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133EDear New Patient,	
Welcome to the office of Dr. Andrew Kortz, board certified ophthalmologist. Enclosed are some forms that must be completed fully before your visit. You may use the back if needed to explain any specifics. Completing this in advance helps expedite the check in process.
Please bring ALL the following items to your visit:
1. Current insurance cards
2. Valid Photo ID
3. Co-pay/Deductible, if necessary
4. A list of all your current medications
5. Current prescription for contacts or glasses, as well as the glasses
At your first visit, and all annual exams that follow, you will be DILATED! Please bring a driver if you feel that you need one. 
Contact lens patients: We do not provide exams or written prescriptions for contact lenses. If this is why you need an exam, please contact your optometrist. 
We appreciate your time, so please understand that we try our best to stay on schedule, but as a specialist office, we sometimes have emergencies that come into our office that can put us behind. We ask that you just let us know if you need to reschedule, and we thank you for your patience ahead of time. 
If you have any questions about any forms or policies, you may reach our office at 850-438-6555.
Please try to arrive 10 minutes early to your appointment, so that we can complete the check in process. If you have to fill out your paperwork at the office, please be here 30 minutes early, or your appointment time may be pushed back until it is completed.
Thank you, and we look forward to being part of your care team.
Sincerely,
Dr. Andrew Kortz and his Office Staff




MEDICAL HISTORY PLEASE FILL OUT FULLY
AIDS/HIV+	     			Depression			High Cholesterol	
Alzheimer’s     			Diabetes			Hyperthyroidism       
Anemia				Epilepsy/Seizure’s		Hypothyroidism
Anxiety  				Fainting   			Kidney Disease  
Arthritis				Hearing Loss		Liver Disease
Artificial Heart Valve	    	Heart Attack		Lung Disease
Asthma	     			Heart Disease		Multiple Sclerosis
Cancer, type___________           	Heart Murmur		Pacemaker
COPD				 Hepatitis A, B, or C		Stroke	
Cough 				Herpes			Tuberculosis		
Dementia				High Blood Pressure    	Other__________________
PLEASE LIST ALL SURGERIES YOU HAVE HAD AND WHEN
_____________________________________________________________________________________
_____________________________________________________________________________________
PLEASE LIST ALL DRUG/LATEX ALLERGIES AND REACTIONS_________________________
_____________________________________________________________________________________EYE HISTORY
Amblyopia (Lazy Eye)	Diabetic Retinopathy	Keratoconus
Astigmatism			Dry Eyes			Macular Degeneration
Cataracts			Glaucoma			Retinal Tear/Detachment
EYE SURGERY
Blepharoplasty		Cornea Transplant		Strabismus (Eye Muscle) Surgery
Cataract Surgery 		Lasik			Trabeculectomy (Glaucoma) 
Other_____________________________________________________________________________
FAMILY HISTORY. PLEASE INCLUDE WHICH FAMILY MEMBER IT APPLIES TO.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Do you smoke? Yes, how many packs a day_____, how many years____ No 
Formerly, how many years______
· Do you drink alcohol? Yes, daily, drinks per day_____ Yes, occasionally Never
· Do you use recreational drugs?  Yes, what kind______________________   No
· Do you have a healthcare proxy in the event you cannot make your own medical decisions?Yes, Name_________________ Phone Number_________________ No  
· Do you have a living will? Yes   No
· Have you had a pneumonia vaccine? Yes No

PATIENT INFORMATION
Name_______________________________ Date of Birth_____________SS#____________________
Phone_________________ Email:___________________________Preferred Language___________
Address_________________________________City______________State_____Zip Code_________
Race/Ethnicity______________Gender _________________Preferred Language________________
Emergency Contact__________________________Phone______________Relationship___________
Primary Insurance					Secondary Insurance
Company _____________________________ 				Company_____________________________
Member ID   ___________________________				Member ID ___________________________
Insured’s Name   _______________________				Insured’s Name _______________________
Insured’s Date of Birth __________________				Insured’s Date of Birth__________________
Insured’s SS# _________________________				Insured’s SS#_________________________
Relationship  __________________________				Relationship __________________________
How were you referred here?_________________________________________________________
Primary Care Physician________________________Current Optometrist___________________
Preferred Pharmacy and location_____________________________________________________


Please list all medications you are currently taking. Use back of sheet if needed.
	
