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Last Name: First Name: Middle Initial: 

Patient Address: 

City: State: Zip: Phone: 

Date of Birth: Sex: 

M  

 
F  

Married Status: 

M           S  

Referred by: 

Patient Social Security Number: Ethnic Origin: 

 
Caucasian 

Native American 

 
Latin Other 

Asian Black 

 
No Response Patient Employer: 

Employer Address: 

City: State: Zip: 

Employer Phone: Extension: 

Responsible Party Last Name: First Name & Middle Initial: Relationship: 

Address: 

City: State: Zip: Phone: 

Responsible Party Date of Birth: Responsible Party Social Security Number: 

Spouse Name: Spouse Work Phone: 

IN CASE OF EMERGENCY 

Nearest Living Relative or Friend Not Living with You: Relationship to Patient: 

Relative or Friend Home Phone: Relative or Friend Work Phone: 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the 
physician. I understand that I am financially responsible for any balance. I also authorize Kutryb Eye Institute or 

insurance company to release any information required to process my claims. 

 
Patient/Guardian Signature: Date: 

 



KUTRYB EYE 
INSTITUTE 

Patient Forms 

321.267.2020 730 S Washington Ave. 
Titusville, FL 32780 

Michael J. Kutryb, M.D. 
Board-Certified Ophthalmologist 

 

 

FINANCIAL POLICY 

The Doctors and Staff at the Kutryb Eye Institute would like to welcome you to our practice. We will strive to 
provide you with excellent medical care and our goal is to make your visits as pleasant as possible. 

 
By signing below, you confirm that you have read this policy and understand that: 

• It is your responsibility to inform our office of any address or telephone number changes. 
• Our office sends monthly statements on all accounts with an outstanding balance to the address we 

have on the account. 
• Your account is to be kept current accordingly, all self-pay, or insurance co-payments, co- 

insurances and deductibles will be collected at the time of service. 

• Payments can be made by cash, check, Visa, or MasterCard. 
• A returned check will result in a $25.00 service charge and all future payments will be required in the 

form of cash or credit card. 
• We reserve the right to charge for appointments cancelled or broken without 24 hours advanced 

notice. 

If you have health insurance coverage: 
We will submit your claims; however, we must emphasize that as medical providers, our relationship is with 
you not your insurance company. 

 
By signing below, you confirm that you understand: 

� It is your responsibility to inform us of any changes to your insurance policy so that your coverage 
can be re-verified prior to your appointment. 

� Not all services are covered benefits with all insurance plans. 
� It is your responsibility to be aware of what service(s) is being provided to you and if it is a covered 

benefit under your insurance policy. 

� You are responsible for any not covered charges not payable by your insurance policy. 

� We do not file third insurance companies, only primary and secondary. 
� Although filing your insurance claims is a courtesy extended to you, all charges are always 

your responsibility from the date services are rendered. 

Patient Name: Patient Signature: Date: 

Responsible Party Name: Responsible Party Signature: Date: 
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REFRACTION SERVICE AND FEE 

 
Refraction is the process of determining if there is a need for corrective 
eyeglasses. It is an essential part of the comprehensive eye exam and is 
necessary to write a prescription for eyeglasses. 

 
Most insurance plans, including Medicare do NOT cover this service. Medicare 
requires a separate charge for that portion of the exam, since it is a non-covered 
service. 

 
Our office fee for the refraction is $50.00, which we reduce to $30.00 for patients 
paying at the time of service. 

 
Thank you for trusting Kutryb Eye Institute with your vision care. 

Patient Signature: Date: 
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PATIENT CONSENT FORM 

 
Our Notice of Privacy Practices provides information about how we may use and disclose 
protected health information about you. The Notice contains a Patient Rights section describing 
your rights under the law. You have the right to review our Notice before signing this Consent. 
The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by 
contacting our office. 

 
You have the right to request that we restrict how protected health information about you is used 
or disclosed for treatment, payment, and health care operations.  You have the right to revoke 
this Consent, in writing, signed by you. However, such a revocation shall not affect any 
disclosures we have already made in reliance to you prior Consent. The Practice provides this 
form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPPA). 

 
The patient understands that: 

• Protected health information may be disclosed or used for treatment, payment, or health 
operations. 

• The Practice has a Notice of Privacy and that I have received this Notice. 

• The Practice reserves the right to change the Notice of Privacy Policies. 
• I have the right to restrict the uses of their information but the Practice does not have to 

agree with those restrictions. 

• I may revoke this Consent in writing at any time and all future disclosures will then cease. 

• The Practice may condition treatment upon the execution of this Consent. 

Patient Name: Patient Signature: Date: 

Responsible Party Name: Responsible Party Signature: Relationship to Patient: 

Signature of Staff Witness: Date: 
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MEDICATION LIST 

Patient Name: Allergies: 

DATE MEDICATION NAME DOSAGE / FREQENCY 

Start:   

Stop:  

Start:   

Stop:  

Start:   

Stop:  

Start:   

Stop:  

Start:   

Stop:  

Start:   

Stop:  

Start:   

Stop:  
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ASSIGNMENT OF MEDICARE BENEFITS 

Medicare Number: 

I request that payment of authorized Medicare benefits be made on my behalf of KUTRYB EYE 
INSTITUTE for any service furnished to me via a Physician of a group. I 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 for related services. In 
Medicare assigned cases, the provider agrees to accept the charge determination of the 
Medicare carrier and I am responsible for the Medicare deductible, co-insurance, or the 20% 
Medicare does not pay, and for any non-covered services. 

 
My signature below further verifies that I have not joined an HMO or other entity in which my 
Medicare benefits have been relinquished. 

Patient Name: Patient Signature: Date: 

MEDIGAP OR OTHER SECONDARY INSURANCE 

Medigap Name: Medigap Number: 

I request that the payment of authorized Medigap benefits be made either by me or on my 
behalf to Kutryb Eye Institute, or any physician of that group, for services provided to me by a 
physician of that group. I authorize any holder of medical information about me to release it to 
my Medigap insurer, or any information needed to determine these benefits for related services. 

 
The assignments shall remain in effect until revoked by me in writing. A photocopy of this 
assignment is considered as valid as the original. 

Patient Name: Patient Signature: Date: 

 


