
Patient Authorization

Patient Name ____________________________________________	 Chart# M________________

Privacy Notice

*________	I acknowledge that I have received a copy of the Notice of Privacy Practices from Hauser-	 	
	 Ross Eye Institute either today or since April 14, 2003 that provides a complete description 		
	 of how my health information is used and shared.

Release of Information and Assignment of Benefits

*________	I hereby authorize the Hauser-Ross Eye Institute to release information to anyone listed on 	 	
	 my patient information sheet as well as any of my insurance companies when necessary to 	 	
	 complete my claims.  I request that payment of authorized health insurance benefits 	
	 (Medicare, all commercial insurance, Medicaid, etc.) be made to either me or on my behalf 		
	 to the Hauser-Ross Eye Institute for any services furnished by that institution.  I accept 
	 responsibility for all charges not covered by insurance or other third party payers.

Consent to Treat

*________	I hereby authorize and consent to the administration and performance of such medical 	 	
	 treatments and diagnostic procedures as may be deemed necessary during the course of my 		
	 appointment by my optometrist/or his/her assistants.  This consent will be updated yearly.
	

Authorization to Discuss My Account

*________	It is the policy of the Hauser-Ross Optical to call our patients to confirm appointments 	 	
	 for future dates, to reschedule appointments, and to inform you when test results are in.  	 	
	 When we call you, we may leave a message on your answering machine or speak with 	 	
	 whomever answers the phone.  Your initials in this section indicate that this is acceptable to 		
	 you.  If this is not acceptable, please let us know upon registration.

My signature indicates my knowledge of and agreement with all of the above:

__________________________________________________________________________________________
(Signature of patient or authorized representative)	 	 (Printed Name)	 	 	 (Date)

__________________________________________________________________________________________
(If signed above by representative, relationship of signer to patient)	 	 (Name of patient if different from above)
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