ALPHA EYE CLINIC

2160 CAPITAL CIRCLE NE

TALLAHASSEE, FLORIDA 32317

850-385-0033 (office)

850-422-0201 (fax)

Alphaeyeclinic@embarqmail.com
Isaac Moore, M.D.

PERMANENT SIGNATURE AUTHORZATION:

I authorize the release of any medical information necessary to process any claims from this office.  I also request payment of benefits to myself or to the party who accepts this assignment.

PATIENT SIGNATURE







DATE

I authorize payment of medical benefits to the undersigned physician or supplies for services described.

PATIENT SIGNATURE







DATE

*REFRACTION, PROCEDURE CODE 92015 IS A NON COVERED CHARGE!

This procedure is YOUR responsibility! Payment of $30.00 is due at time of service.


________________________________________________________________________PATIENT SIGNATURE







DATE
I, ______________________________________ authorize the following individuals to act on my behalf to inquire on medical records & account whether in person or by phone.


1.__________________________________


2.__________________________________


3.__________________________________

Witnessed by staff member: _________________________________________________



         DATE: _________________________________________________