	
	

	
	
	


   Medication                   	  Dose/Strength                      Frequency (how often)
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	





INSURANCE AND FINANCIAL RESPONSIBILITY
Insurance Coverage: It is your responsibility to let us know if your insurance coverage is active or not at time of service. We will attempt to confirm your insurance coverage prior to your treatment. It is your responsibility to provide current and accurate insurance information, including any updates or changes in coverage. Should you fail to provide this information, you will be financially responsible.
· Copayments/Coinsurance/Deductibles: Coinsurance and copays are due at the time of service. Any deductible is your, the subscriber’s, responsibility and should be paid at time of service. If we first bill your insurance, and see you have a patient responsibility, you will be billed at the time your insurance responds. Some insurance plans do not make their fee schedule available, so coinsurances can be hard to determine ahead of time. 
· Non-covered services: Since we are a specialist, sometimes our testing or procedures may not be covered. In the event your insurance deems these “non covered,” they will be your responsibility. The undersigned accepts full financial responsibility for these.
Collections: I agree that in return for services provided that I will pay at the time service is rendered, or make a financial agreement that is satisfactory to Andrew Kortz, MD for payment. An account with a patient balance that receives NO RESPONSE after 60 days may be sent to an attorney or collections agency for collection. I agree to pay collection and any reasonable attorney's fees as established by the court and not by a jury in any court action. I understand that if my account is delinquent, I may be charged interest at the legal rate. 
Use and release/disclosure of health information: Andrew Kortz, MD may disclose all or any part of my medical record and/or financial ledger, including information regarding alcohol or drug abuse, psychiatric illness, communicable disease, or HIV, to any person or corporation (1) which is or may be liable or under contract to Andrew Kortz, MD for reimbursement of services rendered, and (2) any health care provider for continued patient care. A copy of this authorization may be used in place of the original. 
Self Pay Patients: Self pay patients must pay in full for examinations or any services rendered at time of service. Pricing can be discussed after your initial visit if any testing or procedures are discussed/suggested. 
I have read, understand, and agree to the financial policy of Andrew Kortz, MD. By signing below, I agree and understand the terms and conditions of this policy, and agree that any questions I have, have been answered by the patient financial counselors to the best of my understanding. 

_______________________________________ 			_____________________
Signature of Patient/Power of Attorney/Guardian 			Date
______________________________________
Printed Name of Patient
POLICIES/IMPORTANT REMINDERS
1. Cancellation/No Show Policy: We understand there are times you will be unable to make your appointment. We ask that you give us a call within 24 hours prior to your appointment so that you don’t risk another patient not getting the care they need.
· If an appointment is not cancelled within 24 hours prior, or at all, you will be subject to a $30 no show fee/24 hour cancellation fee that will not be covered by your insurance company, and must be paid before any future appointments. 
· For surgeries, if your surgery is not cancelled within 7 days prior to when scheduled you will be charged a $200 fee, not covered by your insurance company. This is due to the large block of time needed for surgery and prior scheduling.
· If you are more than 15 minutes late to your appointment, you may be asked to reschedule.
· If you no show 3 times, you will be released from the practice.
2. Prior Account Balances from prior dates of service must be paid in full before being seen again. If account is delinquent, it may be sent to collections.
3. ALL HMO plan holders. You will need an authorization for your visit from your primary care provider. Please make sure to obtain this prior to your appointment. It is your responsibility to ensure that this is done. If you have any issues or questions, we would be happy to help you in getting this taken care of. Without authorization, we will not be able to bill your insurance for your visit, and it may fall to your responsibility to pay.
4. Notice of privacy Practice: Our office has a notice of privacy practice that you can have access to at your request.
5. I understand that this practice may discharge me as a patient if: Assault, battery, or verbally abusive behavior from me, a family member, or legal guardian to any of our staff. I agree to treat all staff with respect both verbally and physically. I understand that discourteous behavior will not be tolerated.
6. By signing below you agree to receive text messages from our office.
By signing, I understand the above terms and policies, and agree to any fees I may be charged if I violate any of these policies.

_______________________________________ 			_____________________
Signature of Patient/Power of Attorney/Guardian 			Date

______________________________________
Printed Name of Patient

NON-COVERED SERVICES
REFRACTIONS: A refraction is the test to check for your glasses prescriptions. Medical insurance deems refractions as not medically necessary, so if you would like to have a refraction and get a prescription for glasses today, please complete this form and sign below. This is typically covered by vison insurance, but has to be done with an Optometrist to use your vision insurance.  If you are getting cataract surgery, a complimentary prescription will be given after surgery and post op appointments are completed. 
(If your PRIMARY insurance is: United Healthcare, Tricare Prime/Select, or VA, they will cover the refraction fee. This does not apply to secondary insurance plans.) 
A refraction/glasses prescription will be a $30 fee must be paid at time of service.


PRE-CATARACT SURGERY TESTS
If you are getting cataract surgery with us, most insurance companies do not cover two of the three tests required to choose a lens for surgery. There will be a $65.00 fee due at time of service for your ASCAN (not your first visit.) If your insurance company does pay, we will refund you the $65.00. You will also still be responsible for you copay for the other tests they cover.  

OTHER NON COVERED SERVICES

Since Dr. Kortz is a specialist, there may be some tests that we run that don’t get covered by insurance. You will be responsible for the cost of these tests, E.G. OCTs, topography, pachymetry, etc, if your insurance deems it not mandatory.

By signing below, I understand the above non-covered service, and I accept full  responsibility for the cost of refractions, and any other tests deemed non covered by my insurance plan, and agree to pay it at the time of service.

Signature__________________________________________ Date_______________
Phone (850) 438-6555	4570 Isabella Ingram Dr.	Fax (850) 438-6559
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