
 
SWEENEY EYE ASSOCIATES                       REFERRED BY:     
PATIENT INFORMATION                              Office Phone(        )     
                               
Patient Legal Name        □Male  □Female  Preferred Name     
 
Date of Birth      Marital Status:  □Single     □Married  □Divorced     □Widow 
 
Age:                   SS#        Driver License #      
 
Address                                                                City                            State                     Zip    
 
Employer                                                                    Occupation   
 
Home Phone(         )                            Work Phone(        )                            Cell Phone(       )     
 
Spouse or Parent Name                                                                           Work Phone(        )   
   
RESPONSIBLE PARTY  
Name of person responsible for this account:                                                    Relationship:   
 
Address                                                                 City                       State                          Zip                       
 
Home Phone(        )                              Work Phone(        )                           Cell Phone(        )   
   
INSURANCE INFORMATION – Please present all insurance cards for photocopy 
 
Name of Insured                                                            Relationship to Patient   
 
Insured Date of Birth                                                                  ID#   
 
Insurance Company                                                        Group #                          Phone(        )   
       
DO YOU HAVE ADDITIONAL INSURANCE?     □ YES    □ NO    If YES, complete the following: 
 
Name of Insured                                                            Relationship to Patient   
 
Insured Date of Birth                                                                 ID#   
 
Insurance Company                                                         Group #                        Phone(        )   
   
IN CASE OF EMERGENCY, NOTIFY:                                                      Relationship    
Home Phone(        )                             Cell Phone(        )                           Work Phone(        )   
 
FAMILY PHYSICIAN:                                                                          PHONE:   
 
I hereby authorize the physicians and staff of Sweeney Eye Associates to perform such treatments 
to me as may be prescribed by any attending physician during any and all of my treatments to  
Sweeney Eye Associates.   
(If a minor) I hereby authorize the physician to treat my child as deemed medically necessary. 
 
SIGNATURE                                                                                                      DATE   



 

 

SWEENEY EYE ASSOCIATES 

MEDICAL INFORMATION 

      

         

NAME      AGE  TODAY’S DATE       

 

1.   Who referred you to our office?         

 

2.   What visual problems are you having?        

 

             

 

3.   Are you using any eye drops?  If so, please list.        

 

4.   Do you wear glasses?   How old are they?     

 

5.   Do you wear contact lenses?  How long?     □ Hard   □ Soft    

 

6.   Please list all previous eye Surgeries: 

 

       When?      

 

       When?      

 

 

7.   Do you have any of the eye conditions listed below? 

     □ Cataract       □ Glaucoma        □ Retinal disease        □ Crossed eye       □ Lazy eye  
     

      Other             

 

8.   Do you have an interest in any of the following? 

       □ ReStor                          □Crystalens               □LASIK   

 

9.  ALLERGIES TO MEDICATIONS: (Please check the appropriate response)  

  

           NO KNOWN ALLERGIES TO MEDICATIONS 

 

         I AM ALLERGIC TO THE FOLLOWING MEDICATIONS:    

    

                

       

 

 

 

Patient Name     

 



10.   DO YOU HAVE ANY OF THE FOLLOWING MEDICAL PROBLEMS? (Circle Yes or No) 
        

Yes   No     Diabetes-How long  Insulin  /  Pills  Yes   No     Irregular Heart Rate        

Yes   No     Asthma/Emphysema/Treatment   Yes   No     Headaches/Dizzyness      

Yes   No     Breathing Difficulty    Yes   No     Stomach/Liver problems 

Yes   No     Heart Attack / When     Yes   No     Anemia   

Yes   No     Bypass Surgery/When    Yes   No     Skin Rash/Skin Cancer    

Yes   No     Stroke / When     Yes   No     Weight Loss/Recent Fever 

Yes   No     High Blood Pressure/How Long   Yes   No     Hearing Loss/Pain 

Yes   No     Is your BP under control?   Yes   No     Thyroid Disease 

Yes   No     Hepatitis  A  B  C  /   HIV   Yes   No     Arthritis 

Yes   No     Do you Smoke  How much/often    

Yes   No     Have you been diagnosed with depression or any other mental illness? 

