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FINANCIAL AGREEMENT
_____ It is our policy to collect deductible, copay and co-insurance on the day of service.  For returning patients, any previous balance must be satisfied prior to scheduling for another surgery.
_____Patients receiving a specialty lens and/or Femto Laser: The facility will collect 100% of the lens and Femto laser cost prior to surgery. The physician office will charge for the implantation/procedure fee separate from the facility charge.

_____I hereby assign benefits to be paid on my behalf to Arizona Ophthalmic Outpatient Surgery.  I certify that the information given with regard to insurance coverage is correct.
_____Three separate entities will be billing your insurance: physician’s office, surgical facility and anesthesiologist.  
_____After your insurance has been billed there may be a remaining balance from one or all of the above mentioned offices or facilities, each entity will bill you separately.
NOTICE OF PRIVACY PRACTICES
_____I have received written and understand the notification of “NOTICE OF PRIVACY PRACTICES”.  
PATIENT’S RIGHT AND NOTIFICATON OF PHYSICIAN OWNERSHIP:
_____ I have been informed prior to my surgery/procedure that the physicians who perform procedures/services at the facility may have an ownership interest in the facility.  I have received written and verbal notification regarding my patient rights and Notification of Physician Ownership prior to my surgery/procedure.  
ADVANCE DIRECTIVES
Do you have an Advance Directive?    Yes          No
Do you have a Health Care Power of Attorney?     Yes        No
Copy in file?     Yes           No     (Patient did not bring)
_____I have received information regarding Arizona Ophthalmic Outpatient Surgery Center policies pertaining to ADVANCE DIRECTIVES prior to the procedure.  Information regarding Advance Directives along with official State documents has been offered to me upon request.
_______________________________________________

____________________________

Patient Signature






Date

_______________________________________________

____________________________

Witness Signature






Date


	PATIENT INFORMATION


Patient:_______________________________  AGE:____  Date of birth____________

Address:______________________________  SSN: ____________________________

City: _________________________________ Telephone: _______________________

State: ____________ Zip: ______________ Marital Status: S or M Gender: M or F
Email:_______________________________________________________________________
Do you have a living will:  Yes / No -IF NO- Would you like information? ________________ 
	DESIGNATED DRIVER/RESPONSIBLE PARTY PRESENT


Name________________________________ Telephone:_______________________

Relationship:_______________________________________________________________________________________________________________________________________

	EMERGENCY NOTIFICATION


Contact________________________________ Telephone:_______________________

Relationship:_______________________________________________________________________________________________________________________________________

_________________________________                                             ________________                       Signature (Patient or Representative)                                                            Date

