIV/AIDS|    |BLEEDING|    OTHER: ___________________    

|HEALTHY|    |COUGH|    |ASTHMA|    |SHORTNESS OF BREATH|    

|EMPHYSEMA|    |COPD|    |PNEUMONIA|    |COUGHING UP BLOOD|    

|TUBERCULOSIS|     OTHER: 

|HEALTHY|    |HEART ATTACK|    |CHEST PAIN|    |HEART SURGERY|    |BLOOD 

CLOTS|    |HIGH BLOOD PRESSURE|    |HIGH CHOLESTEROL|    |STRESS TEST|   

|HEART MURMUR|    OTHER: ________________________________________  

|HEALTHY|    |INCONTINENCE|    |URGENCY TO VOID]    |PREGNANCY|      

|PAINFUL URINATION|    OTHER: _____________________________________ 

|HEALTHY|    |RASH|    |ITCHING|    |CHANGING MOLES|    |PSORIASIS|     

OTHER: __________________________________________________________ 
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STATEMENTS OF ACCEPTANCE 

Unless refused and marked as such within this document, I the undersigned accept the provisions 

outlined herein. The signature below designates acceptance of all the following provisions:  

 
Signature of Acceptance: X _______________________________________ DATE: ___________ 

Signature of Witness: X __________________________________________ DATE: ___________ 

                   REFUSED ACCEPTANCE OF ALL PROVISISONS                         DATE: ___________ 

FOR OFFICE USE ONLY BELOW THIS LINE 

 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement 

could not be obtained because:  

□ Individual Refused to Sign.  

□ Communication barriers prohibited obtaining the acknowledgement.  

□ An emergency prevented us from obtaining the acknowledgement.  

□ Other (please specify): _______________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

EMPLOYEE INITIALS _______________ 

Patient Name _______________________________________ DOB _______________________ 

1) ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

2) CONSENT TO USE AND DISCLOSE HEALTH INFORMATION FOR TREATMENT, 

PAYMENT, OR HEALTHCARE OPERATIONS (Restrictions as requested) 

3) CONSENT FOR DIAGNOSIS AND TREATMENT 

4) ASSIGNMENT OF BENEFITS 

5) RESPONSIBILITY FOR PAYMENT FOR SERVICES 

6) FINANCIAL POLICY 

(1) ACKNOWLEDGEMENT OF RECEIPT 
            OF NOTICE OF PRIVACY PRACTICES 

 
A copy of this office’s Notice of Privacy Practices have been made available to me. 

Accepted Per Signature Above Unless Checked:            (REFUSED) 
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HIPAA NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY 
 

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment, or 
health care operations (TPO) and for other purposes that are permitted or required by law.  It also describes your rights to access and control your 
protected health information. “Protected health information” is information about you, including demographic information, that may identify you and that 
relates to your past, present or future physical or mental health or condition and related health care services. 
 

Uses and Disclosures of Protected Health Information 
 

Your protected health information may be used and disclosed by your physician, our office staff, and others outside of our office that are involved in 
your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s 
practice, and any other use required by law. 
 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care with a third party. For 
example, we would disclose your protected health information, as necessary, to a home health agency that provides care to you. For example, your 
protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary 
information to diagnose or treat you. 
 

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining 
approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the 
hospital admission. 
 

Healthcare Operations: We may use or disclose, as needed, your protected health information to support the business activities of your physician’s 
practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, 
licensing, and conducting or arranging for other business activities. For example, we may disclose your protected health information to medical school 
students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and 
indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your 
protected health information, as necessary, to contact you to remind you of your appointment. 
We may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required 
By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug Administration 
requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity 
and National Security: Worker’s Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when 
required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of 
Section 164.500. 
Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to object unless required by 
law. 
You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in 
reliance on the use or disclosure indicated in the authorization. 
 

Your Rights 
 The following is a statement of your rights with respect to your protected health information. 

- You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy 
the following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative 
action or proceeding, and protected health information that is subject to law that prohibits access to protected health information. 

- You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any 
part of your protected health information for the purposes of treatment, payment, or healthcare operations. You may also request that any part 
of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes 
as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction 
to apply. Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to permit 
use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use 
another Healthcare Professional. 

- You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You 
have the right to obtain a paper copy of this notice from us. Upon request, even if you have agreed to accept this notice alternatively i.e., 
electronically. 

- You may have the right to have your physician amend your protected health information. If we deny your request for amendment, 
you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a 
copy of any such rebuttal. 

- You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. 
We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as 
provided in this notice. 
 

