
Office of J. E. ottiolcrslielmer .0.P. 
600 E. Taylor St., Ste 210 
Sherman, TX 75090 
Phone: (903) 868-1135 
Fax: (903) 891-0181 

... ... :f4--.i.01-t_Ihforvnattoil.:  

NI.&.1),.e (1..A5-!-, -F'.rs-,.-, •Im.".7:j ?referred Na7Cte: TeAatl'S Pate 

Address City State Lip 

Home "Pkietie 

( ) -Preferred 11 
Work -Phone 
( ) ?referred Ul 

Cell -Phone 
( ) ?referred 11 

SSN! Pate of-Birth bender 
0 Male Elf evnale 

Marital Status 
uSin9leaWiarrie4oPivorced nWiclowed °Separated oTartmer o Other 

•;1(a Ethnicity -Preferred Langan56 Email address 

Is patient responsible party/guarantor? 11'les ElNo Cif you are over the aoe of 15 0.i..A vicri-  lii -'.-'i.e card. o+' ,,,v,I ...:: -1-Litio...i ‘.,fo[.1 are -t-Vie. oy,ar4tti-or as you are 

the person financially responsible for any charges you may incur during your visit). 

::„inana.l.fgeptAlSik.ie:Fart4 

N,,,,.v...; ( ,..! -,.-:s (1-,-41.)-rn- :';/"e4 Rf1,.;-,0,sV:i? Ti.: pc,:t.c.li-

 

Occupation Employer Email Address Pate of -atin 

}force ?hone 
( ) vre If,rreci 2 

Work ?hone 
( ?referre.d. hl 

Cell ?hone 
I ?referred 1 

F-Mer'.:•.)evit.q .C16ntiAet ....  

vane "ReltiotIst,i? to l'atiolt 

Home ?hone 
( 7"rePtwreii 

Work ?hone 
( ?referred E 

Cell Phone 
I ?i•-e,';'e,,.,-ej 11 

• .77P-Cfet.7.-al itifthitatiovt•  

12.eferrin9 TiNs.ciein's Name i'vtisiciall 71(oatfax (11-' room) 

( 
Physician Address 

  YETI art{ aa.:7144i4A  

Primary Care "Physician's Name (Check if saw as"Referritn9 Physician above@ ) Piqsitiati Plion/fax (if known) 

( ) 
Physician Pici.o.ress 

a__ ;`, SA i".6': V :',. ' 7-14 -F6) :;51;I:i.".:, .•;,,,, " . . 

?Milani Insurance Company Policy # 6rot,ip # 

Patient's-Relationship to Insured 
ffl Self ICI Spouse El Child ID Other  

1\141410 of Subscriber (if other than patient) 

Subscriber's Social Security # bender 
El Male 'II-Female 

Pate of -Birth Employer of Subscriber Work Viievz 

( ) 
Secondary Insurance Company Policy # 6roup # 

TatieesTelationship to Insured 
III Self El Spouse ID Child 0 Other  

Name of Subscriber (if other than patient) 

Subscriber's Social Security # bender 
0 Male Elfevrtale 

Pate of -Birth Employer of Subscriber Work Thane 
( ) 

.. 
'eti si9nin9 below, I acbiowlase that the information I provided is correct to the best of wy ability. 

PatientSignature• Pate: I I 

6uarantor Signature (if other than patient): Pate: / I  

Thro pace over —N. 



4--itstbr4 Itiforwia-hoo 
For faster service, pease comple-re -N/le following form upon arrival a+ air office. 

Appointienent Pate-

 

-Please check 'vox 

Twins Exam is for: 0 Masses 0 Contacts 0 l3oth 
Po you wear glasses? 0 Yes 0 No If yes, how old is your present pair of lenses? 
Po vat wear contact lenses? 0 Soft 0 Extended 0 Other 

Tresevit Medicatibvis 
List "Prescription w1eoiication only 

weight  

Any allergic reactions to medications or other substances? 0 Yes 0 No 

If yes, please list  

Are kioct ?regnant/ Nursing? Yes or No 
?lease check Yes or No 
Po you smoke? ❑ Yes 0 No 4-4ow Much?  
Po you drink alcohol 0 'iv; ❑ No -14oW Much?  

Po you use other Substances? 0 Yes 0 No 

Po you have any of the following? If yes, please check box. 

O -Diabetes Type 0 6Iaucoma O -Nish blood pressure 

O Cataracts ❑ "Retinal 'Detachment • Macular Degeneration 

Famil4 Medical -tis-i-orcf 

-Does any of the family have the following? If yes, please check box. 

