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Northlake Eye Center
Patient lnformation and lnsLlrance lnformation

PATTENT INFORMATION: **TPLEASE FILL OUT EVEBY SECTION, lF lT DOES NOT APPLY PLEASE FILL IN N/A*'r''

E I.,1 PTOYE R PRIMARY DOCIOR

RESPONSIBTE PARIY: CHECK BOX IF SAME A5 ABOVE

NAM E

ADDRESS

7tP CITY/STATE

PHONE EMAIL

M F TITLE

BIRTHDATE

SSNf

E[4PIOYEB EMPTOYMENT sTATUs: FT PT RTTIRED

ARE YOU ON HOSPICE Y OR N

lf you require a REFERRAL, you must have it prior to seeint the doctor. We will submit your claims using

the insurance information we have on file the day of service. lf you want us to ONIY bill your vision

insuranceAND NOTyour m€dical insurance you must let us know before you see the doctor. Oncea

claim is submitted it will not be resubmitted to a different insurance company.

RACE

MF NAME

ADDRESS

ztP crrY/STAT

EMAiL

IMERGENCY CONTACI

8I.,4 ERGENCY CONTACT #

PREFERRED

PHONE

€lhni.ity

HISPANIC oT NON HISPANIC

MARITAL STATUS

s5N*

Preterred Language:

HOW DID YOU IEARN ABOUI U5?

ADDRESS

LIY CITY/STATE RETATIONSHIP

ss#

DOB

l

GUARANTOR

IITTE

OTHIR PHONE-
BIRTHDATE-



FrrL our Arr spors. PUT N/A rF YOU Do NOT KNOW

Past Medical History (Please Circle AllThat Apply)
Stroke
Cancer-Tvpe

Sickle CellDiabetes
Hypertension
Heart Disease

Heart Stent or Pacemaker
Heart AUack
Hi8h Cholesterol
Graves Digease

Blocked Carotid Artery
Temporal Arteritis
Anemia
A-fib
Premature Birth
Blrth Defect

Hrv/ArDs
Hepatitis
Alcoholism
Asthma
Lyme Disease

Arthritis
Gall Bladder Oisease

GERD

Dementia/Alzheimerrs
Sleep Apnea/Machine

Ulcerative Colitis
Depression/Anxiety
Skin condition
Lupus
Rheumatoid Arthritis
Thyroid Disease/Graves
Organ Transplant
Parkinson's
Multiple Srlerosis
Xidney Failure/0ialysis
COPD

. Myasthenia Gravis

Epilepsy
Nutritional Deficiency
Headache/Migraines
Hearing Disorder
Vocal Problem
smelling Defect
Tasting Detect
Liver Disease

Please List any Other Medical or Surgical History:

Doyou drink alcohol? Y N HowOften?

Doyou smoke: Y N Former

Past Ocular History Please Circle all that a

Cataracts
Surgery? Year_

Glaucoma
Surgery ? Year_

Oiab€tic Retinopathy
Laser/Surgery ?

Macular Degeneration
Laser/lniects ?

l"azy Eye

Retinal Veln Occlusion
(strole in ey€,

Retinal Artery O€clusion
Severe Eye injury

lritis/Uveitis
Eye Turns ln/Out
Surtery? Year_
facial Palsy

Eyelid Tumor
Eyelid €ancer
Droopy Eyelid
Cancer in Eye

Faclal Pain

Conjunctivitis(Pink Eye)

Orbital Tumor/Disease
Optic Neuritis
Optic Nerve Damage

Double Vision
I Dry Eye syndrome

Retinal Detachment
EyelYear_
Retinal Tear
Eve/ La ser?
Tear Duct Disorder
Floaters
Flashes of light
Itlight Elindness
Total Blindne5s
Color Blindness

LASIK

Year
PRK

Year
Rl(

Year

Cosmetic Face Surtery
Corneal Surgery
Eye/Year_

When was your last comprehensive eye exam?_

i

I
I

II

:

i

I



FILL OUT ALL SPOTS. PUT N/A IF YOU DO NOT KNOW

Family History
Relationship

Macular Degeneration_

Cataract

Glaucoma

Ocular Cancer

Other Ocular

Cancer

Diabates

Heart Disease

Hypertension

Stroke

Sickle Cell

Migraines

Please List all other E Meds

Please List all Food and Drug Allergies:

Primary Car€ Doctor,/Rheumatologist/EndocrinoloBist

Name of Pharmacy:

lf you wear Contact Lenses Please write Down the Brand and Power for Each Eye:

Please List Eye Meds Curently Takint
Please lnclude Vita mins.

I

I

i

l

Relationshig

l

I
i

I

I

l-

I

I]I
Ii_

I

t__ ,l



NORTHLAKE EYE CENTER, APMC
Andrew Benson, MD

Terry Hemelt, MD
Jessica Fawer, OD

2243 Gause Boulevard East

Slidell, Louisiana 70461

{98s) u3-63ss

NEW CONTACT LENS FITTING INFORMATION

Please fill in "N/A" if not interested

Fitting Fee for New Contact Lens Fit

LENS TIES VARY 8Y TYPE AND BRANO.

FITTING INCLUDES:

o lnitial evaluation with trial lenses

r Unlimited trial lenses during the fitting period up to 90 days

r Unllmited Contact Lens exams for 90 days

o 45 min - t hour of instruction time (insertion, removal and cleaning)

. Contact Lens cleaning starter kit (while supplies last)

REFUND POLICY

I lnitial Fittins S100.00 (non-refundable)

***Refund period ends 90 days after the initial fitting date
* * +Contact Lens prescript ions exDire after 12 months. A comprehensive eye exam is required

annually. A contact lens follow up exam {560} must be completed yearly to renew contact lens

prescriptions. Both exams may be performed at the same visit and lvill incur separate charges

I HAVE READ AND UNDERSTAND TI{E ABOVE STATED POTICY:

a

a

a

THESE ARE FITTING FEES ONIY AND DO NOT INCLUOE THE COsT OF THE LENSES.

