Lanter Eyecare and Laser Surgery

PATIENT & INSURED’S INFORMATION (Please be sure every space is filled out. If it does not pertain to you, write N/A)

Patient’s Legal Name (Last, First, Middle Initial) Nick Name Insured’s Name Patient Spouse Parent Legal Guardian
(Please check one)

Home Address (Street, Apt #) Home Address (Street, Apt #)

City, State & Zip City, State & Zip

Date of Birth Social Security # Date of Birth Social Security #
Primary Phone # Secondary Phone # Work # Primary Phone # Secondary Phone # Work #
Marital Status Married Single Divorced Widowed Guarantor’s Employer & Address

(Check your current status)

Sex: Male Female

Patient’s Employer Patient’s Pharmacy Name

Employer’s Address Patient’s Pharmacy Address

Primary Care Physician’s Name Office Phone Patient’s Pharmacy Phone #

#

Guardian or Emergency Contact Relationship to patient Primary Phone #

Email Address May we contact you? yes no Referred by Relationship to patient

(We comply fully with Indiana Code 884 1AC 5-3-5)

1. I hereby consent to the physician and other persons acting under his direction and supervision to administer examination,
treatments, and other procedures as are deemed necessary.

2. I hereby authorize the doctor to release all information necessary to secure the payment of benefits. | authorize the use
of this signature on all insurance submissions. In addition, | hereby designate Lanter Eyecare and Laser Surgery and
its employees and agents as my representative to file grievances and to represent me in accordance with the Indiana
Code, Title 27, and Chapters 8 & 13. | understand that | am financially responsible for all charges whether or not paid
by insurance. | understand this authorization will remain in effect until revoked in writing. | hereby agree to pay Lanter
Eyecare and Laser Surgery the charges for all medical services rendered and materials fees associated with glasses or
contact lenses. In the event that | fail to pay the fees as agreed, | understand | will be responsible for all attorney fees,
court costs, and collection fees that may result from my failure to pay, to which may be added prejudgment and/or post-
judgment interest at the current legal rate.

3. I acknowledge receipt of this facility’s Notice of Privacy Practices. (Available in printed form in our offices.) You may
release my information to: (please write person’s name and relationship to patient)

Patient Signature: Date:
Parent or legal guardian if patient is under 18 years old

Consent for Treatment of a Minor: I, the undersigned, am the legal guardian of
a minor and do authorize and consent to medical examination and treatment by the physician and staff of Lanter Eyecare and
Laser Surgery under the provisions of the laws in the State of Indiana. It is understood that this authorization is given in advance
of any specific diagnosis, treatment or medical care being required but is given to provide authority and power to render care,
which the aforementioned provider in the exercise of his/her best judgment may deem advisable. It is understood that effort shall
be made to contact the undersigned prior to rendering treatment to the patient, but that treatment will not be withheld if the
undersigned cannot be reached. The parent or legal guardian who brings a minor to the office for treatment or examination shall be
responsible for all bills incurred at that time if insurance coverage is not applicable.

Legal Guardian’s Signature: Date:
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