 CAMPANELLA & PEARAH 

EYE CARE ASSOCIATES

455 PENN AVENUE

SINKING SPRING, PA 19608

PHONE: 610-678-4552  FAX: 610-678-7007

PATIENT’S NAME:  _____________________________________________________ APPOINTMENT DATE: ________________________________

PATIENT’S ADDRESS:  ___________________________________________________ DATE OF BIRTH:  ________________AGE_______________  CITY,STATE,ZIP:  ________________________________________________________ SOC.SEC.#  __________________________________________

HOMEPHONE:_________________________________________________  WORKPHONE:_________________________________________________

MARITAL STATUS: ____SINGLE ____MARRIED ____OTHER 

SEX:  M   F

HOW WILL YOU BE PAYING YOUR BILL TODAY?
CASH
CHECK
VISA/MC/AMX
INSURANCE

PERSON RESPONSIBLE FOR BILL:  ______________________________________________________________________________________________

ADDRESS (IF DIFFERENT FROM PATIENT’S ADDRESS):  ________________________________________________________________________

PATIENT’S EMPLOYER:  ________________________________________________________________________________________________________

EMPLOYER’S ADDRESS:  ________________________________________________  PHONE#: ____________________________________________

PARENT/SPOUSE NAME:  _______________________________________________  PHONE#:  ___________________________________________

EMERGENCY CONTACT (OTHER THAN PARENT/SPOUSE): ______________________________PHONE#:_____________________________

FAMILY PHYSICIAN:  ____________________________________________________PHONE#:______________________________________________

PHYSICAN’S ADDRESS:  _________________________________________________________________________________________________________

HOW DID YOU HEAR ABOUT US?_______________________________________________________________________________________________

INSURANCE COVERAGE (WE NEED A COPY OF YOUR INSURANCE CARD):

PRIMARY INSURANCE COMPANY: ______________________________________________________________________________________________


ID#: __________________________________________ GROUP#: _______________________________________________________________


INSURED’S NAME:  _____________________________________________________________________________________________________

INSURED’S BIRTHDATE: ________________________  INSURED’S SOC.SEC.#: ______________________________________________


INSURED’S EMPLOYER:  _________________________________________PHONE#:_____________________________________________

SECONDARY INSURANCE COMPANY:  ___________________________________________________________________________________________


ID#: __________________________________________  GROUP#: ________________________________________________________________

INSURED’S NAME:  ______________________________________________________________________________________________________ INSURED’S BIRTHDATE: ________________________  INSURED’S SOC.SEC.#: _______________________________________________

INSURED’S EMPLOYER: __________________________________________PHONE#:______________________________________________

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION CONCERNING MY TREATMENT TO MY INSURANCE COMPANY, OTHER DOCTOR’S OFFICE, OR THE FOLLOWING PERSONS PLEASE CHECK ALL THAT APPLY:   ______SPOUSE _____ PARENTS, IF CHILD 18 YEARS OLD OR OVER   _____ POWER OF ATTORNEY  _____ PATIENT’S CHILDREN_____ PATIENT’S-IN-LAWS__________ 

OTHER FAMILY MEMBER (SPECIFY) ___________________

SIGNATURE: ______________________________________________________________________ DATE: __________________________________________ 

IF YOU ARE COVERED BY MEDICARE, PLEASE READ AND SIGN THE FOLLOWING:  IN MEDICARE ASSIGNED CASES, THE DOCTORS AGREE TO ACCEPT THE CHARGE DETERMINATION OF MEDICARE AS THE FULL CHARGE, AND THE PATIENT IS RESPONSIBLE ONLY FOR THE DEDUCTIBLE, COINSURANCE, AND NONCOVERED SERVICES (i.e., REFRACTIONS).   COINSURANCE AND THE DEDUCTIBLE ARE BASED UPON THE CHARGE DETERMINATION OF MEDICARE:

SIGNATURE: _____________________________________________________________________  DATE:  _____________________________

PAYMENT IS EXPECTED AT THE TIME OF SERVICE. ALL MAJOR CREDIT CARDS ARE ACCEPTED.

