
Date: I I

Last name

Address

Hoover Vision Center, P.C.
PATIENT INFORMATIOil

(Please Printt

New Update _

city 

- 

state zip
Home Phone

Other Phone
Cell Phone Work Phone

Email

Preferred Contact: HonE Phone / Cell phone / Work phone / Enoil / Regulor Moil
Preferred Language: English / sponish / 

-Ethnicity: 

HisponidLotino // Not HisrynidLotino
Race: Americon lndion or Naskon N,tive / Asion / Block or Alricon Americon

Notive Howoiion or pocific islonder / White
Occupation _ Stalusi Employed / Retired / Unemployed / Disobled
Employer _
Who referred yo, ,o thi, offi."J-

lf Student: Grade _ School

Please list any family members who are patients of this office
Name Relation Age

Emergency Contact

lnsurance lnformation
Primary (medicol)

lnsured Name:

Secondary fuedicol)
lnsured Name:

Vision Plan

lnsured Name:

Phone Relationship

Policy S Group #
lnsured DOB

ilPolicy Group #

lnsu red DOB

Policy S

lnsured DOB

ttPleosc lpve insumnce cords ond driven liccn* ovailoble lor tueptionist A opyt,

*Pleose turn thisform over ond complete side two*

First name _ Middle _
Preferred name_ Date of Birth _l__J_ Age_ *x:. M/F
Social Security _ Drivers License # Marilal Status: S/M/WiD



Financial lnformation

ls patient responsible for bill? Yes / No

Guarantor: Last name

DOB

Address

lf not, complete the following information:
First name

_ Social Security S

Home phone Work Phone

RelationshipEmployer

Note: Mhprc must b accompanied by on adult lor exominotion ond when pkking up
maieriols.

Collection Policy

Our doctors participate in a variety of insurance plans. As a courtesy to our patients, we
will be happy to file most claims. You will be expected to pay your co-pay, deductible,
and any non-covered service at each visit. For example, refractions, which are a necessary
component of an eye exam, are not covered by Medicare. lf your insurance requires o referral,
it is your responsibility to contoct your primory core physicion ond obtoin the referrol number
ond ony other necessory informotion. lt you have any questions about your insurance or
account, please feel free to contact our insurance and billing coordinator.

! authorize the release of any medical information necessary to process a claim on any
insurance policy listed abore. I hereby assign to and authorize payment direcdy to Hoover
Vision Center. P. C. for all benefits payable under sudr insurance pohcy. I realize that the
insurance benefits may not pay all of the bill, and I agree to pay the difference or the entire
bill if necessary. ln the event of defauh in the payment of my chartes, I atree to pay all cost
of collection, including a reasonable attomet/s fee, should the account be refurred to an
attomey for collection. I further agree to waive my r:ghts of exemption as to peEonal
property.

I have read the above policies and agree as indicated by my signature.

Patient or Responsible Pafi Signature Date

I underctand that a finance charge of 1.5% per month shall be added to all balances over 30
days.



MedrCal History Questionnaire
(Please Print)

Name: Date: / / Date of Birth: / /
Last medicalexam: I I Medical Doctor (name,bcation):_

Pharmacy (name, location, phone):

Past Eye Historv
Have you ever had any eye injuries? E No D Yes: (list)

Haveyoueverhadanyeyesurgeries?DNoEYes(list)
List any eye drops you use :_
Do you wear glasses? ENo DYes / How old is you present pair of lenses?

Do you wear contact lenses? ONo OYes / How old is lrour present pair of lenses?_
Type of contact lenses: [Rigid ESoft Wearing Schedule: DRemove daily lSleep in lenses
How often do you throw away your lenses? Are your lens€s comfortable?

