Silk Vision and Surgical Center
3301 Woodburn Rd. Suite 308

Annandale, VA 22003

Tel. 703.876.9700   Fax 703.876.9701

Patient Information
Date: ____________








Account #: _________
Patient Name: _______________________________________________________________   Age: _________
                    Last




First



MI
Patient DOB: ____/____/_____Patient SSN: ______-______-_______   Marital Status: _____
Sex (M/F): _____
Employed (Y/N): _____
Student (Y/N): _____ 

Employer/ School Name: ____________________________________________________________

Home Address: ____________________________________________________________________ 

City____________________    State_______   Zip Code____________   Email: ________________________
I’d like to receive special offers and Silk Vision’s Eye Care newsletter via email, sign me up! 

         Check here to opt out 
Home Phone: (_____) _________-___________
Cell Phone: (_____) _________-___________
Work Phone: (____) _________-____________
Other Phone: (_____) ________-____________

Responsible Party: _________________________________________________________________

Type of Injury:
Auto: _____   W/C: _____   Other: _____    Date of Incident: ____________

Billing Address (If not the same as above): ___________________________________________

Referred By: _________________________
Primary Care Dr: _________________________
Person to Notify in Case of Emergency: _______________________________________________

Relationship to Patient: _______________________     Emergency Phone: (_____) ______-_______
Race: (Please circle one): Caucasian, Asian, African America, Hispanic/Latino other: ___________
Ethnicity: (Please Circle one) Hispanic/Latino or Not Hispanic/Latino 
Preferred language: _________________________________________________________________
Preferred pharmacy phone and or address: ____________________________________________________
PLEASE COMPLETE INSURANCE INFORMATION
I understand that it is my responsibility to know what my insurance does or does not cover and whether or not my insurance is in-network or out of network and I understand that I am financially responsible for paying all non-covered services.
Primary Insurance: _______________________________
 Phone: (_____) ______-_________
ID/ Policy #: _______________________________
Group #: ______________________________
Address: __________________________
City: ________________
State: _____
Zip: ________

Name of Policyholder: ________________________
 
 Sex: _____
DOB: ____/____/______

Policyholder’s Address: __________________________

Phone: (_____) _______-__________
Policyholder’s Employer/ School Name: ______________________________________________________

Is Insurance through Employer? (Y/N): ____
Relationship to Patient: _____________________
Secondary Insurance Carrier: ________________________
Phone :(____) _____-_______
ID/ Policy #: _________________________
_________
Group #: ____________________________
Address: ___________________________    City: _______________
__   State: ______   Zip: __________

Name of Policyholder: ____________________
Sex: _____
DOB: ____/____/______

Policyholder’s Address: _________________________

Phone: (____) ____-______

Policyholder’s Employer/ School: ________________________________________________________

Is Insurance through Employer? (Y/N): ____
Relationship to Patient: _______________________
Please Read:  I authorize treatment of the person named above and agree to pay all fees and charges for such treatment. I understand if I have insurance and have provided accurate and complete information regarding my insurance, my charges will be filed with my insurance carrier; however, the financial responsibility for services rendered to a patient ultimately rests with the patient or responsible party. I understand that my co-pay and/or any coinsurance money are due at the time of service. If I do not have insurance or my charges are not to be filed with insurance, payment in full is due at the time of service. I agree to reimburse Silk Vision the fees of any collection agency, which will be added to the account at the time it is placed with an agency for collection and may be based on a percentage at a maximum of 31% of the debt, and all reasonable costs and expenses, including reasonable attorneys’ fees, incurred in such collection efforts. I hereby authorize assignment and payment directly to Silk Vision and Surgical Center, major medical benefits due me for services provided by them.
___________________________________

___________________________________

________________
Patient Signature




Signature of Authorized Person


Date
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HIPAA Statement:

I authorize, Silk Vision and Surgical Center to furnish to my insurance company or authorizing agency, information regarding my protected health information, for the purposes of treatment, payments or healthcare operations. I further authorize the physician(s) of Silk Vision and Surgical Center to consult as needed in their sole discretion with other medical providers regarding my medical care. I wish to place the following restrictions concerning the disclosure of my protected health information:

Silk Vision and Surgical Center, may discuss my medical information/ condition with the following

People:
1:                                                               2:                                                  3:

_____________________________

______________________________

_____________

Patient Signature




Signature of Authorized Person


Date
FINANCIAL POLICY AND BILLING PROCESSES

Please read and sign below 
1. Payment Due: I understand that payment is due when service is rendered. 
2. Co-pay, Co-insurance and Deductibles: It is my responsibility to know what my co-pay, co-insurance and deductibles are, and my obligation to pay this at the time of service. If your plan has a high deductible, please be aware that you will be required to make a prepayment towards your deductible at the time of your visit.

