

CHEROKEE EYE CLINIC, CO. INC.		
James R. McKissick, II, O.D.

Patient Information
NAME:_______________________________________ DATE OF BIRTH ____________________
ADDRESS: _____________________________________________________________________
CITY________________________________STATE__________________ZIP ________________
HOME PHONE :                                         CELL PHONE :  ____________________         TEXTING OK                  
E-MAIL:___________________________________SS#: ________________________________                         
SEX:      M     F    	MARITAL STATUS:       Single         Married         Widowed         Divorced
EMPLOYER: ___________________________________ PHONE #: ________________________
EMERGENCY CONTACT: ______________________________PHONE #: ____________________
INSURANCE INFORMATION
PRIMARY INSURANCE_________________________________________________
NAME OF INSURED: _________________________ RELATIONSHIP TO PATIENT______________
SS # OF INSURED: __________________________ DATE OF BIRTH: _______________________
AUTHORIZATION AND RELEASE

I authorize the release of any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such care to third party payers and/or other health care practitioners. 
I understand that my insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf  or my dependents
I authorize and request my insurance company to pay directly to the doctor any insurance benefits otherwise payable to me.
ACKNOWLEDGEMENT OF RECEIPT
I acknowledge that I read/understood a copy of Cherokee Eye Clinic, P.C. Notice of Privacy Practices. Personal copies available upon request.
____________________________________________        _____________________________                  SIGNATURE	             			                                              DATE
 
 

Cherokee Eye Clinic Release of Information


In order to allow Cherokee Eye Clinic physicians and employees to discuss patient information with others involved in your treatment or the payment of services rendered, such as your spouse, child, relative, friend, neighbor, care taker, etc., please provide the following information:
I hereby allow Cherokee Eye Clinic physicians and employees to discuss/release my medical information, such as appointment reminders, to verify dates and times of appointments, pick up prescriptions, lab results, care or treatment needs, etc., with the following individuals:

Name______________________________________ Phone Number _____________
Relationship to Patient _________________________  
Name _______________________________________Phone Number  _____________
Relationship to Patient  _________________________  
Name _______________________________________Phone Number  _____________
Relationship to Patient _________________________  

My signature below indicates I understand the following:
I may change the names of the individuals listed above at any time.  Changes must be made in writing.

_______________________________________________	______________________
Signature of Patient					            date




