
Name: _________________________________________________________ Date: ______________________________ 
Last                                        First               Middle

Date of Birth:_________________  Age: _______ Gender: M F      Social Security #:_______________________ 
mm/dd/yyyy                                                                                                                   xxx-xx-xxxx 

Address: ___________________________Apt #: ______City: _______________________State: ______ Zip: __________ 

Home Phone: (_____) ________________ Work Phone: (_____) ________________ Mobile: (_____) ________________ 

Email Address: ________________________________________

Preferred Method of Phone Contact:           Mobile             Home            Work   (please check one) 

Marital Status:            Single               Married            Divorced               Widowed               Separated              Minor Child

Spouse’s Name: _________________________ Date of Birth: __________ Social Security #: _______________________ 
  mm/dd/yyyy                           xxx-xx-xxxx 

Spouse’s Employer: _____________________ Address: _______________________  Phone #:(_____) _______________ 

Ethnicity:               Hispanic or La no             Not Hispanic or La no             Unknown  Decline to answer

Race:           American Indian or Alaska Na ve                                               White

Asian                                                                                           Other Race

Black or African American                                                             Decline to answer

Na ve Hawaiian or Other Pacific Islander

If pa�ent is a minor, lives with: ___________________________________ Rela�onship: _________________________  

Student Status:            Full-Time              Part-Time              Not-a-Student 

School Name: ___________________  Address: ______________________City: _____________State: ____ Zip: _______  

PATIENT OR PARENT / LEGAL GUARDIAN 

Employment Status:            Full-Time            Part-Time             Re red               Not-Employed 

Employer Name: _______________________________________ Occupa on: __________________________________ 

Employer Address: _____________________________ City: _______________________ State: ______  Zip: __________ 

PATIENT REGISTRATION 

 
 

PATIENT INFORMATION

Richard A. Burge!, M.D., F.A.C.S.                                                                                            
Thomas A. Ciulla, M.D. 
Robert D. Deitch, M.D. 
Neil P. Finnen, M.D. 
Kathryn M. Haider, M.D.

 

 
Sco! R. Hobson, M.D., F.A.C.S. 
Frank N. Hrisomalos, M.D.  

 

 
Daniel E. Neely, M.D.  
Hemang C. Patel, M.D. 
David A. Plager, M.D. 
Gavin J. Roberts, M.D. 
Milan Shah, M.D. 

Derek T. Sprunger, M.D.
Clark L. Springs, M.D.  

Robert M. Troyer, M.D.
 

Michael G. Welsh, M.D., F.A.C.S. 

John T. Minturn, M.D.

Nicholas F. Hrisomalos, M.D.
Stephen M. Johnson, M.D. 

Ronald T. Mar n, M.D., F.A.C.S.
Kevin E. Lai, M.D.

Raj K. Maturi, M.D. 



Name: ____________________________________________  onship to P t: ___________________________

Address (if di rent from p ): ________________________City: ___________________State: _____ Zip: ________

Primary Phone #: (_______) _________________________   Alternate Phone #: (_______) ________________________

Responsible Party: Guarantor              Self        

Responsible Party Name: ____________________________________________R onship: ______________________

Check here if address is same as pa ent    

Date of Birth: _______________________         Social Security #:_________________________________
mm/dd/yyyy                                                                                             xxx-xx-xxxx 

Home Phone: (_____) ________________ Work Phone: (_____) ________________ Mobile: (_____) ________________

Employer Name: _______________________________________ Address: _____________________________________

Name of Referring Physician: ___________________________________________ Phone #: (_____) ________________  

Name of Family/Primary Care Physician: __________________________________ Phone #: (_____) ________________  

Primary Physician Address: _____________________________ City: __________________ State: _____ Zip: __________

Preferred Pharmacy Name: ____________________________________________  Phone #: (_____) ________________  

Preferred Pharmacy Address: __________________________________________  Phone #: (_____) ________________  

