
New Patient Checklist 
 

Please bring the following on the day of your examination: 
 
 
-The registration forms you have received.  Please complete all forms, front and back.  Please 
arrive 20 minutes early if you have not completed the forms. 

-Your current insurance cards. If your health insurance requires a specialist co-pay or if you 
have not met your deductible, we will collect this at the time of your visit.  We accept Visa, 
Mastercard, Discover and American Express. 

-Your driver’s license or picture i.d. 

-Please bring a list of all medications and supplements you are taking, including strengths, 
dosages, and the reason you are taking them. 

-Please bring your current pair of eyeglasses or contacts.   

-If you currently wear contacts, we will need your most recent contact lens prescription, and/or 
contact lens boxes. 

-Please arrive 15 minutes prior to your scheduled appointment.  This will give our staff time to 
update your current information. 

-Your eyes may be dilated to allow a complete examination by your doctor.  This could impair 
your near vision.  

- Please plan to spend approximately one to two hours with us for your comprehensive eye 
exam. 

-If you need to change or reschedule your appointment for any reason, 24 hours’ notice would 
be appreciated. 
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McElhinney Eye Care, PA 
 
 

PATIENT INFORMATION 
 
 

DEMOGRAPHICS 
 

NAME 
 
 
LAST                                                                                   FIRST                                                             MI 

BIRTHDATE 
 

 

AGE 

 
SEX 

 

STREET ADDRESS 
 
 

SOCIAL SECURITY # 
 

 
CITY STATE ZIP CODE    SPECIAL NEEDS (choose one) 

       WHEEL CHAIR                       WALKER    
       HEARING IMPAIRED 
 

PRIMARY PHONE 

(       ) 
                                               CELL                   
                                               HOME 
                                               WORK 

ALTERNATE PHONE 

(       ) 
                                                     CELL                   
                                                     HOME 
                                                     WORK 

EMAIL ADDRESS  
        AMERICAN INDIAN/ALASKA 
        ASIAN              WHITE    
        AFRICAN AMERICAN 
        HAWAIIAN PACIFIC ISLANDER 

HISPANIC/ 
  LATINO 

YES 
NO 

 

EMPLOYER/NAME ADDRESS                                                     POSITION/DEPARTMENT MARITAL STATUS (choose one) 
       MARRIED                               DIVORCED 
       SINGLE                                    WIDOWED 

SPOUSE SPOUSE PHONE 

EMERGENCY CONTACT EMERGENCY PHONE 

 

 

 

BILLING 
GUARANTOR (FINANCIALLY RESPONSIBLE PERSON) 

 
 

 

RELATIONSHIP TO PATIENT (CIRCLE) 
         SELF                 SPOUSE              
         PARENT          OTHER 

STREET ADDRESS 
 
 

PHONE 

(           ) 

CITY STATE                                                    ZIP CODE 

PRIMARY INSURANCE 

 
POLICY HOLDER 

 
POLICY ID# GROUP # INSURED’S DOB 

SECONDARY INSURANCE POLICY HOLDER POLICY ID# GROUP # INSURED’S DOB 

ARE YOU UNDER THE CARE OF A SKILLED NURSING FACILITY?    YES      NO                             IF YES, PLEASE LIST NAME, ADDRESS AND PHONE NUMBER. 

 

 

 



Agreement of Responsibility  
 

I understand that professional services are rendered to the patient and the patient is responsible for charges incurred 
for these services.  Payment for copays and annual deductibles will be expected at the time of the visit.  Glasses 
prescriptions are considered “routine services” and are not covered by most “medical” insurance policies.  I understand 
a payment of $25 for this service will be collected at the time of the appointment.  I understand that I am financially 
responsible for charges not covered by my insurance company. 
 
 

Consent to Treat  
 

I voluntarily consent to care and treatment prescribed by the physician that is necessary in her judgement. 
 
 

Release of Information/Assignment of Benefits 
 
I authorize use of this form for all my insurance submissions and authorize release of information needed to process a 
claim to my insurance companies.  I assign all rights for reimbursement of expenses allowed by my insurance plan and 
authorize payment directly to the provider for services rendered.  I understand I will receive a statement for any balance 
on my account.  
 