3. If I am not able to pay my co-pay, deductible or co-insurance portion at the time of service my appointment may be rescheduled. 

4. Insurance Coverage: I acknowledge that the insurance cards I have presented are current and accurate. 

5. Non-covered Services: I understand that some services may be considered non-covered services by my insurance plan. I understand that it is my responsibility to know what my insurance does or does not cover and I understand that I am financially responsible for paying all non-covered services.  

6. Denied Charges: I understand that some charges may be denied by my insurance carrier as investigational, experimental or not medically necessary and will not be paid by my insurance carrier.  I understand that my physician feels these services are needed whether my insurance carriers deem them payable or not and that I am obligated to pay for these services in full.

7. Participating Insurance Plans: If the practice is not a participating provider in my insurance plan, I will be responsible for filing my own claims and I will be responsible for paying in full at the time of service.   

8. Returned Checks & Past Due Accounts: Returned checks will be subject to collection charges, penalties and interest.  All accounts are considered past due if not paid within 30 days of service.  Past due accounts may result in collection turnover and subject to penalties and interest, or the refusal of future appointments until old balances have been paid in full.  The practice does not accept post dated checks.

9. CHIPS (Children’s Health Plan): I understand that the practice participates in the CHIP program for medical conditions only. The practice does not participate in CHIPS vision plan.  If no medical diagnosis is found, even if I were referred by another physician, I will be responsible for all charges.  

10. Medical Plans that have Vision Benefits: Please be advised that some medical plans do have routine vision benefits; however, sometimes these vision benefits are with a different carrier than your medical plan. We may be participating providers with your medical plan but not your vision plan. Please contact your carrier to verify your benefits.

11. No Show Appointments: All appointments that are not cancelled within 24 hours of appointment time are subject to a $50.00 no show fee. This $50.00 fee must be paid before we can reschedule your appointment. All surgery/office procedure appointments not cancelled within 1 week of the scheduled appointment will be subject to a $250.00 cancellation fee and for cosmetic surgeries $500.00 

12. Surgery Charges:  The practice will make every effort to determine your insurance benefits and to relay to you what you will owe for surgery charges, please keep in mind that this is just an estimate. Please be aware that when surgery is performed, you may incur additional charges (in addition to the surgeon’s fees) from the surgery facility, anesthesiologist, laboratory or radiologist. All payments are due one week prior to surgery. 

13. Authorizations: Some insurance plans require you receive prior authorization for services by a specialist, please review your policy to see if there is such a requirement and obtain this authorization prior to your visit with our clinic. 

        Patient Signature: 




      Date:

 

 *If you would like a printed copy of the financial policy, please inform the receptionist.
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Refraction Policy

Refraction is the process of determining the optimal eyeglass prescription for your eyes.  This is not only to allow us to prescribe glasses, but MORE IMPORTANTLY to determine how well you can see.  This helps in distinguishing problems caused by poor focus (glasses) from problems caused by eye disease.

The Refraction exam may or may not be performed at the time of your visit, depending on your doctor's judgment of its necessity.

This service is not covered by Medicare or private insurance companies, and if it is performed there will be a fee of $50.00 which must be paid at the end of your visit, if you want a prescription for glasses.

I have read and understand the office policy on refraction. I also understand that this policy will apply to all my future visits.
The message below is copied from the Medicare website. Please visit https://www.medicare.gov/coverage/eye-exams-routine to review if needed. 

[image: image3.png]Eye exams (routine)

Medicare doesn't cover eye exams (sometimes called “eye refractions’) for eyeglasses or contact lenses.
Your costs in Original Medicare
You pay 100% for eye exams for eyeglasses of contact lenses.
Things to know
Note

‘Some Medicare Advantage Plans (Part C) offer exira benefits that Original Medicare doesn't cover - like
vision, hearing, or dental. Contact the plan for more information




Patient Signature
                                                                   Date
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INFORMATION REGARDING DILATING EYE DROPS

Dilating drops are used to dilate or enlarge the pupils of the eye to allow the ophthalmologist to get a better view of the inside of your eye.

Dilating drops frequently blur vision for a length of time which varies from person to person and may make bright lights bothersome. It is not possible for your ophthalmologist to predict how much your vision will be affected.

Most patients are able to drive themselves after being dilated and having sunglasses will help. If needed we can also provide you with a pair of disposable sunglasses. However, if you live far away and the weather is bad, please consider having a driver accompany you to your appointment. 

I hereby authorize Dr. Silk and/or such assistants as may be designated by him/her to administer dilating eye drops. The eye drops are necessary to diagnose my condition.

Patient (or person authorized to sign for patient)
    Date
