Patient Information

Victor A. Crosby, M.D.
Personal Information:

Dr. Mr. Mrs. Miss. Ms:____________________________________________Date:___________________________
Date of Birth:_______________ Age: ____________ M/F_____________
Mailing
Address:________________________________City:________________State:________Zip:___________________
Home Phone: (
Cell Phone: (

)

Work Phone: (

)

_____________
Email Address:___________________________
OK to to contact by E-mail?_____________ or Text:____________

Occupation:___________________________________
Address:________________________________
Are you?: (please circle one)

)_____________________

Minor

Employer:______________________________________

City:____________________State:_________Zip:___________

Single

Spouse Name:_________________________________

Married

Widowed

Divorced

Work Phone:____________________________________

Referred By: Doctor Name: _______________________________ Friend:, Relative or Website
(name):__________________________________
Primary Care Physician :______________________________________ Phone:____________________________
Name of Parent/ Guardian(or Caregiver):____________________________________________________________
Address:____________________________________City__________________ State:_____________ Zip:_______
Home Phone:________________________________

Insurance Information:

Work phone:______________________________________

Present card to front office staff.

Are you personally responsible for payment of your fees? YES________ NO_________
If No , who is?
Name:______________________________________ Relationship:________________________________
Address:_________________________________ City:___________________State:_________Zip:_______
Home Phone:____________________________________Work or Cell Phone:_______________________

Who to notify in case of emergency?__________________________________Phone:__________________
Financial Assignment and Agreement:
1. Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a

2.

3.

substitute for payment. Some companies pay fixed allowances for certain procedures, and others pay a percentage of the
charge. It is your responsibility to pay any deductible amount, co-pay insurance, or any other balance not paid for by your
insurance.
I request that payment of authorized Medicare and/or insurance benefits be made on my behalf for any services furnished me.
I authorize any holder of medical information about me to release to the Health Care Financing Administration, its agents, or
any insurance carrier I may have, any information needed to determine these benefits or the benefits payable for related services.
This assignment will remain in effect until revoked by me in writing. A photocopy of this agreement is to be considered as valid
as an original. I understand that I am financially responsible for all charges whether or not paid by said insurance. I hereby
authorized said assignee to release all information necessary to secure the payment.

Patients and/or Guardian Signature:____________________________________Date:_______________
11/2018

PATIENT MEDICAL HISTORY RECORD
_________________________________________________________________________
PATIENT'S NAME

SEX

AGE

EYE HISTORY
Thank you for choosing our office for your eye care. To better serve you, please answer the following questions:
1. Do you wear glasses? yes ________ no ___________
2. Do you wear contact lenses?

yes ________ no _________

3. Do you have problems reading? yes __________no ______
4. Are you currently experiencing any eye symptoms? Please circle all that apply:

Eye Pain

Blurred Vision

Discharge

Eyelid Crusting

Light Sensitivity

Flashes of light

Double Vision

Halos

Floaters

Decreased Vision

5. Have you ever had an eye injury? Please describe:___________________________________________________________
6. Have you ever had eye surgery? Please list type, which eye, and approximate dates:
________________________________________________________________________________________________

Please answer the following questions about your medical status and history:
1. Have you ever been treated for any medical conditions (e.g., diabetes, high blood pressure, arthritis, etc.)
_____YES _____NO IF YES, please explain: _____________________________________________________________
2. Have you ever had any eye disease (e.g., glaucoma, cataract, wandering, or "lazy" eye, retinal detachment)?
_____YES _____NO IF YES, please explain:______________________________________________________________
3. Have you ever had any surgery? _____YES _____NO IF YES, please provide date and reason:
______________________________________________________________________________________________________
______________________________________________________________________________________________________
4. Have you ever been hospitalized? _____YES _____NO IF YES, please provide date and reason:
______________________________________________________________________________________________________
______________________________________________________________________________________________________
5. Do you take ANY medications? _____YES _____NO IF YES, please list:________________________________________
______________________________________________________________________________________________________
Do you use any eye medications? _____YES _____NO IF YES, please list:_________________________________________
6. Do you have any drug or food allergies? _____YES _____NO IF YES, please list:_________________________________
______________________________________________________________________________________________________

