
DR. BLACK’S EYE ASSOCIATES (MINOR PATIENTS) 
PATIENT INFORMATION 

MRN FOR OFFICE USE ONLY 

NAME DOB 

ADDRESS                       CITY, STATE, ZIP CODE 

EMAIL EMERGENCY CONTACT NAME & PHONE NUMBER 

PHARMACY NAME &  LOCATION PRIMARY CARE PHYSICIAN 

GENDER 

I authorize treatment of the above named person and have reviewed the above information regarding Insurance Claim Filing, Prescription / Pharmacy      
Authorization, Electronic Health Records and Patient / Policy Holder Communication. I agree to all terms and conditions as listed above.  

Print Name     Signature     Today’s Date 

Please review the below information and initial and sign where indicated. Failure to do so may result in delay or denial of services.  

INSURANCE CLAIM FILING: 

All services rendered will be filed with applicable Insurance carrier(s), including Medicare & State Medicaid, as a courtesy to me. My         
financial responsibility may include, but may not be limited to: deduc ble, copayment, or non-covered service(s). By ini aling below I      
authorize payment of authorized benefits on my behalf to Eye Associates for any services rendered. I also authorize any holder of my     
medical informa on to release to The Health Care Finance Administra on (HCFA), and its agents, any informa on needed to determine 
these benefits payable for services.  

Ini al: ________________ 

OPTIONAL: PREFERRED NAME  
                    

OPTIONAL: PREFERRED PRONOUN(S)  

HOME/CELL PHONE 

PHARMACY AUTHORIZATION 

I grant permission for Eye Associates to access and apply my pharmaceu cal benefits data electronically via RxHub. This permission permits 
Eye Associates to obtain insurance coverage informa on, obtain formulary informa on, display therapeu c alterna ves, and  obtain        
informa on regarding other prescrip ons prescribed by other providers via RxHub.  

Ini al: ________________ 

PATIENT COMMUNICATION 

I permit Eye Associates, and any affiliates which may include collec on and billing organiza ons, to contact me by telephone, email or text 
message via any informa on provided, including any other contact informa on associated with my account. I further agree that Eye         
Associates may use any method to contact me, including but not limited to Automated Telephone Dialing System (ATDS) or prerecorded 
message. I also agree that I will no fy Eye Associates if I am no longer authorized to receive calls at any number  or email address provided.   

Ini al: ________________ 

OTHER PHONE 

INSURANCE INFORMATION 
PRIMARY INSURANCE COMPANY NAME 

POLICY #  
  

GROUP #  
  

POLICY HOLDER NAME 

INSURANCE COMPANY ADDRESS    CITY, STATE, ZIP CODE 

SECONDARY  INSURANCE COMPANY NAME 

POLICY #  
  

GROUP #  
  

POLICY HOLDER NAME 

INSURANCE COMPANY ADDRESS    CITY, STATE, ZIP CODE 

FINANCIAL RESPONSIBILITY 
RESPONSIBLE PARENT / GUARDIAN NAME 

DOB 

RELATIONSHIP TO PATIENT 

SSN 

PATIENT SSN 

PHONE NUMBER 

RESPONSIBLE PARTY/GUARDIAN ADDRESS 


