
Patient Information (Mr.  / Mrs.  / Ms.) 

Name (Last, First, Middle) _____________________________________                                      

Address: ____________________________________________________                                                                                    

City: _____________________State: __________Zip: _______________          

Phone: (H) _____________________ (C) _________________________        

Leslie Faulkner, O.D.               Date of Birth: _____/____/_____ SSN: ___________________________                                                                                                                                                  

311 SE Delaware Ave                             Employer: _______________________________________________________                                                                                                                                        

Bartlesville, Ok. 74003   Email: __________________________________    Approve to use email: Y / N 

Insurance Information  

Medical Insurance 

Primary Medical Ins. :_______________________  Secondary Medical Ins.: _______________________               

Policy Holder: ____________________________ Policy Holder: ______________________________                   

Insured DOB: ____________________________ Insured DOB:  ______________________________            

ID#: ____________________________________ ID#: ______________________________________                         

Policy Holder Employer:____________________ Policy Holder Employer:_______________________ 

Vision Insurance 

Primary Vision Ins: ________________________ Secondary Vision Ins: ________________________          

Policy Holder: ____________________________ Policy Holder: ______________________________                   

Insured DOB: _____________________________  Insured DOB:  ______________________________            

ID#: ____________________________________ ID#: ______________________________________ 

**Please note: failure to provide correct medical or vision insurance information may result in rejected insurance claims at 

which time the cost of service/materials will become the responsibility of the patient.** 

Emergency Information                                                                                                                                
In case of an emergency, please notify: 

Name:  __________________________ Phone: _______________________ Relationship: ________________ 

Financial Responsibility 

I permit a copy of this authorization to be used in place of the original, and request payment of insurance payments to Leslie A. 

Faulkner, O.D. (EyeCare of Bartlesville). I understand and accept financial responsibility for all and any services rendered to me. I 

understand my insurance company will be billed as a courtesy to me and payment of any bill is my responsibility. 

Signature of Patient/Parent/Guardian/Caretaker: _________________________________ Date: ____________ 

Notice of Privacy Practice 

A summary “Notice of HIPPA Privacy Practices” that describes how my protected health information is used and disclosed has been 

made available to me. I understand I may request a printed complete copy of HIPPA Privacy Practices at any time. 

Signature of Patient/Parent/Guardian/Caretaker: _________________________________ Date: ____________ 

Dilation Consent 

In order to evaluate the internal health of the eye, it is necessary to enlarge the pupil using dilating drops. The effects of blurred vision 

and light sensitivity during dilation will last several hours. You have the right to refuse being dilated. 

Consent:                  Refuse: 

Signature of Patient/Parent/Guardian/Caretaker: _________________________________ Date: ____________ 
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