Do you have medical insurance to cover your examin on or treatment?          Yes           No
If Yes, we will take a copy of your insurance card(s). If you do not have your insurance card with you, please 
provide us with your insurance carrier and your I.D. #: ________________________________________________

Does your insurance company require a formal authoriz on or referral from a Primary Care Physician for our services? 
Yes           No     If Yes, Physician’s Name: _______________________________________________________

Were you injured at work? Yes           No     Is this covered by Workman’s Comp on?          Yes           No

Contact Person at Your Employer: ______________________________________________________________________

Date & Time of Accident: ________________ Lo on: _____________________________________________________

How did injury happen? ______________________________________________________________________________

Name of Physician who treated you at the me of accident: _________________________________________________

 

EMERGENCY CONTACT 

RESPONSIBLE PARTY: (if other than p ent, please complete)

REFERRING PHYSICIAN & PHARMACY INFORMATION  

MEDICAL INSURANCE INFORMATION 

ACCIDENT INFORMATION: (Complete if your treatment is for an injury or accident)

Pa ent Name: ______________________________________________________ Date: _______________________

Last                                First               Middle

Address: ___________________________Apt #: ______City: _______________________State: ______ Zip: __________



I authorize the release of any medical inform on necessary to my insurance company r ve to services rendered. I 
further authorize the Payment of Ben  to the Physician for services rendered. I understand that this authoriz on 
remains valid unless/un  revoke it myself. 

X ____________________________________________________________________ Date: _______________________
Signature of Pa  or Legal Guardian

I acknowledge responsibility for payment of all medical fees regardless of insurance I may have to assist me in this 
responsibility. The only ex on will be charges for services covered under a contractual agreement that has been 
entered into between my physician and an insurance company, or other third party payor. If for any reason my account 
should become delinquent, I am liable to pay all collec on and legal fees. 

X ____________________________________________________________________ Date: _______________________
Signature of Pa  or Legal Guardian

I consent that images, including photographs, may be taken in connec on with the medical services I receive. I understand 
that such images shall be retained in my medical record and may need to be shared with others, including but not limited 
to my insurance carrier. I also give permission for these images and informa on ve to them and/or re ng to my 
case to be published and republished for the purposes of medical research, educa on or science. I realize any publi on 
of these images will be “de-id ed” so they cannot be recognized as belonging to me cally. I understand that this 
release remains valid unless/un revoke it myself. 

X ____________________________________________________________________ Date: _______________________
Signature of Pa  or Legal Guardian

 
Note: If these consents are signed by a Legal Guardian, your physician reserves the right to request the Power of A orney 
(POA), or other legal document, that assign that right. 

PATIENT REGISTRATION CONTINUE 

RELEASE OF INFORMATION 

FINANCIAL RESPONSIBILITY STATEMENT 

IMAGING RELEASE 

 

Pa ent Name: ______________________________________________________ Date: _______________________



CONTINUE ON REVERSE



Psychiatric:
Anxiety     Depression

Please check if you are currently experiencing or has experienced these symptoms/conditions.



 

AUTHORIZATION  

FOR RELEASE/USE/DISCLOSURE OF HEALTH INFORMATION 
This form should not be completed unless the patient agrees to a PHI release. If release of the 
patient’s PHI to anyone other than the referring physician is not required, this form is not required.  

Dear Patient, 

This form is OPTIONAL. It is to be used in the event that either the patient, or the treating physician, 
has a specific desire or need to release all or any portion of a patient’s protected health information 
(a/k/a PHI)/medical record to any persons or organizations not already involved with the patient’s 
care.  

If you do not wish to have any of your medical information shared with anyone other than the 
physician that referred you to Midwest Eye Institute, YOU DO NOT NEED TO COMPLETE THIS 
FORM.  

This form is included with a new patient’s paperwork in order to provide an opportunity for a patient to 
provide authorization for the Midwest Eye treating physician to share their PHI to a guardian; other 
family members; non-referring physician(s); and/or other parties.  

