
PINNACLE EYE CENTER 
1649 WEST EAU GALLIE BLVD., SUITE 100 
MELBOURNE, FL 32935  Phone:  321-255-4949  Fax:  321-255-0887 
PERSONAL INFORMATION – (please print): 
Name: _______________________________________________ ______ Date: ___________ 
 
Date of Birth: __________________ Age: ______ M/F:____ SSN:______________________ 
 
Address: ____________________________________________________________________ 
                   Street                           City       State Zip 
 
Home Phone: _______________________     Work Phone: ___________________________ 
   

Cell Phone: _________________________ 
 

Alternate Contact Person & Phone Number:_____________________________________________________ 
 
PATIENT OCCUPATION: __________________________ Employer: ______________________________ 
 
Marital Status – Cirlce One: 

Single     Married  Widowed     Divorced 
 
Spouses Name :___________________________________  
Spouse Date of Birth:___________________ Spouses Employer: ______________________________ 
This information is needed if your insurance is held under your spouse. 
 
Complete if under 18 years of age or a student: 
 
Name of Father: _________________________________________      Employer:_________________________________ 
 
Address: ________________________________________________________      Phone: ____________________________ 
 
Name of Mother: __________________________________________       Employer:_________________________________ 
 
Address: _________________________________________________________  Phone: _____________________________ 
 
Referred by – Circle One: 
 
             Friend/Relative           Doctor        Yellow Pages Television Newspaper Other 
 
Name of Friend/Relative, Physician, Name of Newspaper, Other: _______________________________________________________ 
 
Emergency Contact Information: 
 
Name:__________________________________________________________ Relationship: ________________________________ 
 
Emergency Contact Phone Number: ___________________________________ 
 
Financial Assignment and Agreement: 
1. Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment.  

Some companies pay fixed allowances for certain procedures, and others pay a percentage of the charge.  It is your responsibility to pay any 
deductible amount, co-insurance, or any other balance not paid for by your insurance. 

2. In order to control your cost of billings, we request that your charges for office visits be paid at the conclusion of each visit, unless you are covered 
by Medicare. 

3. I request that payment of authorized Medicare and/or insurance benefits are made on my behalf for any services furnished to me.  I authorize any 
holder of medical information about me to release to the HealthCare Financing Administration, it’s agents, or any insurance carrier I may have, any 
information needed to determine these benefits or the benefits payable for related services. 

4. This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I 
understand that I am financially responsible for all charges whether or not paid by said insurance.  I hereby authorize said assignee to release all 
information necessary to secure the payment. 

 
Signed (Patient or Parent if Minor): _____________________________Date:______________ 







   
PINNACLE EYE CENTER FINANCIAL POLICY 

 
 
As your physician, we are committed to providing you with the best possible medical care.  
In order to achieve this goal, we need your assistance, and your understanding of our 
payment policy. 
Payment for service is due at the time services are rendered.  We accept cash, personal 
checks, Master Card and Visa.  We do not accept post dated checks.  Returned checks are subject 
to a service charge of $30 and you will lose your privilege to write checks in our office. 
Cancelled appointments:   A patient who does not cancel appointments, will be charged for an 
office visit after the third NO SHOW. 
Managed care plans:   Co-payment and deductible must be paid at the time of service. 
Refraction is not covered by most insurance plans and payment is due when services are 
rendered. A valid authorization is required for all services performed.  Failure to obtain this 
authorization, prior to your visit, will result in the patient being financially responsible for all 
charges incurred and payment will be due on the date services are rendered. 
Medicare patients:   Your deductible and 20% of the allowable charges are due at the time of 
service, if you do not have a secondary insurance. Secondary insurance will be filed for you as a 
courtesy but will be billed to the patient if not paid within sixty days. If your secondary 
insurance has a co-pay, please be prepared to pay this at the time of service.  Routine eye exams 
and refractions are not covered by Medicare and payment is due when services are rendered.  
MEDICAID patients over the age of eighteen, have a two dollar ($2.00) co-pay for every visit.  
This includes Medicare/Medicaid patients. 
Worker’s compensation:    Please have your compensation carrier call us to authorize your 
appointment.  We will file your company’s insurance, however, if the Worker’s Compensation 
Board determines that the illness or condition is not a result of a Worker’s Compensation case, 
you agree to pay the usual and customary fees for any services rendered to you. 
Children of divorced parents:   Payment is due at the time of service no matter who is 
responsible by order of divorce decree. 
Financial agreement:  You must realize that your insurance is a contract between you, your 
employer, and the insurance company.  We are not a party to the contract.  Not all services are a 
covered benefit in all contracts.  Some insurance companies arbitrarily select services that they 
will not cover.  We must emphasize that as a medical care provider, our relationship and concern 
is with you, NOT your insurance company.  All charges are your responsibility from the date 
services are rendered. 
Please bring all CURRENT health insurance information with you.  We will need to copy 
any insurance cards for our records.  If you are not able to provide this information, we will 
be glad to reschedule this appointment for you.  If you do not provide us with the correct 
insurance information at each and every visit, by signing this form, you acknowledge 
responsibility for all incurred charges as long as you are a patient in this office. 
 
I have read and understand the above Financial Policy 
 
_____________________________________                              _______________ 
Patient name                                                                                    Date 
_____________________________________                              _______________ 
Witness                Date 
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