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Patient Insurance Information  
 
Thank you for choosing Kleiman-Evangelista Eye Center for your eye care needs. We are 
constantly striving to improve the efficiency and quality of your care. Due to numerous 
changes in the insurance industry we have changed our insurance policies. The new 
policies are necessary for us to work effectively and will ultimately improve your care.  
 
 
● Bring all current active insurance cards to every scheduled appointment. 
● If filing with medical insurance, please contact your insurance carrier to verify your 
medical and vision benefits. 
● HMO Plans will require a referral. YOU must contact your primary care physician 
PRIOR to your visit to obtain your referral. Call our office to verify the referral has been 
received.  
● ALL co-payments and fees will be collected at the time of service.   
 
If you do not have ALL of the above listed items at the time of your visit, you will then 
have the following options: 
 
 Reschedule your appointment  
 Pay for services rendered at the time of service 
 
Filing your insurance is not a guarantee of payment, if payment is not received you as a 
patient will be ultimately responsible for all unpaid services. 
 
 
BY SIGNING THIS FORM, I ACKNOWLEDGE THE ABOVE AND 
UNDERSTAND THAT IT IS MY RESPONSIBILTY TO PROVIDE THE 
PHYSICIAN WITH ALL CORRECT INSURANCE INFORMATION.  IF THE 
CLAIM IS DENIED FOR ANY REASON I WILL BE FINANCIALLY 
RESPONSIBLE FOR MY OFFICE VISIT. 
 
 
________________________________________________________________________ 
SIGNATURE OF PATIENT        DATE  
 
 

Insurance Information 
 
Primary Insured’s Name: _________________________________________________________ 
 
Patient’s Name: _________________________________________________________________ 
 
Patient’s Relationship to Primary Insured: _____ Self _____ Spouse _____Child _____ Parent  
 
Primary Insured’s SS#: ____________________________ DOB: _________________________ 
 



Primary Insured’s Employer: ______________________________________________________ 
 
Insurance Plan Name: ____________________________________________________________ 
 
Insurance ID number: ___________________________ Group number: ____________________ 
 
Patient’s Primary Care Physician: __________________________________________________ 
 
Primary Insured’s Home Address and Phone number, if different than Patients: 
 
______________________________________________________________________________ 
 
 
 
 

Secondary Insurance Information  
 

 
Primary Insured’s Name: _________________________________________________________ 
 
Patient’s Name: _________________________________________________________________ 
 
Patient’s Relationship to Primary Insured: _____ Self _____ Spouse _____Child _____ Parent  
 
Primary Insured’s SS#: ____________________________ DOB: _________________________ 
 
Primary Insured’s Employer: ______________________________________________________ 
 
Insurance Plan Name: ____________________________________________________________ 
 
Insurance ID number: ___________________________ Group number: ____________________ 
 
Patient’s Primary Care Physician: __________________________________________________ 
 
Primary Insured’s Home Address and Phone number, if different than Patients: 
 
______________________________________________________________________________ 
 

 
 
 



REFRACTION POLICY

	 A refraction is the test where you are put behind a machine and are asked “which is clearer 
number 1 or number 2”. The test is done to determine the best possible vision your eyes can see. 
It also gives you a written prescription for new glasses.

	 We MUST do this test if your vision is worse than 20/25. Needing a new glasses 
prescription is the most common reason why people are not seeing well. If you are not seeing 
close to 20/20, and glasses do not help, then this information is used to look for a medical reason 
why you are not seeing well. It may be cataract, glaucoma, retinal damage or another medical 
condition.

WE WILL NOT DO THIS TEST UNLESS IT IS NECESSARY.

	 If a refraction is necessary, you will be responsible for the fee of $30 ($10 if over the age 
of 60 as senior discount). WE DO NOT FILE THIS CHARGE TO INSURANCE COMPANIES and 
you will be responsible for the fee even if your vision is not improved with a new prescription.

Patient’s Signature: ____________________________ Date: ____________________________

PATIENTS PRIMARY CARE PHYSICIAN

DR’S NAME:___________________________________________________________________

EMERGENCY CONTACT PERSON

NAME:_______________________________________________________________________

ADDRESS:____________________________________________________________________

PHONE NUMBER:______________________________________________________________

RELATIONSHIP TO PATINET:_____________________________________________________
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