I understand that if I do not have insurance or if the doctor I see today does not participate with my insurance plan, I am 
responsible for the payment at the time of the visit.  I agree to make a down payment of $75.00 upon check in and will 
pay the balance of the visit upon check out.   I will be given a summary of my charges and diagnoses so that I may file 
with my insurance company to be reimbursed.   
 
Signature:____________________________________________________________Date:_________________ 
 
Printed Name:______________________________________________________________________________ 
 
Medicare Authorization 
 

I request payment of authorized Medicare benefits be made on my behalf to McElhinney Eye Care, PA, for services 
furnished to me by that physician/supplier. I authorize the holder of medical information about me to release to 
Medicare and its agents any information needed to determine these benefits or the benefits payable to related services.  
I understand that my signature requests that payment be made and authorizes release of medical information necessary 
to pay the claim. In Medicare assigned cases, the physician or supplier agrees to accept the Medicare allowable as the 
full charge, and the patient is responsible for the deductible, co-insurance and any uncovered services. Co-insurance and 
the deductible are based upon the charge determination of the Medicare carrier.  
 
 

Medigap Authorization 
 

A Medigap or Medical Supplemental policy is a health insurance policy or other health plan offered by a private 
company to those entitled to Medicare benefits. It is designed to pay certain costs that Medicare does not pay.  I 
request that payment of authorized benefits be made on my behalf to McElhinney Eye Care, PA,  for any services 
furnished to me by my physician/supplier.  I authorize that any of my medical information be released to my secondary 
or Medigap insurance carrier, in order to determine and pay benefits for any related services. 
 
This agreement remains in effect until revoked in writing by the patient.  
 

Signature:____________________________________________________________Date:_________________ 
 
Printed Name:______________________________________________________________________________ 



HIPAA PATIENT NOTICE 

 

It is our policy not to release confidential and/or unauthorized information on a home telephone, answering 
machine, work telephone, voice mail, or cell phone. When returning phone calls, we will not leave a detailed 
message on an answering machine if the identifying name or telephone number is not stated in the recorded 
message. We will not leave information with an unauthorized person who may answer the telephone. If you 
would like information released to someone other than yourself, please complete the following:  

I authorize McElhinney Eye Care, PA, to leave detailed medical information pertaining to my care by the 
following methods and will assume responsibility to notify them whenever the information changes. 

Home telephone     yes   no 
Answering machine     yes   no  
Work telephone     yes   no  
Cell phone     yes   no  
Voice mail      yes   no  
 

I hereby authorize McElhinney Eye Care, PA, to disclose appointment times, treatment, and test results (protected health 
care information) to the following people: 

 

Name_______________________________________________Relation_____________________ Phone #_____________ 

Address_____________________________________________________________________________________________ 
 

Name_______________________________________________Relation_____________________ Phone#______________ 

Address______________________________________________________________________________________________ 
 

Name_______________________________________________Relation_____________________ Phone#______________ 

Address______________________________________________________________________________________________ 
 

Name_______________________________________________Relation_____________________ Phone#______________ 

Address______________________________________________________________________________________________ 

 
 
_________________________________________________________________________________________ 
Signature Patient/Guardian                        Date  

 

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEGEMENT FORM 

 

I, ______________________________, have received a copy of the Notice of Privacy Practices.                      
                 Patient’s Name 



McElhinney Eye Care, PA 
Financial Policy 

 
Thank you for choosing McElhinney Eye Care, PA.  We strive to provide the highest 
quality eye care possible. Paying for our services in a responsible and timely manner is 
appreciated by our practice.   
 
Our financial policy is listed below.  We ask that each patient read and sign a copy of this 
policy.  Please read this statement, sign the bottom, and should you have any questions 
please feel free to contact our billing department. 
 
Acceptable Payment Methods: 
We accept cash, checks, Visa, MasterCard, Discover and American Express. Payment is 
expected at the time of service. 
 
