
PATIENT'S FIRST NAME MIDDLE NAME LAST NAME

STREET ADDRESS CITY STATE ZIP CODE

HOME PHONE WORK PHONE CELL/ALTERNATE PHONE

SOCIAL SECURITY # BIRTHDATE                RACE                 MARITAL STATUS                         GENDER

PATIENT'S OCCUPATION PATIENT'S EMPLOYER

MOTHER'S FULL NAME (IF MINOR) FATHER'S FULL NAME (IF MINOR)

May we call you at the number you provided?

     Home #:     Yes         No            Cell #:     Yes         No           Work #:     Yes         No

May we leave a voicemail at the provided number?

     Home #:     Yes         No            Cell #:     Yes         No           Work #:     Yes         No

May we leave a message with the person answering our call?

     Home #:     Yes         No            Cell #:     Yes         No           Work #:     Yes         No

I give my permission to release confidential health information to the following people:

Name: Relationship:

Name: Relationship:

Name: Relationship:

Do you have a Power of Attorney for medical purposes? If yes, please provide:

Name: Relationship:

Address: Phone:

Please notify the office in writing of any changes to the above information.

PATEINT INFORMATION

Pine R. Pine M.D., LTD

PH: (217)348-0221 FAX: (217)345-1380   |  aocharleston@aocharleston.com



 

 

 

 

Ryan R. Pine M.D., LTD 

PH: (217) 348-0221  FAX: (217) 345-1380   |   aocharleston@aocharleston.com 

 

Thank you for choosing Advanced Ophthalmology to participate in your healthcare. As a patient in our 

practice, it is important that you are aware of our financial policies and conditions of care and service. 

Medical and Surgical Care/Services/Treatment: I acknowledge that the practice of medicine is not an 

exact science and that no guarantee has been made as the result of the care and/or services/treatments 

performed. This includes acknowledging that other known or yet undetected health conditions and/or 

outcomes of my care and may result in complications and/or adverse reactions that could not have been 

anticipated and/or prevented. I acknowledge that I may be asked for additional consent for some 

procedures and will take responsibility/initiate/participate in discussions about the risks, benefits, and 

alternatives prior to consenting and/or participating in diagnostic and therapeutic testing and/or care. I 

acknowledge that I have both Rights and Responsibilities and will seek information and/or explanations 

for any topics I do not fully understand or need more information about standard Health System signage 

and/or written materials that I have access to as an outpatient. 

Insurance Filing: Prior to your appointment, please call your insurance carrier to confirm that Dr. Ryan 

Pine is a provider in your specific plan/network. Some insurance plans require a referral or authorization 

from your primary care physician prior to seeing a specialist. We ask that you request such a referral or 

authorization, or you may be responsible for all charges. Advanced Ophthalmology will file your claim in 

a timely manner, provided that we have the correct insurance on file. If the insurance does not pay 

within 60 days, the balance will be turned over to the patient. 

Payment Policy: All co-pays are due at the time of service. If you do not have insurance or you do not 

have your insurance card, we will require $100.00 at the time of your appointment. Payment plans 

require approval to appointment. In order to be of service to all patients, we ask that you inform us of 

cancellations 24 hours prior to your appointment. There could be a charge of $35 for late cancellation or 

no-show appointments and $200 for scheduled surgeries cancelled less than 2 weeks prior to surgery. 

Medical Records and Forms: If you require a copy of your medical records, a fee may be charged to 

offset our cost. The fee is $20 for the first 10 pages plus .50 for each additional page. Government 

regulations limit but allow for these fees and require us to obtain a Medical Records Release 

Authorization form prior to the release of records. If you require FMLA, disability, or other forms to be 

completed, a fee of $25 will be charged. All fees are payable at the time of request. 

 



Collection Policy: If your account becomes delinquent and you have made no attempt to pay your bill or 
contact us, the account will be turned over to a collection agency or attorney. In that event, your 
responsible for all collection cost including attorney fees, court costs, and interest.  

I authorize Advanced Ophthalmology, office of Dr. Ryan Pine, to release information for benefits on my 
behalf for services rendered. I authorize disclosure of medical information to the extent necessary to 
determine liability for payment and to obtain reimbursement as well as disclose to other physicians as 
needed for consulting. I request that payment from my insurance company, Medicare, or Medicaid be 
made directly to Ryan R. Pine, M.D. LTD. 

Health Information Privacy Notice: I acknowledge that I have the right to obtain a copy of the Health 
Information Privacy Notice at any time, which describes the uses and disclosures of my protected health 
information by Advanced Ophthalmology and informs me of my rights. 

I hereby authorize Advanced Ophthalmology to obtain or release any and all pertinent information 
regarding my medical care, as needed, to assist in my ongoing treatment to or from other health care 
providers, laboratories, radiology facilities or other institutions.  This authorization remains in effect 
until revoked. 

I have reviewed the aforementioned information and provide my consent regarding any and all the 
issues as stated above.  

I have reviewed Notice of HIPAA Privacy Policy. A copy of this policy will be provided to me upon 
request. 

 

 
Patient Signature:  _____________________________________ Date:  __________________________ 

 

WITNESSED BY:  ____________________________ 
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