
Patient's Name
l\{. l.

Legal Guardian if Patient is Minor

Address

E.MAIL

Home Telephone No.

Spouse's Name

ORANGE, COAST

OMal. OFemale S/WM/D Date of Birth-

Date of Birth

Social SecuritY Number.

Driver's License Number-

Date of Birth

Employer. Occupation.

TelePhone No.Employer's Address

Person to Contact In Case of EmergencY *nr,, prroRrR,muri* riiir:fr'r'r6N'

Referred B

Primary Care Doctor

Other Family Members Treated Here

DO YOU RESIDE IN A SKILLED NURSING FACILITY?

ARB YOU IN A HOSPICE PROGRAM? Yes-

Yes

No

No

SIGNATURE OF PATIENT
( or Legal Guardian)

DATE

I verify the above information is correct and I notified the receptionist of any changes to my personat or insurance information'

INITIAL ffi

yinco[n L. M.anzi, lr., M.D., lnc. t.'laterl R' YoungevtM'D'/ M'P'H'



ORA OAST

I authorize the release of any medical information to my insurance carrier that is necessary to process

this and allfuture claims submitted. I permit a copy of this authorization to be used as the originalfor all

current and future claims submitted. I hereby authorize my insurance company to pay by check issued

and directly mailed to:

Orange Coast EYe Center

18426 Brookhurst St #103

Fountain ValleY, CA 92708

I understand that Orange Coast Eye Center ophthalmologists are licensed and regulated by the Medical

Board of california. NolcE TO CONSUMERS: Medical doctors are licensed and regulated by the medical

Board of California' (800) 633-2322 www.mbc.ca.&ov

Date Signature of Patient, Spouse, Guarantor or Parent

6
NGE C

During your visit, our office may discuss or recommend products or services offered by Alphaeon

Corporation, if they are appropriate for your eye care' Dr' Younger has an ownership interest in

Strathspey Crown Holdings, LLC., the parent company of Alphaeon'

BENEFICIARY SIGNATURE FOR MEDICARE ELECTRONIC BILLING

I request that payment of authorized Medicare Benefits be made on behalf to orange coast Eye center

for services furnished to me. r permit a copy of this authorization to be used in place of the original and

authorize the release of my medical information to the Health care Financing Administration or its

agents as needed to determine benefits payable for these services rendered'

Date Signature of Patient, Spouse, Guarantor or Parent

I acknowledge Orange Coast Eye Center's Notice of Privacy Practices' I understand the Privacy Practice is

availabletomeandunderstanditspurposeandstipulations

Date Signature of Patient, Spouse, Guarantor or Parent

Date Signature of Patient, Spouse, Guarantor or Parent

Lfuco[n t. lr/.anzi, lt., M.D., rnc.

Eye r[1gtician attl s$r1con / Dip[owate lrruericail Boafi o{ o1bLb olmology
TaredX. Youfiget,M.D./ M.P.H.
r eftow a[1ip :lrain"eb iu coruea, caur acr, \eft activ e Surgary / Ro arl eulified
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FINANCIAL POLICY

We are comrnitleclto providing you with the highest level of service and quality care. If you have medical insurance, we
will strive to help you receive your maximum allowable benefits. In order to achieve these goals, we need your assistance
and understanding of our financial policy, Ultimately, however, ANY AND ALL FINANCIAL LIABILITY RESTS
WI"|I.I TI-IE PATIENT.

Our office palticipates with most rnajor insurance plans. We provide MEDICAL and SURGICAL ophthalmologic care to
patients. We do participate with select vision plans (VSP/MES/SUPERIOR/EYEMED).

MEDLCAL INSLJRANCE: Any medical cornplaint and all diagnostic tests of the eyes must be billed to your rnedical
insurattce ONI-Y. You are responsible for any discrepancies befween our fees and the amount your insurance carrier pays
fbr services rendered in our office (Deductible, Copayment, Co-insurance). A refraction (a test that deterrnines one's
prescription in order to prescribe glasses) is not a covered meclical service by most insurance companies inclucting
Metlicare. If you receive a prescription for glasses, you will be cliarged $45 which is due at the visit. This policy includes
refractiotts afler eye surgery. Also, if you request a contact lens fitting, there will be a charge for time and trial lenses,
ranging from $50 - $150, which rnedical insurance does not cover. This is considered separate from the refraction.
VISION INSURANCII: Routine eye exams and refractions are not covered by Medicare and most medical insuranoe
plans. These vision services are covered under vision insurance, not rnedical plans. Our office will do it's best to find out
if you currently have a vision plan, however if you find out after your visit that you are currently enrolled in a vision plan,
we cannot cliange who was billed for the exanr visit. It is patient's responsibility to know what insurance they have prior
to the exam with our cloctors.
OPTICAL: (Classes and Contact Lenses): Glasses al'e custoln ordered and made. Therefore, you must put a deposit down
of half or greater in order for your glasses to be made. Patients have 60 days to recheck their glasses prescription. After 60
days, there will be another $45 refraction fee. All contact lens orders are payable at the time the order is placed.

IilLth e pAlg1lls/parent' s/guard ian' s rqspon s i b i I it-v to :

-Be farniliar with the benefits of your plan, including co-pays, co-insurance, and deductibles.
-Bring all of your current insurance cards to all visits
-Provide our office r.vith current information including address, phone numbers and prirnary care physician
-ln acoordatrce with your insuratrce contract, you must pay your copay/deductible/coinsurance at each visit. If you do
not make yolrr payment, you will be charged an additional$10 billing fee if we do not receive payment within l0 clays.
We accept oash, checks and all major credit cards fbr services.

We appreciate prornpt payment in full for any outstanding balance. If you are unable to pay a balance in full, please notify
our billing department immediately and we willtry to make a payment plan with you. Any payment made by check that
does not clear yottr bank account will result in a $25 fee, which will be added to your account and must be paicl before the
next visit. If it is necessary to submit your account to a collection agency, you will be Iiable for the firll balance ancl
collection expenses. 'l'here rnay be additional fees for rnedical record copies and completing any patient forrns, inclucling
DMV or disability forms.

I have read and understand the above financial policy.

S i gnature of Patient/gLrard ian/parent Date

Printcd Natnc ol Paticnt 
Linco[u r.. Mauzi,[r., M.D., Irrc. 
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