Insurance: Our office accepts assignment of benefits from many insurance companies, 
HMO and PPO programs.  However, we do not participate with all benefit programs.  
Please contact the customer service department of your insurance company to verify 
that our physician participates with your plan. 
 
Affordable Care Act Insurance: Our office participates with a limited number of 
plans from the Affordable Care Act. Please call the customer service department of your 
insurance company to verify that our physician participates with your plan.   
 
We do require that co-payments, deductibles and any non-covered services, 
which include refractions and contact lens charges, be made at the time of 
service.  If our practice does not participate with your insurance plan we require 
payment in full at the time of service. 
 
 Your bill is your responsibility:  Most insurance companies do not provide full 
coverage and it is your responsibility to pay the balance.  Payment in full is due within 
90 days of being notified of any balance.  It is our policy to mail out three billing 
statements.  Failure to pay the balance in full or contact our office regarding a payment 
plan will result in your account being transferred to a collection agency. 
 
I have read and understand the “Financial Policy” and agree to all terms 
and conditions stated above.  I understand it is my responsibility to verify 
my medical coverage with my insurance company.  I understand that I am 
responsible for any unpaid balances by my insurance company.  
 
 
Signature:________________________________Date:___________ 
 
 
Print Name:_________________________________                         
            09/19                                           







McElhinney Eye Care, PA 
1004 Carondelet Dr., Suite 405, Kansas City, MO  64114 

New Patient Information 

NAME: ___________________________________________  DATE ______________________ 
DOB:    ___________________  

Eye History: 

Please describe the reason for your visit: 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

Please list any and all previous eye problems and eye surgeries: 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

Please list current eye medications:    
_____________________________________________________________________________ 
_____________________________________________________________________________ 

Do you wear glasses?  Yes     No  Age of current/preferred pair: _____________ 
Do you currently wear contact lenses?   Yes  No 
Date of last contact lens prescription: _____________________________________________      

Review of Symptoms: Eyes (circle all that apply and describe as needed) 
Loss of vision Yes  No _________________________________ 
Blurred vision  Yes  No _________________________________ 
Double vision  Yes  No _________________________________ 
Dry or red eyes    Yes  No _________________________________ 
Sandy or gritty eyes  Yes  No _________________________________ 
Itching or burning   Yes  No _________________________________ 
Foreign body sensation Yes  No _________________________________ 
Excess tearing  Yes  No _________________________________ 
Infection of eyelids  Yes  No _________________________________ 

Over  

Referring Physician_____________________________________________________________ 



Address______________________________________________________________________ 
City/State/Zip____________________________________Phone(_____)__________________ 

Primary Care Physician_________________________________________________________ 
Address______________________________________________________________________ 
City/State/Zip____________________________________Phone(_____)__________________ 

Name of other physician specialists that you regularly see:____________________________ 
_____________________________________________________________________________ 

Pharmacy Information 

Pharmacy Name ______________________________________________________________ 

Pharmacy Address_____________________________________________________________ 

Pharmacy Phone Number_______________________________________________________ 

Please list any and all known medication allergies:  
_____________________________________________________     or circle       NONE 

If you do not have a list of your current medications, please list below.  Also include vitamin 
supplements and over the counter remedies. 

Medication Dose Reason for Use 

_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
Do you take aspirin?  YES (if yes, _____mg)     NO 

2



Please list any major illnesses and surgeries that you have had in the past:  
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

Occupation /former occupation_______________________________  Retired      Yes     No

Smoking now?    Yes      No  Cigarettes  Cigars     Pipe  Packs/day?   _________ 

Have you ever smoked?       Yes No 

Do you drink alcohol?      Yes       No   If yes, how many glasses per day?   ______ 

Are you currently using any recreational drugs?  Yes     No      __________________ 

Are you currently or could you be pregnant?  Yes     No    Unknown    N/A     Trimester_____      

Family History:   (Circle)  Yes or No  List their relationship to you: 
Blindness Yes No  ________________________ 

Cataract Yes No  ________________________ 

Glaucoma Yes No  ________________________ 

Macular Degeneration Yes No  ________________________ 

Retinal Detachment  Yes No  ________________________ 

Diabetes    Yes No  ________________________ 

Heart Disease  Yes No  ________________________ 
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Review of systems.  Please circle all that apply. 