Yes   No     Are you currently taking any medications for this? (please list)     

 

11.   Additional Health Problems:          

 

                                

 

12.  Previous Surgeries:           

 

13.  FAMILY HISTORY:  Do your parents or siblings have any of the following:  (check all that apply)   

 

□ Glaucoma           Relationship                    □ Cataract    Relationship    

□ Retinal Disease  Relationship         □ Diabetes   Relationship    

□ Crossed Eyes      Relationship         □ Lazy Eye  Relationship                      

      

14.  SOCIAL HISTORY:  Does your vision bother your ability to: (check all that apply) 

       □ Drive     □ Read     □ Watch TV     □ Cook      □ Dress     □ See Labels on Medications   

 

15.  Do you live alone?         

 

16.  What are your hobbies     Occupation     

 

17.  How would you describe your general health and well being? (Circle your response) 

 

 Excellent  Good  Average  Fair  Poor 

 

 

Physician Signature      Date    

 

 

 

 

 

 

 

 



SWEENEY EYE ASSOCIATES  

 

         CURRENT MEDICATIONS 

 

Please list all of your medications, dosage (Strength) and how often (Schedule) you take them 
each day.   

MEDICATION DOSAGE SCHEDULE TAKING FOR 

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 
        
PATIENT NAME (PLEASE PRINT) 
 

 

 

 

 



 

 

SWEENEY EYE ASSOCIATES  

FINANCIAL POLICY 

 

Thank you for choosing Sweeney Eye Associates for your eye care needs.  We are committed to 

providing you with the highest level of service and quality care.  In order to achieve these goals, we need 

your assistance and understanding of our financial policy.  Once you have read this policy please sign and 

date it and present it to our receptionist.    It will become part of your permanent record. 

 

It is strongly recommended that you understand the extent of coverage that is available under your 

specific plan design.  The policy that you hold is a contract between you and your insurance 

company.  If you are not familiar with your insurance coverage, we suggest that you discuss the 

policy with your employer or insurance company before charges are incurred.  Ultimately, any and 

all financial liability rests with the patient.   

 

Insurance Notification: 

We ask that you provide to us a current insurance identification card.  It is important that the information 

be up to date.  If a claim is denied due to wrong information given to us, we will bill you directly for 

services rendered.   

 

Examination 

Not all exams are the same.  Different diagnostic testing procedures may be performed based on your 

ocular complaints.  You may be asked to return for additional testing. 

We will inform you during your exam if additional testing or procedures will need to be performed.   The 

fees associated with these procedures will be discussed with you on your arrival or during your exam.  If 

you have not been informed of additional fees, please ask our staff prior to the procedures being 

performed.  These procedures may or may not be covered by your insurance plan, or may fall under your 

deductible.   

 

Refraction 

A refraction is a procedure that determines if your visual complaints can be corrected with a prescription 

for glasses.  Sometimes if glasses cannot correct your vision, then additional tests may need to be 

performed to determine the cause.  If you are a new or established patient and have visual complaints, a 

refraction will be performed.  The doctor is the only person that can determine if a refraction is necessary  

based on your visual complaints.  This procedure is considered separate from your exam and not covered 

by most insurance companies.  If not covered, you will be responsible for this charge..   

 

Co-Payment / Deductible 

Some ocular office visits may only require that you pay a co-payment at the time of service.  Other 

insurance companies may apply the visit to your deductible.  We will collect your co-payments and/or 

deductible amounts at the time of your visit based on the insurance information given to us by your 

insurance company.  Any disputes with your insurance company must be handled by you and your 

insurance company or employer.  

 

Referrals/Authorizations 

If you have a managed care plan that requires a referral prior to your being seen, this referral must be on 

hand the day of your visit in order for us to submit a claim properly.  It is your responsibility to 

obtain this referral.  If you do not have the necessary referral we will reschedule your exam so you can 

obtain the proper referral.  Should you wish to be seen without a referral, you are responsible for payment 

on the day of your appointment.    