Family and Social History
Do any medical or eye diseases run in your family (e.g., diabetes, high blood pressure, cancer, glaucoma,
or macular degeneration)? _____YES _____NO IF YES, please explain:__________________________________________
______________________________________________________________________________________________________
Do you smoke? _____YES _____NO IF YES, how much?______________________________________________________
Do you drink alcohol? _____YES _____NO IF YES, how much?_________________________________________________
Do you or have you ever used recreational drugs? _____YES _____NO IF YES, type and when:_______________________
If employed, how many hours a week do you work?_______________________________
____________________________________________________________
Signature
11/18

_____________________________
Date

VICTOR A. CROSBY M.D.
PAYMENT POLICY

Thank you for choosing Dr. Crosby for your Ophthalmology care.
We participate with Medicare, Medicaid, Blue Cross PPO, HMO, POS, United
Healthcare, and many other health plans. Please call your insurance company to
verify your benefits and our participation with your insurance company. If we do
not participate with your company, payment is due at the time of service. In the
event that we file your insurance and our office does not get a response from your
insurance company within 45 days, you will be billed for the balance due.
We require payment at the time of service for co-pays, refractions and deductibles.
We accept cash, checks, Visa, MasterCard and Discover.
Any amount that is past due more than 60 days; and, we have been unable to
contact you either by phone or mail, will be turned over to a collection agency. All
charges from the agency to collect this debt will be added to the balance due.
Fraudulent checks will be accessed a $30 bank return check fee. The total balance
due must be paid in cash.

SIGNATURE:_____________________________ DATE:__________________

VICTOR A. CROSBY, M.D.
REFRACTION POLICY

A refraction is a measurement of the lens power necessary to prescribe
glasses or corrective lenses. Most medical insurance plans, including
Medicare, DO NOT cover routine refraction's or routine eye
examinations (when no medical eye problem is known or suspected).
Medicare, and most medical insurance plans, allow that we charge
separately for that portion of the examination, since it is not a covered
service.

If you have any questions regarding Medicare, insurance policies, and
procedures, please do not hesitate to ask. We will do our best to assist
you.

By signing this I understand that I am responsible for the refraction
charge of $40.00 that is stated in the above policy.

SIGNATURE:

11/2018

DATE:

VICTOR A. CROSBY, M.D.
OPHTHALMOLOGY

NOTICE OF PRIVACY PRACTICES:
ACKNOWLEDGEMENT OF RECEIPT
By signing this form you acknowledge you have had the opportunity to view the Notice of Privacy Practices of Victor
A. Crosby, M.D., located in our lobby. Our Notice of Privacy Practices provides information about how we may use
and disclose your protected health information. We encourage you to read it in full. Should you like a copy, please
ask the receptionist and we will be happy to provide you with a copy.
Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain a copy of the revised
notice by contacting the office at 706-546-0170.
Should you have any questions regarding the Notice of Privacy Practices, please contact our office at 706-546-0170.
I acknowledge receipt of the Notice of Privacy Practices of Victor A. Crosby, M.D.

Signature:___________________________________________________________ Date:______________________
(patient/parent/conservator/guardian)

CONSENT FOR DISCLOSURE TO FAMILY MEMBERS OR PERSONAL REPRESENTATION
I have agreed to let certain individuals participate in discussions and decisions related to my medical care. Therefore,
I hereby give my permission to Dr. Crosby and his staff to disclose my personal medical and financial information to
the following individual(s). (This includes discussion of account information, making of appointments, prescriptions
concerns, etc.)
Names: ______________________________________________ Relationship:_______________________________
Names: ______________________________________________ Relationship: ______________________________
Names: ______________________________________________ Relationship: ______________________________
Conditions for Disclosure (check the item(s) that apply):
----- The practice may disclose information to the individual(s) above only in my presence.
-----

The practice may disclose information to the individual(s) above in discussion in my presence and when I am
not physically present, including disclosures by telephone, facsimile, or mail.

----- Other conditions:_______________________________________________________________________________

INABILITY TO OBTAIN ACKNOWLEDGEMENT
To be completed only if no signature is obtained. If it is not possible to obtain the individual(s) acknowledgment,
describe the good faith efforts made to obtain the individual's acknowledgment, and the reason why the
acknowledgment was not obtained:
Signature of provider representative: _____________________________________Date:_______________________
______________________________________________________________________________________________
______________________________________________________________________________________________
11/2018

