Vista Optometry Center | Dennis Lin O.D. - 537 S. Atlantic Blvd. Monterey Park, CA 91754 - 323-264-2015

Patient Information Questionnaire
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INSURANCE: Vision and Medical PPO Insurance

Vision Insurance Name: Vision Insurance Policy Number:

Primary’s Name Primary’s SSN: Primary’s Birthdate:

Medical Insurance Name(PPO only): Medical Ins. Policy Number:

Primary’s Name Primary’s SSN: Primary’s Birthdate:

I certify that the information given by me is true and correct. | certify that I, and/or my dependent(s) have insurance coverage and authorize payment of
these benefits directly to Dennis Lin, O.D., Inc. on my behalf for any services and materials furnished. | understand that | am financially responsible for all
charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissions. | authorize any holder of medical information
about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits payable to related
services. If I have other health insurance coverage (as indicated in Item 9 of the HCFA-1500 claim form or electronically submitted claim) my signature
authorizes release of the above medical information to the insurer or agency shown, and authorizes my doctor to act as my agent, as above.

Lifetime Patient Signature or legal representativex ERK
(Used for insurance claim submission for this office only)
HIPPA
I acknowledge the Notice of Privacy Practices(All patients will receive a copy) X H
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Last Name:

First Name:
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