PRINT SIGN DATE

*This policy will be superseded by the benefits of your vision plan if applicable. vtR1J8/14



NORTHLAKE EYE CENTER APMC
2243 Gause Blvd E.

slidel,, LA 70461
(985) 643-63ss

Terry Hemelt, MD
Martine Domsngue, MD

Jessica Fawer, OD

DO YOU HAVE ROUTINE AND MEDICAL INSURANCE?

PLEASE READ VERY IMPORTANT
i.Pt-EASt READ THIs CARTf UILY SO THAT WE WITI IILE YOUR CI.AIM WTT THE CORRICT I SURANCT COMPANYiI

Many patients have both routine and medical insurance plans. At Northlake Eye Center, we can accept

and file to either your routine or medical insurance plan, but not both. lt is EXTREMEIY impo(ant that
you inform us which insurance plan you would like us to file your claim with- lt is also important to
understand !hat there are some potentially vision threatenint eye conditions that may be identified

during your eye exam. Most of these conditions require additional testing that can be done on today's

visit- These additional tests ARE NOT covered by your vision insurance plan, HOWEVER, they ARE

covered by your medical insurance. Therefore, if you plan to have us file to your vision plan and you

don't want us to do any additional testint you must let us know in advance below. Please read the

three choices below and place your initials in the b.x to indicate how you would like us to proceed.

cHoosE oNLY 1 BOX!!!!

I DON'T HAVE VISION INSURANCE. USE MY MEDICAL INSURANCE TODAY.

USE MY ROUTINE EYE INSURANCE UNLESSTHE DOCTOR NEEDS TO DO

ADDITIONAL TESTING IHEN US' MY MEDICAL INSURANCE ONLY.

FILE ROUTINE FOR EXAM AND MEDICAL FOR TESTING,

FILE ROUTINE ONLY, I DON,T HAVE MEDICAL INSURANCE

i DON,T HAVE ANY INSURANCE; I WILL PAY TOR MY EXAM MYSELF.

PLEASE FILL IN THE MAIN REASON FOR YOUR VISIT WITH US TODAY:

NAIVE 5'GNATURE DAT6



NORTHLAKE !YE CENTER / SURGICAT EYE ASSOCIATES

IMPORTANT POTICIES

READ AND INTIAI EVERY I.'NE ITEM. THESE POLICIES MAY AFFECI IHE AU9g!IE9!!UE AT IHE

END OF YOUR VISIT'I"

3% CONVCI{IENCE FEE tor all debitlctedit (ird transactions

REFRACTIOH FEE (5351 this fee will be collected at the end of your visit if you receive a prescription tor

e!'eglasses. lf we hale exp€flence wilh vour insur€r that they will cover rhis fee, we will 6le the claim and you riitl
not be erpested to pay this fee at the time of your visit. You will be billed at a later time if your insurance company

denies coverage {or arry reason-

CONTACT LENS UPDATE FtE (5601 if you wear contact lense! that are managed by our doctors. you will

be charged this fee no more than once a year. This fee is for the service provided by your doctor to insure that you

have the correct prescription and the prope. fit. fhas f€e ls waived for initial fittings. see the contact lens pri.ing

sheet for further details. lf Wu wear contart lenses and you are having them updated elsewhere please let us

know so we do not charge you and please .emove them Irom your eyes prior to your visit. tf youplantotake

advantage of!his service you may leave your contact lenses in.

_ FAILURE TO HY your bill in 3 timely manner will result in us turning your past due aEcouflt over to a

third party collection agency. Wedo not have the resou rces to run ourown collection agency.

_ SPECIALW CATARACr SUnGERY LINSI5 have additional costs which your surgeon will discuss with you

lf you choose one of these lens€s, payment is expected prior to sur8ery, Standard catarict surtery lensss do not
incur additionalfees.

_ SILF PAY/FEES NOT COVERED BY lNSt RAllaI. These fees are expeded to be paid paor to surgery or at
the trm€ oi service.

,.. _OUfSIAI{DIXG SALArtlC€s. ]}ese must b€ paid in full before being seen by the do.tor No {ontact
lenses will be ordered until these obligations have been met.

HIPPA ACX OWLEDGEMENT. You haye been given an opponunity to rev:ew/receive a copy of this
prrctices prr€cy polcies

r.lAME WITNESS

SIGNATUftE

DAIE

SIGNATUfiE

_ NSF Check fee (S30) thir fue and the amourt of the che.k must be paid in rash. Future payments will

require payment by cash, debit or credit aard

_* PAYMEI{T F(tR SERVICES PROVIDID ls EXPECTED AT IIME Of SERVICE. We wlll collest all eo-pays, co-

insurance, deductlbl€s and non-6ve.€d servicer at the time of you visi. We will file your claim wlth your

insuraoce company on your behalf. lr lS \4OUR RESPONSIBIUTYT 1. To proude accural€ insurance information to

our staff 2, Provide accurate secondary insuaance iniormatign to our st3ff 3. Provide us with any vision

Jnsurance plan info.maton, 4, lntorm us wllich insurers you would like us to file or not tile with. 5. lf requlred,

know the status ot your refurral and provide us with a. up to date referral for the date of your servlce. Failure to
provide thrs inforrnrtion will rrsult in you havrng to pay for your visit in full if y6ur clajm is denrod by yout inturance

company. 6. Pay any outstanding balances in a timely manner