Do you have or ever had any of the following eye conditions or diseas€s? pleas€ check all that apply.
E Cataracts flGlaucoma fl Macular Degeneration D Retinal Detachment/ Disease DDry Eyes E Eye lnfections
ELoss of Vision/side vision D ltchy Eyes nDouble Vision llBlurred vision nFlashes/Floate6 E Crossed tyes
Ul"ary Eyes trDroopin8 Eyelid Dother 

--

Past Medical

List all medications:

Allergies: ENone E Y"r{lin}
List all mailr injuries, surgeries and / or hospitalizations you have had:

Are you pregnant ? DNo EYes / Weeks 

-- 

Are you Nursing? DNo nyes
Do you have any medical conditions? Please check all thal apply. DDiabetes D High Blood pressure BHeart Dis€ase DHigh
Cholesterol Elhyroid Disorder OAutoimmune Disease (name:_) Please list any additional medical
conditions.

Familv Historv: (Chech all that apply to yolrr blood relatives)

EBlindness Dclaucoma EMacular Degeneration Dcataracts Dl-azy Eye D Retinal Disease/Detachment ODiabetes
EHeart Disease Dstroke E High Blood Pressure EArthritis Exi{rney Di-ase DThyroid Disorder EAutoimmune
DOther
Social History

Smoking Status: E Current every day smoker Ecurrent some day smoker OFormer Smoker ClNever smoked

Dsmoker, current status unknown D Unknown if ever smoked

When quit?

Alcohol Use: DNone fl Occasional drinker lEveryday drinker How long?

Drugs: flNo DYes: type,/amount/how long:

Check if you have ever been exposed to or infected with: D Gonorrhea O Syphalis E HIV EHepatitis

OVER

Last eye exam: / / Last Eye Care Prorider:

lf smoker: How much?_ l-low long? _



Rerriry of Systems

Do you currentv, or have you ever had any problems in the following areas:

Constitution C.ordionsanlor
Fatique/ Weakness D Yes O No Heart attack E Yes E No

Fever B Yes E No Hea.t Disease E Yes O No

Weight gain/loss E Yes D No Stroke E Yes O No
Jaw pain when chewing D Yes D No High blood pressure D Yes D No

Scalp Tenderness E Yes E No lrretular heart beat D Yes O No

Pacemaker/Defibulator I Yes f] No

Skin Vascular diseas€ O yes E No

Rashes/Sores n Yes E No Gostmintestinol
Rosacea O Yes E No Esophageal Reflux E yes E No

Hives,/Eczema D Yes D No Digestive Disorder E yes E No

Neurolooial Ulcer E yes D No
Headaches/Migraines E Yes E No Cirrhosis D yes E No

S€izures E Yes D No Hepatitis E yes E No

Multiple Sclerosis C Yes E No Genitourinarv
Numbness E Yes E No Kidney Stones fl yes O No
Tremors E Yes E No Urinary Oisorder E yes E No

Eves History of STD's 0 yes D No

Other not prevbus listed E Yes E No Musculaskel€,;ol

Eor, Nos€ ond Throot

Explanations:

Patient/Guardian Signature Date

Endocrine
Thyroid (low)

Thyroid (high)

