
NAME:   □ Mr.      □ Mrs.     □ Miss    □ Dr.   Marital Status: □  Single  □  Married  □  Divorced  □  Widowed  □ Separated

(As listed on insurance)  (First)                       (Middle)                                    (Last)

STREET:__________________________________________________________________________________________

APT NUMBER:_____________________________________________________________________________________

CITY/STATE/ZIP:__________________________________________________________________________________

HOME TELEPHONE:  (_________) ___________ - _____________                         PREFERED COMMUNICATION

WORK TELEPHONE:  (_________) ___________ - _____________,  EXT: __________   □ HOME  □ WORK  □ CELL

CELLULAR PHONE:   (_________) ___________ - _____________ 

E-MAIL ADDRESS: ________________________________________________________________________________

DOB: __________ /  __________ /  __________   AGE:  __________          SS# __________ /  __________ /  _________

           MONTH            DAY              YEAR

PERSON RESPONSIBLE FOR YOUR BILLS: ______________________________________________________________

RACE: □ ASIAN  □  BLACK/AFRICAN AMERICAN  □  WHITE □  HAWAIIAN, OTHER PACIFIC ISLANDER

□ AMERICAN INDIAN/ALASKAN NATIVE  □  MEXICAN AMERICAN  □ OTHER RACE  □  PATIENT DECLINED

ETHNICITY: □ HISPANIC/LATINO  □  NON-HISPANIC/LATINO  □ UNKNOWN  □ PATIENT DECLINED

LANGUAGE: □ ENGLISH □ FRENCH □ GERMAN □ ITALIAN □ JAPANESE □ PORTUGUESE □ RUSSIAN □ SPANISH 
□ ARABIC □ VIETNAMESE □ OTHER

□ SPOUSE / □ PARENT / □ OTHER ___________________________________________________________________

OCCUPATION: ____________________________________________________________________________________

EMPLOYER: ______________________________________________________________________________________

If student, □ full-time  □ part-time

REFERRED BY: ___________________________________________________________________________________

EMERGENCY CONTACT: __________________________________________________________________________

TELEPHONE NUMBER:  (_________) ___________ - _____________

RELATIONSHIP OF EMERGENCY CONTACT: ________________________________________________________

NAME OF PRIMARY CARE DOCTOR: _______________________________________________________________

TELEPHONE NUMBER:  (_________) ___________ - _____________

ADDRESS OF PRIMARY CARE DOCTOR: ____________________________________________________________ 

__________________________________________________________________________________________________
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INSURANCE INFORMATION

Vision Provider: _______________________________________________________

Contract/Policy Number: _________________________________________________

Group Number: _______________________  Starting Date: ____________________

Subscriber's Name: _____________________________________________________

Subscriber’s Relationship to Patient: _______________________________________

Subscriber's Date of Birth: __________ /  __________ /  __________    □ MALE    □ FEMALE

Subscriber's Address: ____________________________________________________

_____________________________________________________________________

Medical Provider: _____________________________________________________

Contract/Policy Number: _________________________________________________

Group Number: _______________________  Starting Date: ____________________

Subscriber's Name: _____________________________________________________

Subscriber’s Relationship to Patient: _______________________________________

Subscriber's Date of Birth: __________ /  __________ /  __________   □ MALE    □ FEMALE

Subscriber's Address: ____________________________________________________

_____________________________________________________________________

□Vision / □Medical Provider: ____________________________________________

Contract/Policy Number: _________________________________________________

Group Number: _______________________  Starting Date: ____________________

Subscriber's Name: _____________________________________________________

Subscriber’s Relationship to Patient: _______________________________________

Subscriber's Date of Birth: __________ /  __________ /  __________   □ MALE    □ FEMALE

Subscriber's Address: ____________________________________________________

_____________________________________________________________________
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MEDICAL TEST AUTHORIZATION

DIGITAL RETINAL IMAGING is a new technology that allows instant viewing of 
retinal images by the doctor and the patient.  This computerized technology, with 
Dr. Pittenger’s dilated exam notes, aids us by establishing baseline images of the inside
of your eyes.  We can then compare this image with future images and carefully 
observe any normal or abnormal changes.  We believe this will promote earlier 
diagnosis of many abnormal vision conditions, some of which can result in permanent 
vision loss, if not caught and treated in a timely manner.

