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NoVA Fye MD



   

  Nisha R. Patel, MD
Board Certified Eye Physician, Surgeon and Cornea Specialist

Patient Information

Name​​​​​​​​​​​​​​​​​​​​​​_____________________________________DOB_____________Age ___________Female/male
If patient is a minor please name responsible party____________________________________________

Address_______________________________City_________________State_______Zip_____________

Home Phone______________Cell_________________Work_______________Marital Status_________

Social Security #___________________Employer_______________________Occupation____________

Spouse’s Name ___________________Work #_______________________________________________

Primary Care Physician Name and Phone___________________________________________________

How did you hear about us? ______________________Referred by Dr. ___________phone___________

Primary Insurance ______________________________Are you the Primary Insurance Holder?______

Who is? ___________________Their DOB___/___/___ID #_________________Group#______________
Additional Insurance

Person responsible______________________________
Relation to patient________________________
SS#____________________Birthdate______________________Phone___________________________
Address___________________________City_________________State_______Zip_________________
Insurance Company_____________________________________________________________________
Contract #________________
Group #________________
Subscriber#_______________________
Assignment & Release

I understand that I am responsible for all fees and finance charges for the above named patient, regardless of insurance coverage.  ______(Initial)

I hereby authorize NoVA Eye MD, Inc. to furnish information to insurance carriers concerning my physical condition and treatments, and I assign to NoVA Eye MD, Inc. all payments for medical services rendered to me or my dependents.  _____(Initial)

I acknowledge that if I do not have the appropriate referrals and authorizations as required by my insurance company or if I do not have my insurance card, I am electing to be treated and agree to pay for services rendered._____(Initial)

If, after default, this account is placed in the hands of an attorney for collection, I will be responsible for any collection or legal fees deemed necessary to assure payment._____(Initial)

This applies to this date and future dates where the referral and/or insurance card is needed  and not presented.  Nisha Patel, MD and staff are not responsible to obtain referrals not presented at the time of visit.

____________________________________________________________________________________________

Signature of Patient, Guardian or Person Responsible





Date
_______________________________________________________________________________________________________________________________

Please print name of Patient, Parent, Guardian or Person Responsible



Relationship


Office Financial Policy
Basic Policy:
Payment for services rendered is due in full at the time of service.  Our office accepts cash, personal checks (with valid driver’s license), and credit cards.  There is a $25 returned check fee due and payable from you for each check payment returned to us by your bank.

For Patients with Insurance:
As a service to our patients, we will bill your insurance carrier, provided proper paperwork is provided to us.  We will also assist you in billing your secondary insurance carrier, if applicable, and in researching unpaid claims.  Every effort will be made to closely estimate your co-payments and deductibles which are due at the time of service, but the ultimate responsibility for any unpaid balance rests on you.  Please understand that insurance is a contract between you and your insurance company.  If an insurance carrier has not paid within 60 days of billing, any unpaid professional fees are due and payable in full from you.

Managed Care Participants:
Some benefit plans require pre-authorization and specialist referral forms from your primary physician.  Please provide the proper insurance plan identification and forms necessary prior to your visit.  All co-payments or patient out of pocket fees are due and payable at the time of service.

Surgery Fees:
All co-payments, deductibles and payments for non-covered surgical procedures are due prior to your surgery.  Prior authorization may be required by your insurance carrier.

Non-Covered Charges:  Any charges not paid by your insurance carrier will require payment in full at the time services are provided or upon notice of insurance claim denial.

Follow-up Visits:  Periodic post-operative office visits may or may not be covered under your insurance plan; however, these may be required by the attending doctor to monitor your health.

Cancellation of Appointments:  Our goal is to provide high quality of care at low cost to our patients and in fairness to other patients and the doctor, we require at least 24 hours notice when cancelling an appointment.  There is a $25 fee for missed appointments without 24 hour notification, which will be due and payable from you.

Patient Responsibility: The office has the right to obtain a copy of a valid credit card for all deductibles and services not covered by insurance. Once an explanation of benefit has been obtained by Dr. Patel’s office and the patient has been notified of his/her responsibility, the card will be charged for the outstanding balance.

I have read, understood and agree to the above financial policy for payment of the professional fees.  I understand that I am ultimately responsible for all fees for services provided to me.

Patient’s Signature_________________________________________________________Date_______________
Aesthetic Services

We provide various services in addition to general and corneal eye care.  Are you interested in learning more about:


( Laser Vision Correction (LASIK and PRK)



( Blepharoplasty (eyelid rejuvenation surgery)



( Treatment of fine lines and wrinkles
(BOTOX and JUVEDERM)


( Contact Lens fitting



( Premium Lens Implants 
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