 
Name of your Midwest Eye Physician: _______________________________________________________ 
 
Name of Person(s) and/or Organization(s) authorized to receive information:  
[Include anyone you want to have information about the treatment you receive at Midwest Eye]  

1. _________________________________________ Relationship: _____________________________ 
2. _________________________________________ Relationship: _____________________________ 
3. _________________________________________ Relationship: _____________________________ 
4. _________________________________________ Relationship: _____________________________ 

 
Limitations to this Authorization must be identified below.  If this portion of the form is left blank, it is 
assumed that the information authorized for released is unrestricted. Please describe below any 
restrictions you wish to place on this authorization. [Restrictions might include limitations as to type of 
information released; specific dates or period of time involved; or a specific purpose for which the release 
might apply.] 
________________________________________________________________________________________ 

________________________________________________________________________________________ 

Patient Name: _________________________________ __________________________ Date of Birth:  
 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!"#$%&'%!()*+,-!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!"../00/1111-
!

________________________________________________________________________________________ 

[Form continues to reserve side] 



As a patient I understand and accept the following statements: 
 
 I may see and copy the information described on this form if I ask for it, and I can receive a copy of this 
form after I sign it if I request one.                                                                                

Patient Initials __________ 
 If my physician has initiated this Authorization, I understand that in most cases I will be treated 

regardless of whether I sign this authorization.  However, if the purpose of the Authorization is to allow 

research-related treatment, I understand I may not be able to get that treatment without signing this form 

           Patient Initials __________ 

I hereby authorize the release / use / disclosure of my individually identifiable health information (a/k/a 

Protected Health Information of PHI) as described above.  I understand that this authorization is voluntary. 

I also understand that if the person or organization authorized to receive the information is not a health plan, 

health care provider, or contracted business associate of this practice or Midwest Eye Institute, the released 

information may no longer be protected by federal privacy regulations.  

Patient Initials __________ 

[Note: If the patient is unable to sign for themselves and is underage, or if there is a Medical Power of 

Attorney in effect, a legal guardian or the POA must sign this release below as “patient representative”  

If this Authorization has been initiated by anyone other than the patient, their legal guardian or the 

patient’s authorized representative, the patient may refuse to sign this Authorization.] 

  

 
Witness: _________________________________________ Date: _________________________________ 
[Witness if required if someone other than the patient is signing on behalf of the patient.]  
 
 
Expiration date (optional): Patient can set an expiration date for this Authorization in this space.  
This authorization will expire on: ____ / ____ / _____ (MM/DD/YY) or on the occurrence of the following event:  
________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________Date: ___________________________
SIGNATURE OF PATIENT, LEGAL GUARDIAN, OR PATIENT REPRESENTATIVE

PRINTED NAME OF GUARDIAN OR REPRESENTATIVE: _______________________________________________

As appropriate, describe guardian’s or representative’s relationship to patient: ___________________________

REVOCATION (optional): This authorization may be revoked at any time by notifying your Midwest Eye Physician in
writing at:                                                                      Dr. __________________________

If I, as a patient or patient representative, do revoke this authorization, I understand that action will not apply to
activity that occurs before the Revocation is received. 

C/O Midwest Eye Institute
10300 North Illinois St., Suite 1000

 Indianapolis, IN 46290



A Statement to Midwest Eye Institute Patients

Regarding Dilation of Your Eyes

We would like to inform our patients that it may be necessary during

the course of your exam to dilate your eyes with drops. In some

people, the dilating drops cause blurred vision, light sensitivity, and

inability to read. These problems go away as the effects of the drops

wear off. You should be careful walking, going up and down stairs,

and should not drive a car. In very rare cases, the drops may cause

elevated eye pressure requiring further treatment.

It is for this reason that we recommend someone come with you at

the time of your exam as a driver. Also, for your comfort, you may

obtain dark glasses or inserts for your glasses at the reception desk.