Dr. Pittenger strongly encourages all of our patients receive this medical test yearly.  It 
is especially important for patients who have:

• Headaches •     History of high blood pressure

• Spots or flashes of light •     History of diabetes

• Eye pain or trauma •     Family history of eye disease

• Circulatory problems •     Strong eyeglass prescription

Please check the appropriate line below and sign at the bottom.

_____ I DO wish to have Digital Retinal Images taken of the back of my eye today.  I 
understand there is a $25.00 charge, which is not covered by insurance.

_____ I DO NOT request the above medical tests today.  I understand Dr. Pittenger’s 
recommendations, but I wish to decline at this time.

Patient Signature: ______________________________________ Date: __________

Chart Number: ____________
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MEDICARE:  I request that payment of authorized Medicare benefits be made on my behalf to William F. Pittenger, Jr., 
O.D., P.C., William F. Pittenger, Jr., O.D., (d.b.a. 20/20 Eye Care Centers), for services furnished me by 20/20 Eye Care 
Centers. I authorize any holder of medical information about me to release to the Centers for Medicare and Medicaid 
services (formerly Health Care Financing Administration) and its agents any information needed to determine these 
benefits or the benefits payable for related services. I understand my signature requests that payments be made and 
authorize release of medical information necessary to pay the claim. If other health insurance is indicated in Item 9 of the 
HCFA 1500-2007 form or elsewhere on other approved claim forms, my signature authorizes releasing the information to 
the insurer or agency shown. 20/20 Eye Care Centers accepts the charge determination of the Medicare carrier as the full
charge, and I am responsible only for the deductible, coinsurance and noncovered services. Coinsurance and deductible 
are based upon the charge determination of the Medicare Carrier.    

________

SECONDARY INSURANCE: I understand that if a secondary policy or other health insurance is indicated in Item 9 of the 
HCFA 1500-2007 form or elsewhere on the approved claim forms, my signature authorizes release of the information to 
the insurer or agency shown. I request that payment of authorized secondary insurance benefits be made on my behalf to
20/20 Eye Care Centers, if possible, or otherwise to me.                                                   

________

RELEASE OF INFORMATION: 20/20 Eye Care Centers may disclose all or any part of my medical record and/or 
financial ledger, including information regarding alcohol or drug abuse, psychiatric illness, communicable disease, or HIV, 
to any person or corporation (1) which is or may be liable or under contract to 20/20 Eye Care Centers for reimbursement 
for services rendered, and (2) any health care provider for continued patient care. A copy of this authorization may be 
used in place of the original.    

________

OTHER INSURANCE: I understand that 20/20 Eye care Centers maintains a list of health care service plans with which it 
contracts. A list of such plans is available from the business office. 20/20 Eye Care Centers has no contract, expressed or
implied, with any plan that does not appear on the list. The undersigned agrees that I am individually obligated to pay the 
full charges of all services rendered to me by 20/20 Eye Care Centers if I belong to a plan that does not appear on the 
above mentioned list.    
                                                                                                                                                                                              

________

NON-COVERED SERVICES: I understand that 20/20 Eye Care Centers contracts with health care service plans (i.e., 
HMO’s, PPO’s) relate only to items and services which are “covered” by health care service plans. Accordingly, the 
undersigned accepts full financial responsibility for all items or services, which are determined by the health care service 
plans not to be covered. Examples of non-covered services include, but are not limited to services not specified as being 
covered in the patient’s contract with a health care service plan or in the health summary the health care service plan 
furnishes to the patient, and treatment or tests not authorized by the health care services plan. The undersigned agrees to
cooperate with 20/20 Eye Care Centers.                                                                                                                               

