WELCOME TO ANNAPOLIS VISION CENTER!

Today’s Date: ____________
Name ____________________________________________________________DOB:



(Last)



(First)


(Middle)

If you have been a patient of Annapolis Vision Center in the past:

□I have reviewed my address, phone number, and employment information that is currently on file with the front desk staff and nothing has changed.
Please indicate changes/updates:
Address ________________________________________________
City/State/Zip ___________________________________________
Telephone (Home) _____________________ (Work) ______________
Please provide us with/update your medical history:
 Are you currently taking any medications?.............................

□Yes

□No
(Please include all oral, creams or drops. Also include vitamins and supplements)

             If yes, please list:
     _____________________________________________________
How did you hear about us? ____________________________Email Address:







	Name of Vision Insurance: _____________________________ 
Name of Medical Insurance: _____________________

Member # ____________________________ Group#_______
Member # __________________ Group# __________
Name of Member _________________ Relationship ___________      Primary Care Dr.______________ Phone # __________

Member’s Social Security# ____________ Member’s DOB_______

Member’s Employer ___________________________________
ASSIGNMENT OF BENEFITS
I request that payment of authorized benefits be made on my behalf to Annapolis Vision Center for any and all services and/or products received by
me. I authorize any holder of medical information about me to release to Annapolis Vision Center and its agents any information needed to determine
these benefits or the benefits payable for related services.

I certify that the information I have reported with regard to myself and my insurance coverage is correct and this assignment will remain in effect until 
revoked by me in writing. A photocopy of this assignment is to be considered as valid as an original.

Annapolis Vision Center will adhere to the eligibility and benefits under guidelines provided by your insurance company. Please realize that we cannot 
guarantee payment of claims.

I understand that I am financially responsible for all charges, whether or not paid by insurance. Annapolis Vision Center will file my insurance claim 
with the information provided by me, however the responsibility for the charges remains with me and must be paid by the due date, regardless
of insurance. I hereby agree to this provision.



Office Policy

It is customary to pay for all services as they are rendered.

Please be prepared to pay all co-payments today with cash, check or charge.

There is a $25 billing fee if your exam co-payment is not paid today.

Professional fees are non-refundable. Spectacles and contact lenses are considered custom orders that have been prescribed by the doctor and are not transferable from one individual to another. Annapolis Vision Center will extend refunds and credits for these items bases on manufacturers’ warranties/credit policies and are subject to restocking fees.

Delinquent accounts are subject to a monthly service fee. There is a $35 service charge on all returned checks.
I have read and understand the HIPAA information from Dr. Pennye Doud and Assoc. I have asked any questions I may have and given any specific privacy requests to the office in writing.
Signature ___________________________________ Date _____________________
