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Lucas Baird, OD





      1570 Egypt Rd
(O) 610-650-6888

Suite 250
(F) 610-650-0777

Phoenixville, PA 19460


www.BairdOptical.com

Patient Registration Form

Name:_________________________________   Circle:   M    F      DOB:________________    S.S. _____-____-_____

Address:______________________________________________________________________________________

Cell Phone:_____________________    E-mail:_______________________     Occupation:____________________

Emergency Contact Name & Number: ______________________________________________________________

Primary Care Doctor:_____________________, Phone:___________________, City/State:____________________

How Did You Hear About Us?______________________________________________________________________

Guarantor: If patient is a minor
Name/Relation:_________________________________       DOB:_________________       S.S._____-____-______

Address:___________________________________________________    Phone:___________________________

Approval for dilation/treatment:     Y     N       Guarantor/Guardian signature:_______________________________

Insurance Information

Primary Company:________________________     Policy/ID#______________________    Group#_____________


Policyholder’s Name:_____________________        DOB:__________________       S.S_____-____-______


Employer Name:__________________________________________________     Phone:______________

Secondary Company:_____________________     Policy/ID#_______________________    Group#_____________

Vision Insurance:______________________     Policy/ID#_____________________     Policyholder:____________
Medicare Signature on File:  I request that payment of authorized Medicare payments be made on my behalf to Baird Optical Co, Inc. for services furnished to me.  Furthermore, I have authorized to release to my insurance carrier(s) any and all information needed to determine the benefits payable to related services.  Although the providers of Baird Optical Co, Inc. may or may not participate with my insurance carrier(s), I understand that I am financially responsible for co-payments, deductibles and unpaid balances.

Signature:______________________________________________     Date:________________________________
Contact Method

I hereby give Baird Optical Co, Inc. my permission to contact me at all of the contact numbers and addresses provided in order to communicate my protected health information (or that of my child) including results, prescriptions, and appointment information.  This communication may be via US mail, phone, answering machine, mobile phone or email. Please list restrictions here:________________________________
Signature:_____________________________________________      Date:_________________________________
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Private Insurance Authorization for Assignment of Benefits and Release of Information

I hereby authorize the direct payment of my medical benefits to Baird Optical Co, Inc. for any services furnished to me.  I authorize the doctor to release any information, including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such eye care to third party payers and/or health practitioners.  In the event that my health plan determines a service to be “not covered,” I will be responsible for the complete charge. I agree to be responsible for all unpaid services rendered on my behalf or my dependents, including any fees for collection services needed.  If my insurance company does not pay the practice within 30 days, I will be responsible for the bill.  Payment is due upon receipt of a statement from our office.

Signature:____________________________________________          Date:_______________________________
HIPPA Registration

Patient:_____________________________       DOB:____________________     Relation:___________________

I acknowledge understanding and/or the receipt of the Notice of Privacy Practices for Baird Optical Co, Inc.

Patient/Guardian Signature:___________________________________________       Date:__________________

Optional Delegation of Patient Representation

By signing below, I hereby authorize the disclosure of my Protected Health Information (PHI), or that of my child, as well as appointments, and billing information to be shared with the person(s) listed below.

Name:__________________________________       Relation:___________________     Phone:________________

Name:__________________________________      Relation:____________________    Phone:________________

Signature:_________________________________________________________       Date:____________________
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