Washington Eye Consultants

ROBERT H. CHU, M.D. DAN YIN, M.D.

6333 Executive Blvd. Rockville, MD 20852 Tel (301) 770-2020
Date: Ophthalmology Accti

PATIENT REGISTRATION (Please Print Clearly)

PATIENT LAST NAME: FIRST NAME: MI:

ADDRESS CITY. STATE ZIP

HOME PHONE ( ) WORK ( ) CELL ( )

EMAIL: RACE PREFERRED LANGUAGE: OEnglish OSpanish OChinese OOther___

PREFERRED METHOD FOR APPOINTMENT REMINDERS: O HOME O WORK 0O CELL O EMAIL O TEXT

DATE OF BIRTH SOCIAL SECURTIY # MARITAL STATUS OS OM OD OW
SEX OMALE OFEMALE EMPLOYER

SPOUSE OR PARENT NAME: PHONE # ( )

CONTACT IN CASE OF EMERGENCY: PHONE # ( )

WOULD YOU LIKE US TO SEND AN EXAMINATION REPORT TO YOUR DOCTOR? O YES O NO
IF YES, WHICH DOCTOR(S) SHOULD RECEIVE THE REPORT?

BILLING AND INSURANCE INFORMATION

PRIMARY INSURANCE NAME: ID#: GROUP #
SUBSCRIBER'S NAME: SUBSCRIBER'S RELATIONSHIP TO PATIENT:
SUBSCRIBER'S DATE OF BIRTH: SUBSCRIBER'S PHONE # ( )

SECONDARY INSURANCE NAME: ID#: GROUP #
SUBSCRIBER'S NAME: SUBSCRIBER'S RELATIONSHIP TO PATIENT:
SUBSCRIBER'S DATE OF BIRTH: SUBSCRIBER'S PHONE # ( )

RESPONSIBLE PARTY: RELATIONSHIP TO PATIENT:

RESPONSIBLE PARTY HOME ADDRESS:

RESPONSIBLE PARTY: WORK ( ) HOME ( ) EMPLOYER NAME
SIGNATURE ON FILE, ASSIGNMENT OF BENEFITS, FINANCIAL AGREEMENT

| hereby authorize Robert H Chu, MD, PA, hereinafter, referred to as the "Practice" to apply for benefits on my behalf for services rendered. | authorize any medical
information about me to be released to the Health Care Financing Administration and its agents and any information needed to determine benefits. |
understand my signature authorizes payments be made directly to the Practice and authorizes release of medical information necessary to pay any charges. The
Practice accepts the determination of any participating Insurance carrier as the full charge and | am responsible for only the DEDUCTIBLE, COINSURANCE,
COPAY and NON-COVERED services. The Practice may disclose all medical records and/or financial ledger, including information regarding alcohol or drug
abuse, communicable disease, or HIV, to any person or corporation which is or may be liable or under contract to the Practice for reimbursement for the
Practice for reimbursement for services rendered, and any healthcare provider for continued patient care. The Practice may also disclose on an anonymous basis
any information concerning my case, which is necessary or appropriate for the advancement of medical science, medical education, medical research, for the
collection of statistical data or pursuant to State or Federal law. A copy of this authorization may be used in place of the original. | understand that the Practice
maintains a list of health care service plans with which he contracts. A list of such plans is available in the Front Office. The undersigned agrees that they are
individually obligated to pay the full charges of all services rendered to them by Practice if the insurance plan does not appear on the above mentioned list. The
undersigned accepts full financial responsibility for all items or services, which are determined by the health care service plans as non-covered services. The
undersigned agrees to cooperate with the Practice to obtain necessary health care service plan authorizations. In return for the services provided to them by the
Practice, the undersigned will pay their account at the time services are rendered or will make financial arrangements to the Business Office for payment. Should
any amount due be referred to attorney or collection agency | agree to pay the additional charges and all court cost (if applicable) plus reasonable attorney fees.
All delinquent unpaid balances will be assessed an additional fee of 35% of the overdue balance. Itis understood that the undersigned and/or the patient are
primarily responsible for the payment of their bill.

Please Print Patient Name Patient Signature Date
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