




Medical Information Release Form 
HIPAA Release Form 

___________________________________________  Date of Birth:_____/_____/_____ 
Full Name of Patient 

Release of Information 

[  ] I authorize the release of information including the diagnosis, records; examination rendered to me and claims 
information.  This information may be released to: 

Name___________________________________________Relationship to Patient_________________ 

Name___________________________________________Relationship to Patient_________________ 

Name___________________________________________Relationship to Patient_________________ 

Name___________________________________________Relationship to Patient_________________ 

[  ] Information is not to be released to anyone. 

• This medical information may be used by the persons I authorize to receive this information for medical
treatment or consultation, billing or claims payment, or other purposes as I may direct.

• This authorization shall be in force and effect until nine (9) months after my death or until terminated by me in
writing.

• I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on
whether I sign this authorization.

• I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient
and may no longer be protected by federal or state law.

BREACH NOTIFICATION 
It is our duty to determine whether a breach of information has occurred.  In the unlikely event of a 

breach of your personal information, we are obligated and will promptly inform you of such an 
event.  

_________________________________________________________________   Date:_____/_____/_____ 
Signature of Patient or Guardian if Minor 

_________________________________________________________________ Date: _____/_____/_____ 
Signature of Witness 

I have been given a copy of Notice of Privacy Practices:   ______ yes _______ no 

**Additional information of Notice of Privcy Practices available on request 



Financial Agreement 

Thank you for choosing Baldwin Eye Clinic as your vision care provider.  Please take a moment to read the 
following, initial each section and sign and date the bottom of this form.  

If applicable, insurance balances are ultimately the patient’s obligation. We will file most primary 
insurances at no cost to you as a courtesy. However, insurance balances that are not paid within 45 days 
may be billed to you. Please keep statements and follow-up with your insurance carrier to ensure prompt 
payment.  Some of your treatment may not be covered by your insurance carrier. The cost for such 
charges will be your responsibility.  

Please remember your vision/medical policy is a contract between you and your insurance company. We are 
not a party to that contract. It is physically impossible for us to have knowledge and keep track of every 
aspect of your policy.  It is up to you to contact your insurance and inquire as to what your insurance 
benefits are. 

As a courtesy to you, our office will process your insurance claims. When filing medical insurance, we will 
do our best to give you a very close ESTIMATE of what your charges will be on the date of service. There 
may be copays and/or deductibles that could be applied once the insurance claim is filed that we are not 
aware of. We must emphasize that as your eye care provider, our relationship is with you, our patient, not 
with your insurance company. 

Medical coverage is subject to limitations, exclusions, waiting periods, frequency, age restrictions, 
deductibles and maximums, which are your responsibility.  Some companies arbitrarily select certain 
services they will cover. It is your responsibility to thoroughly understand the coverage and exceptions of 
your particular policy.  Coverage issues can only be addressed by your employer or group plan 
administrator.  We cannot act as a mediator with the carrier or your employer.  Please be aware some or 
perhaps all of the services provided may or may not be covered by your medical policy; therefore, any 
balance is your responsibility whether or not your medical policy pays any portion. 

Patients are asked to confirm their appointments at least 24 hours in advance by directly contacting our 
office or by responding to our confirmation contact. Failure to keep your appointment may result in a 
charge for the time reserved, as this time could be given to another patient in need.  

_____ It is required to confirm an appointment with a specialist at least 24 hours in advance. If a 24-hour 
notice is not given, a cancellation fee of a minimum $30 will apply  

_____ There will be a minimum fee of $35 for any checks returned as Non-Sufficient Funds (NSF). 

_____ I understand that and agree to be responsible for payment of all services rendered on my behalf or 
my dependents’ behalf.  

_____ I understand that copays and non covered charges are due in full at the time of service. 

_____ I understand that all charges are due in full at the time of service if I do not have insurance. 

Patient/Guarantor Signature : _________________________________________________________________ 



27900 North Main Street 

Daphne, AL. 36526 

251-621-1211 Date_________________ 

PLEASE READ CAREFULLY!! 

Thank you for choosing our office for your professional contact lens fitting and evaluation.  Your total contact 

lens fee will consist of charges for professional services  in addition to your exam. 

PROFESSIONAL SERVICES 

Professional fee + Fitting fee + Contact lens = Total due at time of visit 

YEARLY CONTACT LENS FEE $50.00
CONTACT LENS FITTING FEE AND RE-FITTING FEE- (SINGLE VISION) $70.00

CONTACT LENS FITTING FEE- (GAS PERM, BIFOCAL, TORIC OR MONOVISION)  $110.00

Included in your contact lens fitting is a ONE trial pair of contact lenses, instruction on insertion and 

removal of lens, caring of your contact lens, a care kit and follow up visit. Once the follow up visit has 

taken place, you may purchase contact lenses.  CONTACT LENS MATERIALS ARE NOT 

INCLUDED IN THE PRICE OF THE EXAM OR FITTING.  THIS IS AN OUT OF 

POCKET EXPENSE. OUT OF POCKET CHARGES MAY BE DIFFERENT IF FILING ON

INSURANCE. 

Follow up visits must be completed within 30 days or there will be an additional contact lens fitting fee. 

All professional fees and materials are due at the time of the exam…If you choose not to continue with 

the contact lenses or change to a different type, the money paid for services only, will go towards the 

purchase of eye glasses or a different type of contact lens.  NO MONEY WILL BE REFUNDED. NO 

CHARGES FILED TO INSURANCE WILL BE REVERSED. 

If you currently wear contact lenses the above fee schedule still applies. 

*SPECIAL NOTE:  We do not COD (cash on delivery) contact lens orders.  We require payment in full before all 

orders are placed.  Also, please make arrangements to place your order before you run out of contacts and/or before 

your prescription expires as we will no longer be able to supply you with any trial lenses.   

Exchange/Return Policy:  We will exchange unopened/not damaged—to include no writing on boxes 

and expiration date no less than 1 year to expiring for exchange for in stock items only.  Boxes must be in 
resalable condition. Any products that have to be returned to the manufacturer  must be within 30 days of the original 

purchase date and a $5.00 per box restocking fee will apply.  We will not exchange or credit any opened boxes.   

I AGREE TO THE ABOVE CONTACT LENS FITTING AGREEMENT 

_______________________________________ _________________________________________ 

Printed Name of Patient       Patient or Responsible Party Signature 
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