Darin R. Cummings, Q.D.
Jacob M. Robison, O.D.
43 East 450 North
% ; Ephraim, UT 84627
Phone: (435) 283-5555
6% - W%’ Fax: (435) 283-8642

New Patient Information. (please print) Occupation Ofull-time  Opart-time
Employer

Name Employer Phone

Mailing Address Social Security Number

City Zip Code a Male OFemale

Home Phone Cell Phone O Single OMarried ODivorced — OWidowed

Date of Birth Age Race

Email Ethnicity: O Hispanic or Latino O Not Hispanic or Latino

Preferred Language: O English O Spanish Spouse’s Name Date of Birth

O Telephone Spouse's Social Security Number

Communication Preference: O Email O Postal

If you are a student or under 18 years of age, please complete this section.

Name of Father Name of Mother
Father's Date of Birth Mother's Date of Birth
Address, Address

Father's Social Security Number

Father's Occupation
Father's Employer

Ofull-ime  Opart-time

Mother's Social Security Number
Mother's Occupation
Mother's Employer

Ofull-time  Opart-time

Employer's Address
Work Phone

Employer's Address
Work Phone

Insurance Information

Primary Insurance Secondary Insurance

Address Address,

Policyhclder Name Policyholder Name

Date of Birth ID# Group Date of Birth ID# Group#
Self Pay Information

Are you personally responsible for payment? OYes ©No Whois? Relationship
Emergency Information (Who to notify - nearest relative or friend)

Name Relationship

Home Phone Work Phone Cell Phone

Those we may talk to about your eye conditions

Name(s)

(Family, friends, etc. or write "none" if you don't want information discussed with anyone.)

CONSENT FOR TREATMENT/RELEASE
I hereby authorize the Eye Center of Ephraim to administer such medication and to perform such optical procedures as may be necessary for proper optometric care. | authorize the Eye Center
of Ephraim to release my medical information to other medical professionals if a referral is needed for the continuation of my care. [ authorize the release my prescription to optical labs and other
suppliers, given that my prescription is current and not out dated.

FINANCIAL ASSIGNMENT AND AGREEMENT
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 by your insurance. 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.

I request that payment of authorized Medicare and/or insurance benefits be made on my behalf for any services furnished me. 1 authorize any holder of medical information about me to be released to the
Health Care Financing Administration, its agents, or any insurance carrier(s) | may have, any infonmation needed to determine these benefits or the benefits payable for related services,

This assignment will remain in effect until revoked by me in writing. A photacopy of this assignment is to be considered as valid as an original. | understand that | am financially responsible for all charges
whether or not paid by said insurance. | hereby authorize said assignee to release all information necessary to secure the payment. [ also understand that I will pay all balances due to the Eye Center
of Ephraim in a timely manor. [ agree to pay 1.5% interest on all past amounts of 30 days of more, not to exceed 18% annually. 1 agree to pay for all fees resulting from any action taken by,
but not fimited to, a collecti g and/or attorneys, court fees, filing, and service fees, not to exceed 50% of the principal balance including interest.

Signature of Patient (or parent if patient is a minor) Date 1040671 1




