
Welcome to Ryan Vision Center
HIPPA COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENTS

Your inrormation is kept 
":*t:t5j"T,1H:,::H,,y y:tl,.tj,""5:?'l? f;::?l* 

Portabiritv Act Inactive

Patient 's Name:

Address

City Richmond n

Home Phone

State VA n Zip Code

Business Phone

Cell Phone

Married E Single E other n cnilo n Male n Female E

Birthdate / I

Patient Employer Name
Eye-Gare Insur Go: VSP

Medical lnsur Co: leave card attached to this clipboard for us to copy
Group-|.D.

Patrent's relationshrp to d: SettE SpoLrse n CniU ! pffi
Please note there will be a charge of $28 for the retinal photos, this is not
covered by insurance as they consider it "elective".

We will bill most insurance caniers for you when proper papeMork is provided to us. Since your agreement with your
insurance carrier is a private one, we do not research why an insurance carrier has not paid or why it paid less than
anticipated for care. lf insurance carrier has not paid within 90 day of billing, fees are due and payable in full from you. I
authorize payment directly to our otlice for services rendered. As the responsible party, I authorize the release of any medical
records needed to obtain payment from my insurance company. I understand that if the account is delinquent it will be turned
over to a collection agency. I will be responsible for all costs of mllection, including and not limited to coliection fees and
attorney fees, and court costs.

Signature: Date I I
( l f  under 18, Parent or Guardian's Signature)

Reason for your visit? (chief complaint)

Allergies to any medications? No n Yes n: Penicil l inn Codeine! Sulfa Drugsn Other
List any medications you are currently taking _
Are you interested or may be interesaed in Li

Do you have a history of problems adjusting to a new prescription or contacts? Yes ! No n
Interested in being evaluated for contacts today? Yesn Non Do you want to purchase them here today? yes[ no!
Want to stay with same brand? yes! or would like to go with today's best recommended lenses!'
Planning on purchasing glasses today yesn no n
Please Note. There will be a Contact Lens EvaluationFee charged in addition to the Routine
Eve Exam Fee. This ch of be covered bm Fee. I nts cnaroe mav not oe r Insurance.
Medical History

Self Familv
Asthma Yes No Yes N o l
Other breathinq difficulties Yes L No Yes No
Heart condition Yes I No Yes No Ll
Glaucoma Yes I No Yes N o l
Diabetes Yes I No Yes L N o l
Other* Yes No Yes N o l
Do vou smoke Yes L No

Any other eye conditions or history of them?

Any other medical conditions that we should be aware of?

Whom may we thank for referring you to our practice?


