O. Gregory Zazulak, M.D., P.C
Diplomate, American Board of Ophthalmology
EYE DISEASES AND SURGERY

	890 WESTFALL ROAD – SUITE E

ROCHESTER, NEW YORK 14618

(585) 473-6700
	6 MAIN STREET

CLIFTON SPRINGS, NEW YORK 14432

(315) 462-7694


PATIENT INFORMATION:
Name:
_________________________________________________ DOB:_______________________

Address: ___________________________________________________________________________

Social Security Number: ______________________________________________________________

Home Phone Number: ________________________________________________________________   

Work Phone Number: _________________________________________________________________

Cell Phone Number: __________________________________________________________________     

INSURANCE CARRIER INFORMATION:

Name of Primary Insurance: ___________________________________________________________

Name of Secondary Insurance (if applicable): _____________________________________________

Policy Numbers for Insurance Company or Companies: ____________________________________

Subscriber Name: ____________________________________________________________________

Guarantor Name: __________________________Guarantor Social Security Number_____________

Dear Valued Patient, 

Please be advised that Dr. Zazulak is a specialist. Per your insurance, the specialist copayment will apply for all visits to our office and must be paid at the time of the visits.  In addition, please be advised that, as a courtesy to our patients, we will attempt to bill your insurance company for your office visit if you so desire. In the event that your insurance company denies payment, for any reason, you agree to be fully responsible for the charges of your visits.  Processing such claims for you requires your Social Security Number, which will be confidentially maintained.  If you do not provide us a valid Social Security Number, we cannot bill the insurance company for you and will require prepayment of the entire visit fee.  This fee may be remunerated to you later by your insurance company.  Thank you.   
Signature of Patient:_____________________________________________Date:_________________