Complaints 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file 
a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint. 
This notice was published and becomes effective on/or before Feb. 01, 2011. 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to 
protected health information. If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at 

304-343-3937. 
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(2) CONSENT TO USE AND DISCLOSE HEALTH INFORMATION FOR 

TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS 
 

I understand that as part of my healthcare, this organization originates and maintains health records describing 

my health history symptoms, examination and test results, diagnoses, treatment, and any plans for future care 
or treatment.  

I understand that this information serves as:  

• A basis for planning my care and treatment. 

• A means of communication among the many healthcare professionals who contribute to my care.  

• A source of information for applying my diagnosis and surgical information to my bill. 

• A means by which a third-party payer can verify that services billed were provided.  

• A tool for routine healthcare operations such as assessing care quality and reviewing the competency 
of healthcare professionals.  

I understand that I have the right:  

• To object to the use of my health information for directory purposes. 

• To request restrictions as to how my health information may be used or described to carry out 

treatment, payment, or healthcare operations, and that the organization is not required to agree to the 
restrictions requested.  

• To revoke this consent in writing, except to the extent that the organization has already acted in 
reliance thereon.  

         I REQUEST THE FOLLOWING RESTRICTIONS TO THE USE OR DISCLOSURE OF MY HEALTH INFORMATION:  

(Check One) Relationship Name 

_____Include _____Exclude ________________________ ________________________________ 

_____Include _____Exclude ________________________ ________________________________ 

_____Include _____Exclude ________________________ ________________________________ 

Accepted Per Signature Above Unless Checked:           (REFUSED) 
 
 

(3) CONSENT FOR DIAGNOSIS AND TREATMENT  
 

I, the undersigned, hereby consent to and authorize the administration and performance of all treatment as may be 

deemed necessary or advisable in the treatment of this patient, all of which to the judgment of the attending 

physician or their assigned designees, may be considered medically necessary or advisable. 

 
 

I fully understand that this consent is given in advance of any specific diagnosis or treatment, and I understand this 

consent to be continuing in nature even after a specific diagnosis has been made and treatment recommended. This 

consent shall remain in full force and effective until revoked in writing. 

Accepted Per Signature Above Unless Checked:         (REFUSED) 
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(4) ASSIGNMENT OF BENEFITS 

This is to certify that the above information is true and correct to the best of my knowledge. I authorize West Virginia Eye 

Consultants to release any medical information necessary to submit my or my child’s insurance claims or to notify others 

as required for advice or treatment. I understand that I am financially responsible to West Virginia Eye Consultants for all 

services received and that finance charges may be assessed for any charges not paid according to policy. I understand 

that I am responsible to pay all expenses incurred in collecting any unpaid fees, including all reasonable attorney or 

collection fees. I hereby assign to West Virginia Eye Consultants for any services rendered, insurance benefits and/or 

benefits due because of liability of a third party for the above patient unless I pay the patient’s account in full upon 

completion of service. I understand that every effort will be made to collect benefits on my behalf, but it is my responsibility 

to collect benefits from my insurance company. I take full responsibility for assuring that my insurance companies are 

properly notified if referrals, second opinions or pre-certifications are required prior to services rendered. 

Accepted Per Signature Above Unless Checked:           (REFUSED) 
 

(5) RESPONSIBILITY FOR PAYMENT FOR SERVICES 

I understand that the ultimate responsibility for all charges incurred on my account is mine and agree to pay all 
deductibles, co-insurance amounts, and charges for non-covered or denied services. 

 

Accepted Per Signature Above Unless Checked:           (REFUSED) 
 

(6) FINANCIAL POLICY 

[EFFECTIVE 07/01/2017] 

 
We are so excited you have chosen West Virginia Eye Consultants as your eye care provider. We are fully committed 
to enhancing the lives of every patient, by providing the best quality eye care, with an excellent team of providers and 
support staff; all sharing a united focus on your needs and well-being every day. We must emphasize that as Medical 
Care providers, our relationship is with you, our patient, not with your insurance company. However, as a courtesy to 
you, we will bill most insurance companies. Please let us know if you have any questions about our fees, our policies 
and procedures, or your payment responsibilities during your visits with us. 
 

Patient Co-Payments:  

Patients at WVEC will be asked to present an insurance card for each visit. All co-payments and any past due 
balances are due at the time of check-out unless previous arrangements have been made with our billing team. We 
accept cash, check, credit card or Care Credit at time of payment. No post-dated checks will be accepted. 