 

 

 

 



 

 

 

Routine Eye Care or Medical Eye Care  

Our office participates with most major insurance plans.  We provide MEDICAL and SURGICAL 

ophthalmic care as well as ocular vision exams for glasses.   Please  note that many insurance plans do 

not cover vision exams when there is not a medical reason for the exam.   This is what an insurance 

plan calls  ROUTINE or ANNUAL exam for glasses.  If  your insurance plan does not cover ROUTINE 

or ANNUAL ocular exams you are responsible for payment.    

 

Surgical Fees 
We will determine your financial responsibility due to Sweeney Eye Associates prior to your scheduled 

surgery.  This may include any co-payments, co-insurance and/or deductible amounts quoted to us by 

your insurance carrier which will be collected prior to your scheduled surgery.  All surgical facility fees 

and anesthesia fees are separate from Sweeney Eye Associates and are collected from the Surgical 

Facility and the Anesthesiologist.    

 

Outstanding Balances     

Payment is expected in full for any outstanding balance.  If you are unable to pay a balance in full, please 

notify our billing department immediately and we will be happy to work out a payment plan with you.  A 

payment made by check that does not clear your bank will result in a $25.00 assessment fee.  This fee 

along with your outstanding balance must be paid by cash, credit card or cashiers check.  

 

IT IS THE PATIENT/PARENT/GUARDIAN RESPONSIBILITY TO: 

 

Be familiar with the benefits of your plan, including co-payments, co-insurance and deductibles. 

Bring all of your current insurance cards to all visits. 

Provide our office with current up to date information including address, phone numbers and employer 

information. 

Be prepared to pay your co-payments, co-insurance and/or deductibles at the time of your visit.  We 

accept cash, checks, Master Card & Visa and offer finance plans. 

 

I have read and understand the above financial policy 

 

 

 

                   

Signature of patient/guardian/parent            Date 

 

 

          

Please Print Name of Patient 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

   

 

 USE AND DISCLOSURE OF HEALTH INFORMATION FOR TREATMENT,         

 PAYMENT, OR HEALTHCARE OPERATIONS CONSENT FORM                                                                                                          
 

 

Use and Disclosure of Health Information for Treatment, Payment, or Healthcare Operations 

 

I understand that as part of my healthcare, Sweeney Eye Associates originates and maintains health 

records describing my health history, symptoms, examination and test results, diagnosis, treatment and 

any plans for future care or treatment.  I understand that this information is utilized to plan my care and 

treatment, to bill for services provided to me, to communicate with other healthcare providers and other 

routine healthcare operations such as assessing quality and reviewing competence of healthcare 

professionals. 

 

Sweeney Eye Associates’ Notice of Privacy Practices provides specific information and complete 

description of how my personal health information may be used and disclosed.  I have been provided a 

copy of or access to the Notice of Privacy Practices and understand that I have the right to review the 

notice prior to signing this consent.  I understand that Sweeney Eye Associates reserves the right to 

change the Notice of Privacy Practices. Prior to implementation of the revised Notice of Privacy 

Practices, the revised Notice will be mailed to me if I provide my address below.  I understand that I 

have the right to restrict the use and/or disclosure of my personal health information for treatment, 

payment or healthcare operations and that Sweeney Eye Associates is not required to agree to the 

restrictions requested.  I may revoke this consent at any time in writing except to the extent that 

Sweeney Eye Associates has already taken action in reliance on my prior consent.  This consent is valid 

until revoked by me in writing. 

 

□ I request the following restrictions on the use and/or disclosure of my personal health 

 information. 

              

 

              

 

              

 

I further understand that any and all records, whether written, oral or in electronic format are 

confidential and cannot be disclosed without my prior written authorization, except as otherwise 

provided by law. 

 

 

              

Signature of Patient or Legal Representative   Date 

 

        ______________________________ 

Print Name of Patient or Legal Representative  Witness 

 

 

 

  SWEENEY EYE ASSOCIATES 



AUTHORIZATION TO DISCUSS  

MEDICAL INFORMATION 

 
 

 

DATE     PATIENT NAME       

 
If you would like any health information regarding your visits with Sweeney Eye Associates 

given to someone other than yourself, it is necessary that we have this authorization either in 

writing by you, or be given a verbal consent by you.  This individual may be talking to Dr. 