Diab€tes

Pituitary Disorder

Pwchtcttk
Anxiety

Depression

Bipolar

Schizophrenia

Difficulty Sleeping

tmmunotooic

Allergies

Hay Fever

Lupus

Sarcoidosis

Sjogrens

OYesENo
DYes0No
DYesONo
DYesENo

DYesDNo
DYesE No

fl Yes E No

DYesE No

DYesD No

OYesENo
OYesENo
DYesDNo
DYesENo
fl Yes E No

EYesDNo
Othet

Ca ncer

Hard of Hearing

Ringing in Ears

Dizziness/ve rtito
Sinus Congestion/Pressure

Resoitotory

Asthma

Chronic Bronchitis

Emphysema

Cough

Congestion

Sleep Apnea

Ooctor Signature Date Revieu,ed

Rheumatoid Arthritis 0 Yes D No

Osteoarthritis nYesDNo
Myasthenia Gravis D Yes E No

Fibromyalgia DYesE No

Lvmohotic/Henptolmic
Anemia lYesE No

High Cholesterol D Yes E No

Easy Bruising ! Yes D No

Aspirin Use DYesE No

DYesENo
DYesENo
DYesO o

EYesENo

OYesENo
DYesONo
EYesENo
EYesDNo
DYesENo
EYesENo



REFRACTION FEES AND CO-PAYMENTS
A refrection is an important part of an eye examination. It is the test performed which determines your
prescription. It also helps us monitor the health ofyour eye by determining your best possible visual acuity.
This aids us in monitoring cataracts, macular degeneration and otler disease and aging processes in your
eye. Unfortunately, Medicere and other medicet insurances such as Bludross rnd BlueShicld do not
pry lbr this service. Medical plans deem reliactions as "vision services" and therefore, do not cover or pay
for the refraclion. Our fee for refraction is $40.00 and is collected at the time of service in addition to any
cG'payments your plan may rcquire. A rellaction is performed at comprehensive annual exams, final
cataract post-op visits when glasses are prescribed, when a change in visual acuity has occurred, or at your
request.

PATIENT ACKNOWLEDCEMENT

Vision insurances, such as VSP and VCP, do cover lhe reliaction. There may be times that an additional
medical test is performed on the same day as a routine eye exam, such as l'undus photography. Vision
insurance plans do not cover for medical tests. This portion will be filed with your mJical flan. When this
occurs there is a co-pa.yment that yow medical insurance requires us to collerct. It will be coilected on the
day of service in addition to co-payments required by your vision plan.

lt is our intention to provide you with quality vision and ocular health exams. It must be said that not all
services that are necessary for quality care are covercd by every insurance plan. We strive to be certain that
you receive the full benefit oiyour insurance plans. Please let us know ahead of your examination as to ell
your current insurancc benelits. If for any reason we are paid by a medical plan for a refi.action, or a co-
payment was not required we will reimburse you accordingly once we are notified. We thank you for
choosing us for vour eye care scrvices.

I have read t}e above information and understard that a refraction is a non-covered sewice by medica.l
plans. I a.lso understand that a co-payment maybe requircd from both my vision plan and medical insgrance
if both must be billed for separate services performed on the same day. I accept firll financial responsibility
for refraction fees, co-payments, co'insurance and/or deductibles and understand it is due at the time of
service.

Signature Date

Printed Namc:

I decline (please circle) the refraction or additional medical test today. I understand that without the advised
testitrg , the doctor may not be able to l'ully assess the health and function ofmy eyes.

Signature_ Date

Printed Name



Hoover Vision Center, !nc.
2801 Hwy 150, Suite 101A

Hoover, AL 352214

Contact Person: Medical Records Clerk

ACK'{OWLEDGEMENT O} PRIVACY POTICY AND PRACNCES

I understand that in an attempt to protect the privacy of my identifiable health
information, Hoover Vision Center, lnc. (HVC) has established a privocy policy and
guidelines for Privocy Proctices within their offices. This information details the use
and/or disclosure of information contained in my personal medical/optometric records
kept for the purposes of diagnosis, treatment, payment and health care operations. I

understand that my health information in this office is private. Hoover vision center
does not discuss results of examinations or tests with anyone but the patient and/or
guardian unless permission has been granted to do so. ln accordance with HIPAA
Regulations, a copy of HVC Privocy Policy & proctices has been made available to me
while in the office today. Should I choose to have a copy, one will be given to me at no
charge.

[ ] I understand and acknowledge the pravacy policy and practices of HVC.

Please list below those individuals you wish to allow us to communicate your health
information if needed or requested.

Name Relationship

( ) ldo not grant permission to any other person besides myself.

Patient Signature Date

Guardian Signature Date

Patient Name _Date of Birth:



floover Vision Center
Office Policies

Dr. Robin L. Marbourg Dr. Abnous d Samford

1'hiurk you lbr choosing our oflicc to providc lbr your eye czre needs. Wc strivc kr provide our patients widr
quality trtnprchclrsive eye care in a tirncly rnanncr. -fo rncct our gozrl, wc r)rust adhcre kr the following o(fice
policics. Plcasc rcad iurd initial cach <xrc antl sigr at the bottom showing that you havc rcad and undcrstand our
policics.

