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PATIENT INFORMATION

Last Name: ________________________________________
Occupation:_______________________________________

First Name:  _______________________________________  
Employer: ________________________________________

Address: __________________________________________
               Address: _________________________________________

City:_____________________ State:______  Zip: _________
City: _________________________ State:_____ Zip: _____

Home Phone: (____)_________________ Gender: ( ) M ( ) F
Work Phone: (____)_________________________________

Social Security _____________________________________

How did you learn about us? _________________________

Date of Birth_________/_________/_________


__________________________________________________

Marital Status:  S   M   W   D       Age: __________________
__________________________________________________

Primary Care Doctor__________________________________ 
Emergency Contact: ________________________________ 

City:___________________________ Phone: (_____)________
Phone: (____)______________________________________

____________________________________________________________________________________________________________

CARD HOLDER OR RESPONSIBLE PARTY, IF OTHER THAN PATIENT

Name: _____________________________________________
Social Security #__________/__________/__________

Relationship to Patient:________________________________
Employer: ________________________________________

Address: ___________________________________________
Address: _________________________________________

City:_____________________ State:______  Zip: _________
City: _________________________ State:_____ Zip: ________

Home Phone: (____)___________________________________
Work Phone: (_____)_________________________________
Date of Birth __________/__________/__________

___________________________________________________________________________________________________________

INSURANCE INFORMATION -  Please Present Cards to Receptionist

(Receptionist will tape copies of insurance cards here)

Primary Provider: _________________________________

Secondary Provider: _______________________________

__________________________________________________________________________________________________________

PAYMENT POLICY

AUTHORIZATION TO PAY BENEFITS TO PROVIDER: I hereby authorize payment directly to the Physician/Provider for the Medical or Ophthalmic Benefits provided, if any.   

AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the providing Physician to release any information required in the course of my examination, treatment, or purchase of glasses &/or contact lenses and special order retail items and allow a photocopy of my signature to be used in processing my claim.

PAYMENT POLICY, Holicki Eye Centers:  Insurance Co-pay is due at time of service.  If you do not know what your co-pay is, the charge will be $20.00. Once the insurance company pays, we will bill you if it is more, or refund you if it is less.  Unpaid balances more than 30 days old will be charged a 1.5% finance fee. Unpaid balances more than 90 days old will be sent to collections.  If an account must be sent to collections, the collection fee will be up to 50% of the balance due, but not more than the fee charged by the collection agency.

PAYMENT POLICY, Holicki Optical:  Holicki Optical requires a 50% deposit to place any order for ophthalmic glasses, special order contact lenses, and special order retail items.  Payment in full is expected upon delivery of any item purchased from our office unless other arrangements have been made in advance by office management.  If you have insurance we will gladly process your claim but we request that you pay your estimated portion when services are rendered.

**A quote of benefit is not a guarantee of payment and any balance not covered by your insurance after receiving the explanation of benefit will be the policy holder’s responsibility. 

Optical Warranty:  Warranty valid only if all parts are returned, including broken parts.  Unreturned parts automatically voids warranties.

My signature serves as a “signature on file” for claim processing and for release of information to my insurance carrier.  This signature also gives my permission to share information with Holicki Optical, Inc., should I decide to purchase glasses or contact lenses from them.

NO SHOW POLICY:  We reserve the right, at our discretion, to charge patients a fee of $25.00 for not keeping their appointments.

Signed(Patient or Responsible Party):_____________________________________________________ Date:__________________________

Holicki Eye Centers  


Joseph P. Holicki, D.O.    


American Board Certified Ophthalmologists