________

FINANCIAL AGREEMENT: I agree that in return for the services provided to the patient by 20/20 Eye Care centers, I will 
pay my account at the time service is rendered or will make financial arrangements satisfactory to 20/20 Eye Care 
Centers for payment. If an account is sent to a collection agency or an attorney for collection, I agree to pay collection 
expenses and reasonable attorney’s fees as established by the court and not by a jury in court action. I understand and 
agree that if my account is delinquent, I may be charged interest at the legal rate. Any benefits of any type under any 
policy of insurance insuring the patient, or any other part liable to the patient, is hereby assigned to 20/20 Eye Care 
Centers. If copayments and/or deductibles are designated by my insurance company or health plan, I agree to pay them 
to 20/20 Eye Care Centers. However, it is understood that the undersigned and/or the patient are primarily responsible for
the payment of my bill.                                                                                                                                                          

________

CONSENT TO TREATMENT: I authorize the physicians of 20/20 Eye Care Centers, their technicians and other health 
care providers under their direction to provide diagnostic evaluation and treatment. I agree to pupillary dilation for the 
purpose of examination, which could affect driving. I understand that no guarantee has or will be made to me regarding 
any possible result or cure based on my examination and/or treatment.      

________

CONTACT FITTING POLICY: Yearly contact lens fitting fees are not included in the cost of the eye health exam. 
Depending on the complexity of the fitting, these fees range from $55.00 - $520.00. The fitting fees will be determined by 
Dr. Pittenger after he evaluates your eyes.                                                                                  

________

______________________________________                   ______________________     __________________
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In this document, “I” and “my” refer to the patient,
and “Optometrist” refers to William F. Pittenger, Jr., O.D., P.C.

I consent to the use or disclosure of my protected health information by Optometrist for the purpose of 
analyzing, diagnosing or providing treatment to me, obtaining payment for my health care bills or to 
conduct heath care operations of Optometrist. I understand that analysis, diagnosis or treatment of me by
Optometrist may be conditioned upon my consent as evidenced by my signature below.

I understand that I have the right to request a restriction as to how my protected health information is 
used or disclosed to carry out treatment, payment or healthcare operations of the practice. Optometrist is
not required to agree to the restrictions that I may request. However, if Optometrist agrees to a 
restriction that I request, the restriction is binding on Optometrist.

I have the right to revoke this consent, in writing, at any time, except to the extent that Optometrist has 
taken action in reliance of this Consent.

My “protected health information” means health information, including my demographic information, 
collected from me and created or received by my physician, another health care provider, a health plan, 
my employer or a health care clearinghouse. This protected health information related to my past, 
present or future physical or mental health or condition and identifies me, or there is a reasonable basis 
to believe the information may identify me.

I can be provided with a copy of the notice of Privacy Practices of Optometrist and understand that I 
have a right to review the Notice of Privacy Practices prior to signing this document. The Notice of 
Privacy Practices describes the types of uses and disclosures of my protected health information that will
occur in my treatment, payment of my bills or in the performance of health care operations of 
Optometrist. The Notice of Privacy Practices for Optometrist is also posted in the waiting room at 806 
Regal Drive, Huntsville, AL 35801. This Notice of Privacy Practices also describes my rights and duties 
of the Optometrist with respect to my protected health information.

Optometrist reserves the right to change the privacy practices that are described in the notice of Privacy 
Practices. I may obtain a revised notice of privacy practices by calling the office of Optometrist and 
requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.

The following persons are allowed to access to my protected health information (include all physicians 
and family members):

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

______________________________________        ________________________________________
Signature of Patient or Personal Representative          Printed Name of Patient

______________________________________       ________________________________________
Description of Personal Representative                      Date

______________________________________
Chart #
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