
 

 

            

Are you a new patient?     Please check one        YES              NO           DATE: _____________  

                                 

           Do you have medical records with us?               YES               NO          TRAY #____________ 

 

           How did you hear about us?        Relative        Insurance        Social Media        Doctor Referral        Friend 

        

          Name: ___________________________       __________________________        ______________ 

                                    Last Name                                          First Name                                     MI 

 

        Date of Birth: ____________Age: ______ Email Address: ____________________________________ 

 

        Address: _______________________________________________              ____________ 

                 (Street)                                                                     (Apt. No.) 

           __________________________________        _____________________              ____________ 

                      (City)                               (State)                        (Zip Code) 

         Tel #:   _____________________    __________________________   _________________________ 

                          (Home Phone)                                   (Work phone)                                 (Cell Phone) 

         

        Social Security # ______________ Insurance/Union _______________________________ ID#_________________ 

 
 

       Do you have any of the following:     Blurry vision         Tearing         Headache         Itching          Red eye     

  

                 Dry eye          Dizziness           Eye pain         Double vision          Other: ______________________ 

 

PLEASE FLIP THE PAGE:  READ AND SIGN THE HIPPA FORM 
----------------------------------------------------------------------------------------------------------------------------------------------                         
     

PATIENT IS PURCHASING:        NEW PAIR      LENSES ONLY             INSURANCE ONLY 

 

   DO NOT FILL UP:  FOR STAFF ONLY:    Was Dilation Performed?       Yes                No 

 

 

___ REFRACTION/ GLASSES ___ CL EXAM ___ MEDICAL EXAM ___ CL FOLLOW-UP  

 

 ___MEDICAL FOLLOW-UP___ DILATION___ VISUAL FIELD ____ RX RE-CHECK 

 

Old RX:  (Glasses )    Right_______________________  Left   _______________________  ADD________ 

                  

     (Contacts) Right_______________________ Left   _______________________ ADD_________ 

       

      Contact Lens Brand: __________________ Base Curve: ______  

 

 

Patient PD: Binocular   _______/________    Monocular: Right_____   Left_____   

 

 

NCT: Right______ Left______ Time Taken: __________             

 

 

 



NOTICE OF PRIVACY POLICIES AND CONSENT FORM 
 

 

In the course of providing service to you, we create, receive and store health information that identifies you.  It is often necessary 

to use and disclose this health information in order to treat you, to obtain payment for our services and to conduct health care 

operations involving our office. 
 

The Notice of Privacy Practices describes these uses and disclosures in detail.  You are free to refer to this notice at any time 

before you sign this form.  As described in our Notice of Privacy Practices, the use and disclosure of your health information for 

treatment purposes not only includes care and service provided here, but also disclosures of your health information as may be 

necessary or appropriate for you to receive follow-up care from another health professional.  Similarly, the use and disclosure of 

your health information for purposes of payment includes (1) our submission of your health information to a billing agent or 

vendor for processing claims or obtaining payment; (2) our submission of claims to third-party payers or insurers for claims 

review, determination of benefits and payment; (3) our submission of your health information to auditors hired by third-party 

payers and insurers; and (4) whenever our privacy practices change,  you can get an updated copy here at the office. 
 

When you sign this consent document, you signify that you agree that we can and will use and disclose your health information to 

treat you, to obtain payment for our services and to perform healthcare operations.  You also signify that you can receive a copy of 

our Notice of Privacy Practices. 
 

You have the right to ask us to restrict the uses or disclosures made for purposes of treatment, payment or healthcare operations.  

But as described in our Notice of Privacy Practices, we are not obliged to agree to these suggested restrictions.  If we do agree, 

however, the restrictions are binding on us.  Our Notice of Privacy Practices describes how to ask for a restriction. 
 

I have read this document and understand it.  I consent to the use and disclosure of my health information for purposes of 

treatment, payment, and healthcare operations.  I acknowledge that I may request and receive the Notice of Privacy Practices from 

Nostlgc Eyewear located at 1441 Old Country Road., Plainview, NY, 11803.  

 

Insurance Coverage Information 

 
We will submit insurance claims as a courtesy to you.  Insurance co-pays and fees for non-covered services are always due on the 

time of service.  Most insurance companies have limitations: some pay a set amount, some pay a percentage, and some pay 

nothing at all.  Your insurance policy is a contract between you and your insurance company.  We try to take as much insurance as 

possible, but if we do not take yours, we will give you a printed itemized receipt to file with your insurance company. 

 

Medical Insurance (such as Medicare, United Healthcare, etc.) may cover your exam and other needed services if you are having a 

problem with your eyes that is related to a medical condition (such as Diabetes, Hypertension, Dry eyes, Allergies). 

 

Vision Insurance will cover your eye exam if you are having problems related to glasses, contact lenses or a “routine” check-up 

when there are no specific problems. 

 

All fees, insurance co-pays, and contact fitting fees are due at the completion of your exam. 

I have read the above notice 

Patient Signature: _______________________________________________  Date: ____________________ 
 

Print your Full Name:    ____________________________________________________________________  
 

If signing as a personal representative of the patient, describe the relationship to the patient. 
 

Relationship to Patient:  ____________________________    
 

This office is hereby authorized to release my protected health information to the below named individuals. 
 

 

Name: ____________________________   Signature: ____________________________   Date_____________ 