Patrick Sweeney or his staff members.   

 

Listed below are the individuals that are authorized to discuss my healthcare issues relating to 

visits with Sweeney Eye Associates staff members.   I have given my permission to Sweeney 

Eye Associates staff members to discuss my medical care with one or all of these individuals by 

giving my written consent or verbal consent. 

 

        Relationship      

 

 

       Relationship      

 

 

       Relationship      

 

 

       Relationship      

 

 

       

Patient Signature/Authorized Representative 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



NON-COVERED MEDICAL SERVICES RELEASE 

SIGNATURE ON FILE RELEASE 

 

Today’s exam may include certain diagnostic procedures that may or may not be covered 

by Medicare or other Insurance Companies.  You may request these procedures or the 

Doctor may feel these procedures are necessary to adequately treat, diagnose or monitor a 

particular ocular disease that you are experiencing.  It may be necessary to document the 

progression of certain medical conditions or it may be necessary due to certain surgical 

procedures being performed.  Because these services may not be covered by Medicare or 

your insurance company, we are informing you that you may be responsible for one or 

more of the following procedures if they are performed. 

Most of these procedures will also apply to your annual insurance deductible. 

 

$80.00  Refraction – This procedure is necessary for the complaint of problems with 

vision.  It will provide you with a glasses prescription if glasses can improve your vision.  

NOT COVERED BY MEDICARE 

$40.00  Corneal Pachymetry – This procedure measures corneal thickness to 

determine the course of treatment for glaucoma.   

$120.00 External Ocular Photos – Photograph for documentation of medical 

progression. 

$155.00 Fundus Photography – Takes a picture of the retina and inner lining of the 

eye for detection and monitoring of diseases of the eye. 

$180.00 Retinal Tomography /OCT – This procedure photographs the optic disc to 

help in detection and monitoring of diseases of the eye, including glaucoma. 

$170.00 Visual Field – This procedure documents problems with field of vision or 

other ocular diseases.   

$250.00 Corneal Topography – This procedure creates a map of the front surface 

curvature of the cornea.  NOT COVERED BY INSURANCE WHEN PERFORMED IN 

CONJUNCTION WITH PREMIUM LENS IMPLANTATION.  

  

I understand that I will be responsible for any non-covered procedure/service not covered 

by my insurance company, including any deductibles or co-payments. 

 

X         Date     

SIGNATURE OF PATIENT/RESPONSIBLE PARTY 

 

I authorize the release of any medical or other information necessary to process my claims.  

I also request payment of medical benefits to the party who accepts assignment.  I 

authorize medical benefits to be paid to Sweeney Eye Associates. 

 

 

X         Date     

SIGNATURE OF PATIENT/RESPONSIBLE PARTY  

 

 

 

 

 

 

 

 



Sweeney Eye Associates 

Precaution Notice Regarding Dilating Drops 

 

It may be necessary to dilate your eyes during the course of your eye examination 

or treatment.  Drops are used to dilate or enlarge the pupils of the eye to allow the 

physician to get a better view of the inside of your eye and to diagnose your 

condition. 

 

Dilating drops blur vision for a length of time which varies from person to person 

and may make bright lights bothersome.  It is not possible for your 

ophthalmologist/optometrist to predict how much your vision will be affected.   

We provide disposable sunglasses that help to block the sensitivity to bright light.  

You will need to use caution while walking or going up or down stairs.  Because 

driving may be difficult immediately after an examination, you may want to make 

arrangements for someone to drive you.   

 

Adverse reaction, such as acute angle-closure glaucoma may be triggered from the 

dilating drops.  This is extremely rare and treatable with immediate medical 

attention. 

 

I have read and understand the precautions listed above. 

 

             

Patient Signature or Responsible Party Date 

 

 

       

Please Print Name 

 
 

 

 
 