I certify that I have read and understand the statement regarding

dilation and wish to proceed with the eye examination.

Signature of Patient /

Parent or Guardian:

Date:

11/17



Richard A. Burgett, M.D., F.A.C.S.

Thomas C. Ciulla, M.D.

Robert D. Deitch, M.D.

Neil P. Finnen, M.D.

Kathryn M. Haider, M.D.

Scott R. Hobson, M.D., F.A.C.S.

Frank N. Hrisomalos, M.D.

Nicholas F. Hrisomalos, M.D.

Stephen M. Johnson, M.D.

Kevin E. Lai, M.D.

Ronald T. Martin, M.D., F.A.C.S.

Raj K. Maturi, M.D.

John T. Minturn, M.D.

Daniel E. Neely, M.D.

Hemang C. Patel, M.D.

David A. Plager, M.D.

Gavin J. Roberts, M.D.

Milan Shah, M.D.

Clark L. Springs, M.D.

Derek T. Sprunger, M.D.

Robert M. Troyer, M.D.

Michael G. Welsh, M.D., F.A.C.S.

07/2014

Patient’s Medicare Authorization 
Note: To be signed only by patients who are covered by Medicare 

Patient Name: _________________________________________________________________ 

Patient’s Medicare Number: _____________________________________________________ 

I request the payment of appropriate, authorized Medicare benefits be made on my behalf to my 
physician/provider (checked above) for any services furnished to me by this physician/provider. 
Additionally, I authorize my medical provider to release any information about me to the Health 
Care Financing Administration, Centers for Medicare/Medicaid, and/or their agents, that might 
be needed to determine any benefits payable for the services furnished.  

I will also permit a copy of this authorization to be used in place of the original.  

 

Patient Signature: ________________________________ Date: ________________________ 

Patient’s Third Party Payer and/or Medicare 
Supplement Authorization 

I request the payment of appropriate, authorized benefits be made on my behalf to my 
physician/provider (checked above) for any services furnished to me by this physician/provider. 
Additionally, I authorize my medical provider to release any information about me to the 
insurance carrier and/or third party medical claims administrator, covering my at the time 
medical services are provided, that might be needed to determine any benefits payable for the 
services furnished.  

I will also permit a copy of this authorization to be used in place of the original.  

Patient Signature: ________________________________ Date: ________________________ 

11/2017



Notice of Privacy Practices

As our Patient, we are offering you a copy of Midwest Eye Institute’s

Notice of Privacy Practices to retain for your information/reference.

Copies are also available at any time from our reception desk,

or directly from the doctor’s office. You are welcome to review or

have a copy of this notice at anytime upon request.

COMPLAINTS/COMMENTS

If you have any comments, questions, or complaints concerning our privacy practices, you may also

contact the Secretary of the Department of Health and Human Services at:

Secretary of the Department of Health and Human Services

200 Independence Avenue

S.W., Room 509F, HHH building

Washington, D.C. 20201

Email: ocrmail@hhs.gov

YOU WILL NOT BE RETALIATED AGAINST OR PENALIZED BY US FOR
MAKING AN INQUIRY OR FILING A COMPLAINT. 

To obtain more information concerning this notice, you may contact our Privacy Officer:  

Barbara Bernhard

Executive Director/Chief Operating Officer

Midwest Eye Institute, P.C.

10300 North Illinois Street, Suite 1000

Indianapolis, Indiana 46290

Attn: Patient Privacy Request

SIGNATURE REQUIRED

Your  signature  is  required  below  indicating  that  the  entirety  of  the Midwest  Eye  Institute  Privacy

Practices policy has been shared with you. By signing you also acknowledge that an actual copy

of this entire policy has been offered to you. A copy of this signature page will be maintained in your

medical chart.

Patient Signature Date 

Patient Name – [Printed] 

The Notice of Privacy Practices is effective April 1, 2003.
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