 

Refractive Services:  
I understand that the $30.00 refraction fee is NOT covered by most medical insurances even though it is considered 
part of the comprehensive eye exam at WVEC. I understand that I am responsible for payment of the fee unless I 
request not to have a refraction performed prior to the examination. The refraction test is an eye examination that 
measures a person’s ability to see an object at a specific distance. WVEC physicians can determine if you have 
nearsightedness, farsightedness, astigmatism (asymmetrical cornea), or presbyopia (inability to focus on objects that 
are close to you). This test helps confirm the extent of vision difficulty. The information obtained from a refraction test 
allows the prescription for eyeglasses or contact lenses to be correct for each person. This test can be done as part of 
a routine eye test to determine if a person has normal vision. When a person complains of blurred vision, this test can 
help determine the extent of poor vision. It can also be performed to help follow the progress of treatments for 
diseases of the eye such as cataracts. The test is also used to prescribe glasses if needed. 
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Surgical Procedure and Specialty Contact Lens Products:  

Patients receiving any type of surgical procedure or specialty contact lens fitting are required to pay any co-payment 

deductible 48 hours prior to the surgical procedure or dispensing of products. The Billing office will counsel you on all 

your financial options when you have your surgical evaluation and/or specialty contact lens fitting. 

 

Optical:  

If a patient needs glasses ordered at WVEC, we will take half of the total payment at the time of order. When glasses 

are dispensed to the patient, the final payment is due at this time. 

 

Insurance Claims:  

Your personal insurance is a contract between you and your insurance company. WVEC will bill your primary insurance 

company after the completion of your visit. To bill your insurance company, we require that you disclose all insurance 

information including primary and secondary insurance, along with any changes that have occurred with your insurance 

information. Failure to provide complete insurance information may result in patient responsibility for the entire bill. Your 

insurance company will make the final determination of your eligibility and benefits. If your insurance provider is not 

contracted with WVEC, the patient agrees to pay any charges not covered by the insurance provider. If we are out of 

network for your insurance company and your insurance pays you directly, you are responsible for payment and agree to 

take care of the outstanding balance with WVEC immediately. If your insurance plan is one that WVEC is not a 

participating provider, you are responsible for payment in full at the time of check-out. Secondary insurance claims will be 

submitted one time as a courtesy to the patient. However, the patient will remain responsible for the balance except in the 

instances where WVEC are in contractual arrangement with the secondary insurance. If payment is not received from the 

secondary insurance, the balance will become the responsibility of the patient. IF WVEC IS FORCED TO SUBMIT A 

DELINQUENT ACCOUNT TO A COLLECTION AGENCY, THERE WILL BE A 30% LATE FEE ADDED TO THAT 

ACCOUNT. 

 

Referrals and Pre-Authorizations:  

There are health insurance companies that require the patient to obtain a referral or prior authorization form from your 

Primary Care Provider before visiting a specialist. If your insurance company requires a referral or pre-authorization, the 

patient is responsible for obtaining it. Failure to obtain the referral along with the pre-authorization may result in a lower or 

no payment from the insurance company, and the outstanding balance will be the patient’s responsibility. This may 

require the patient’s appointment to be rescheduled if not obtained before seeing the doctor. 

 

As a courtesy to you, WVEC is happy to set up a payment plan for any outstanding balances over $200.00. You may 

ask to speak with a billing team member to set up this monthly payment plan at the time of your appointment. 

 

If the patient is over 18 years of age and receiving treatment at WVEC, the patient is fully responsible for payment of all 

services. WVEC will not bill any other personal party. 

 

Third Party Billing:  

WVEC does not participate in any third-party billing. 

 

Worker’s Compensation:  

It is the patient’s responsibility to provide our front desk team with the employer authorization or contact information 

regarding any workers compensation claims. If the claim is denied by the workers compensation insurance provider, it is 

the patient’s responsibility to complete the payment at check-out. 
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Missed Appointments:  

WVEC requires that the patient calls 24 hours before the scheduled appointment to make any changes or cancellations. 
Any appointments that are missed that were not previously canceled or rescheduled will be charged a $30.00 no show 
fee. Once applied to the account you must pay that balance before being seen or any scheduled appointments are made. 

Minors:  

What if my child needs to see the physician? 

A custodial parent or legal guardian must accompany patients who are minors (under the age of 18) on the patient’s 

first visit and any other visit thereafter. This accompanying adult is responsible for payment of the account or any 

copays that are due that day and or time of service. We may ask that you also provide court documents for full or 

shared custody if the other parent needs to accompany the minor child. 

Medical Record Copies:  

Patients requesting copies of their medical records will need to complete a medical record release form. Please ask 

the front desk to provide you with this form and turn back into the front desk at WVEC. Attorneys and Insurance 

companies will be charged $0.75 per page plus postage. WVEC also requires a $10.00 handling fee if records must 

be delivered within 48 hours. 

Insurance Providers:  

To see a list of our current insurance providers, please visit our website at www.wv-eye.com or call us at 304-343-3957. 

I have read and understand the financial policy of the practice and I agree to be bound by its terms. I also 

understand and agree that such terms may be amended from time to time by the practice.  

Accepted Per Signature Above Unless Checked:         (REFUSED) 

http://www.wv-eye.com/