&itia]) BROKEN APPOINTMENTS - A 24 HOIIR N()'l'lCll is rcquircd lo canccl or chalgc
your cyc cx:un appoinhnent or a $4,0 no show fee will be billed. 'l'luec (l:)) llrokcn appointrncnts within a twclvc
(12) nroutir pcriod will result in "Day ol' C:rll ( )nly" status. This nre:urs drat going lbrrard, you will no longcr bc
givcu iur appointrncnt slot in advancc. You can call on tlic day 1'ou desirc servicc ;urr[ ask to be rvorkcd into thc
cxisting scltcdulc. We rvill do our bcst to acc()rlunodate drat request llut lvill <lo so wit-lxrut obligation if our
schcrlulc is irlrcady {ull. Considcration wilI bc givcn to any ocular erncrgcncy issucs/conditions.

Nrlt: I').wt'plitts to this policy will bc ddutniucd on at inclividual basis, attoruliry lo circuntstance. W'e
utrlcnl;utd tlnl illnt:ss or otlrcr uncxpcrlcd un<tgcncics arisc that na*c it c(css,uy lo c;uicel an appctitbncnl
viit lcss llru a 2,1 ltrnn'noticc. Plcasc bc u;urluxts and contact our ollkt' as xxtn as possible, so tlnt we c;ut
oll-cr tlnt aplxtinlr cnt to aaotltcr palicDt h nccd ol't;ue.

0nitia]) t ATE ARRMLS - Il'you arrive rnore thzrn filiccn (15) nrinutcs latc for your schedulcd
app()ilrtlllclrt tinrc you 4qiry be askcd to rcschcrlulc. Dcpcnding on our da.ily schcdulc you may be ablc to bc
workcd in. II you :rgrec to do so, you rl)ust lrait unt.il an appointrncnt tirne is arailablc or anodrcr paticnt
rcschctlulcs. \\/c sllivc to stay on sclterlulc iuxl latc arrivals can cause a disruyrtion, rcsulting in an incrcasc rv;dt
tirtrc lirr othcrs drc rcst of the clinic dav.

(Idtiat)-COURTESY CONFIRMATION - Our olllcc proridcs a call and/or c-rnaiVtcxt mcth<xl ol'
conlirlnirtiotr ;urd rclninder belirrc your sclrcrlulcd appoinlnent. I'lcasc rcnrernber tl s is a courtcsy, and you:u-c
still rcslxrnsiblc lbr keeping your schcdulc<l :rppointmcnt timc. Pleasc rcslxrnrl to t.his confinuat.ion as s(x)n as
yxrssiblc, s() wc ciul pl:rn accordingly to utcct your cyc carc nceds.

fuitial) & HEALTH INSURANCE - Pleasc pror.idc our ollicc with your cunent cyc,4rcaltlr
insuratrcc irtlirrmation belbre ariving li)r y()ur cyc cx;rm appointrncnt so l-llat wc ruay prol'irle you with thc
Il.97 lMA'l'LI) cost ol your apyroinrrncul.

(Initi,l) Wc filc your cyc,4rc:rldr insura-nce as a c()urte sy to you.
(Liti"I) We do not havc a confact with your insur:rncc c(nrlp:uly, only you do. Wc have

agrccd to bc lliurcl rncmbcrs and provide scrviccs.
(Initial) t is your reslxrnsibility to notitl,our ollicc ol':ur1, ch:rngcs rvith 1,our eyelrezLltl

lnsuriulcc c?rrncr.
0dtial)-Patients are responsible for paying their copays and non-covered fees in firll at time

of service.

Signature: D

fuitia]) RETTIRNED CHECK FEE - There is a $30.00 rctunrc<l chcck I'ee on all rcturncd chccks.

onitial) PRMTE PAY - Paynrcnt is duc in full at the rirnc ol'scrvicc

Patient/Guardian Name:-


