InVision Eye Care 

Fergus Falls Vision Care, P.A.

Welcome to our office.  We appreciate your trust in our care.  Drs. Smith, Hanson, and Kempfer and the entire staff are dedicated to making your visit comfortable and worthwhile.  We will do our very best to provide you with the very best eye health and vision performance.  Please let us know if there is anything we can do to assist you with your vision care.

As you might expect, there are several things we need to know to assist us in giving you the best care.  Please answer each of these questions.  We are contractually obligated to submit claims to your insurance company; therefore we need all of this information.  If you do not have insurance, or if you have a very high deductible or other extenuating circumstances, please let us know.  All information is strictly confidential.

General Information

                                Today’s date: _________/__________/________ 
Last name _____________________ first name _______________________ MI _____ DOB ______/______/_____

Gender:   M         F         SSN _______-______-________ Spouse ____________________________   

If 18 or under, father: _____________________ mother ___________________   I live with:     mother   father    both

Street ___________________________________ city _____________________________ zip ________________

Home phone ____________________ work phone ______________________ cell phone ____________________

Occupation (or grade)____________________________Employer (or school)______________________________

Email ________________________________________ May we send you email regarding our vision care    Y       N 

Were you referred to our office?  Y   N   If yes, by whom?_______________________________________________ 

I have been offered a notice of privacy practice -  accepted________declined ________ Please Initial
(Read the Privacy Policy at http://ffvision.com/privacy_policy.php)




Medical Insurance Company ___________________________  

Name of primary policy holder ___________________________  dob ______/______/______

ID number __________________________ Group number ___________________________

Authorizations & Releases  

I authorize Fergus Falls Vision Care, P.A. (hereafter:  FFVC) to release any information, including diagnoses and examination records of me and/or my dependent during the time period of such care as required by my insurance companies or other third party payer.  I further authorize and request my insurance company or payer to pay any benefits directly to FFVC.

I agree to be responsible for any portion of the bill not covered by my insurance companies or third party payer.

_____________________________ for _______________________    ______/______/______ 



authorized signature


patient



date

I authorize FFVC to release my examination records to any specialist should I be referred for further care.     











_____________________________ for _______________________    ______/______/______    



initials




patient



date

