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_PATIENT INFORMATION 

     Pediatric HIIPPA


My Signature Indicates:

    I authorize the staff of Boston University Eye Associates to administer eye drops which are 

    required for the eye exam. 
    ACKNOWLEDGEMENT OF RECEIPT OF NOTICE:
    
 I have been offered the opportunity to read the Boston University Eye’s  Associates, Inc. 
    
 “Notice of Privacy Practices”
      I would like the following family members or friends to have information about my medical records.

       ___________________________     ____________________________     _________________________


Signature of Parent or Guardian: ______________________________________ Date: _______________
Rev  7/16/2014 DC



Today’s date_____________                EHR #______________________	             DOB: ___________________





Last ______________________________ First _______________________________ Middle Initial _______





ADDRESS ___________________________CITY__________________STATE______ZIP CODE__________





Primary Language: ____________________ 	Race: ________________  





Ethnicity -Please Circle One:   Hispanic or Latino    /    NOT Hispanic or Latino  





Home Phone:	_____________________Work Phone: _________________ Cell Phone: _______________________


	Ok to leave messages at (check all that apply)     Home_______ Work ______ Cell_________





Primary Care Physician: ___________________________________Phone:___________________________________


	Did they refer you here? Yes______________ No _________________





Pharmacy Name________________________ Address _________________________ Phone ______________





Insurance subscriber information:  





     Subscriber’s Name: _________________________________ Subscriber’s DOB: ________________





     Social Security# _______________________ 	Email: ___________________________





Responsible party information IF DIFFERENT from the insurance subscriber: 





     Name: __________________________________________________________ DOB:_______________





     Address ___________________________City __________________ State _______Zip Code ________


