Cardiovascular 
Chest pain 

HEENT 
Dizziness 

Musculosketal 
Back pain 

Respiratory 
Cough 

Blood Pressure 
Control 
Good BP control 

Irregular heart 
beat 

Hoarseness Joint pain Trouble breathing Borderline BP 
control 

Shortness of 
breath 

Ringing in ears Muscle aches Wheezing Poor BP control 

Sore throat Stiffness Unknown BP control 

Swelling 

Constitutional 
Fatigue 

Hematologic 
Bleeding 

Neurological 
Balance 
problems 

Skin 
Hair loss 

Diabetes Control 
Good DM control 

Fever Bruising Headache Rash Borderline DM 
control 

Night sweats Tender nodes Numbness Skin lesions Poor DM control 

Weakness Tingling Unknown DM 
control 

Weight loss 

Genitourinary 
Genital 
discharge 

Metabolic 
Cold intolerance 

Psychiatric 
Anxiety 

Allergy 
Itching 

Pregnancy 
Pregnancy-first 
trimester 

Genital lesions Excess hunger Depression Hives Pregnancy-second 
trimester 

Painful urination Excessive thirst Insomnia Chronic runny nose Pregnancy-third 
trimester 

Urgency Frequent 
urination 

Irritability Seasonal allergies Not pregnant 

Heat Intolerance Nervousness 

None of the above 
4 



 McElhinney Eye Care, PA 
The Medical Mall at St. Joseph Medical Center 

1004 Carondelet Drive, Suite 405 
Kansas City, MO 64114 

(816) 943-1123     Fax (816) 943-1250 
 

 
 

 

Lynne G. McElhinney, M.D. 
General Ophthalmology 

 

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION 
 
I _____________________________________, born__________________________ 
  Patient Name       Date of Birth 
 
Authorize and request: _____________________________________________ 
                Specify Practice/Facility or Physician 
 
To release to ___________________________________________________________ 
        Specify recipient of patient records 
 
The following information __________________________________________________________ 
         Specify all or what portion of records 
 
Purpose of Disclosure: _____________________________________________________________ 
                 This information is released for this purpose and this purpose only 
 
I understand that if my medical record contains information concerning HIV (AIDS) or drug or alcohol abuse, 
those portions of my medical record are protected by state or federal law.  I hereby release and forever discharge 
Associated Ophthalmologists of Kansas City, P.C., its physicians and employees, or agents from any liability 
arising out of the release of my medical record as specified above and pursuant to this signed authorization. 
 
This consent is subject to written revocation at any time*, except to the extent that the disclosure has already 
taken place in reliance on it.  If not previously revoked, this consent will terminate on  
_____________________________.  If left blank, this consent expires in one year. 
 
 
___________________________________________ _____________________ 
Signature of Patient       Month  Date    Year 
 
__________________________________________ _______________________________ 
Signature of parent, guardian or authorized representative  Nature of relationship 
 
_____________________________________________________________________________ 
Witness 
 
Information disclosed as requested in this authorization may be subject to re-disclosure by the recipient and may no longer be protected by the federal 
HIPPAA rule.  Treatment may not be conditioned on signing this authorization unless treatment is research related and the authorization is for use or 
disclosure for such research. *Written revocation must be submitted to:  Privacy Official, McElhinney Eye Care, P.C., 1004 Carondelet Dr., Suite 405, 
Kansas City, MO  64114. 
 

PRIVILEGED AND CONFIDENTIAL INFORMATION 
This transmission contains CONFIDENTIAL information which may also be LEGALLY PRIVILEGED and which is intended only for the use of the individual or entity named above.  If the reader of this 
transmission is not the intended recipient, you are hereby on notice that you are in possession of confidential and privileged information.  Any dissemination, distribution, or copying of this transmission is 
strictly prohibited.  If you have received this transmission in error, please notify us immediately by telephone and return the entire transmission to the appropriate address via the post 
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