O Piabetes Type 0 6Iaucoma 

O Cataracts ❑ 'Re-l-itnal 'Detachment 

-Personal Medical Information: Which of the following conditions do you 

O 'Diabetes Type ❑ Nervous System 

O Ear/Nose/Throat 0 Cancer 
❑ Cardiovascular 0 w1c4scvloskeletal 
O -Respirators 0 Skin 
❑ 44eadaches 0  VIV/AIPS 

experience? -Please check all that apply, 

0 -Psychiatric 
❑ Endocrine (6Iands) 
O 13lood/Lsimphatic 
❑ Sinus Trouble 
❑ -I4epatitis A, 13 or C 

44ave you considered Laser Vision Correction? 0 Yes 0 No 

-Please sic below that you have reviewed all information above and it is correct to the best of your knowledge, 

Signature Pate 

❑ -1Nigh blood pressure 
❑ Macular Degeneration 



Office of J.. E. Gunder sheim D , 

'Refraction and Contact Lois foe Schedule and Explaviatiovt 

"Refraction: Current Charge '75 ( -75 to be paid at the tivne of service) 

Thank you for choosing Eye-do Optical for your eye care heeds. We WILL heed to perform a vision 
test called a "Refraction" to check your Vision today. This is an essehtial part of ophthalmologic 
evaloatiohs. Our office fee for refraction is (75 if it is billed to you) avid unless your plan 
automatically covers the refraction charge, this fee is due at the time of service  in addition to any 
co-payment or deductible you plan reapires. 

Most insurance companies ivicluding Wledicare PO NOT COVER  the refraction portion of the eye exam. 

Contact Levis Fitting and Evaluation (if applicable) 

Contact lenses are oh alternative to glasses which often provide both functional avid cosmetic 

advantages. They are, however, medical devices which can potentially cause eye problems if they are 

poorly fit, or cared for improperly. 

Contact lens fittings and subsequent regular evaluations are additional services avid are hot included 

in the cost of your eye CUM, Medical insurance does not cover these contact lens related services, but 

some Vision plans do pay for part of the contact fees. 

Contact Lens 'Prescriptions are valid for one sear IN state law. payment is reauired at the time 

your contacts are dispensed, 

Current Standard Annual Contact Lens f ittinal Fees are as follows: 
Spherical/{}spherical: $100.00 1A/11414-i-focal Soft: 't150.00 ).,--, • -11-,1,:c...1. ',...420,0(-) 

Torte: $115,00 wiultifoCal Soft toric: $170.00 Standard Tivitl0 410 

Toc:( C,A-_-,-.);.,-.:: '.>--; 2!, CO Wr:., : c_-).-),,ierical: c.,1-:' 5.5C nn 

VulotioVislovr. '115.00 --:':-?: Tor* *14:5,00 7-.S,  

VtitOalfieCi MbMOVISlOVI: 12.5.00 ',--.y, , c3.:focal: '71-7(.2/.1)0 

 

The above fees include instruction oh the proper care, ihser-hot; and removal of your contacts and 

follow-up for a full calendar year with the following exclusions: eye infections or non-contact lens related 

issues. 

I have read the above information and understand that the refraction is a non-covered service. I accept full financial 

responsibility for the cost Of this service avid understand it is due at the time of service. 

I also understand that any co-payment, coinsurance, or deductible it may have beep separate -from avid hot included ivi the 

refractiovi fee, avid are also doe at the time of service, 

Signature Pate 



1 



Gals611-i- for PisitalNess Sereetiivis Test 

As part of our :.t-rt to provide sou with the most comprehensive esecare, weare pleased 

to aviviomviCe, a view 61144 exciting 5freeviiviS service which allows Pr, 

6inticiersheimer to diastiose certaiti medical coviditiotis (Glaucoma, Macular Pesevieratioti, Pial2etic 

"P-e+illoPathti,"Retivial tumors, holes, -tears, and de-tachmevrts, etc.) much earlier Than hi a standard 
comprehevisive eye exatill These are conditioviswhich can develop without warning avid po-tetitialls 
impair or rob woo' of sour visiovi permanently. 

Title Wlaestro  2  allows 145 to take a high-deflviitiovi photograph plots The equivalent of An "WrRI" 

of the k7ack of the eye. This SCliti, avi OCT, allows Pr. 6godersheimer to examitie The microcelkilar 
lasers of your retinas. The test is easy, rapid, non-itivasive,radiatioti-free, avid totally{ paitiless. 

Pr. 6undersheimer strongly encourages the test on all patievits at their itiitial exam, and 
thereafter every couple of sears, especially for any of -the following: 

• Spots, flashes, or floaters 'Family history of glaucoma 

• blood pressure • Family history of macular degevieratiovt 

• -Diabetes • Si-rats eyeglass prescription 

• Ese paivAteadaches • -14istors of head or eye trauma 

The screeviivis exam is Bp_t covered wider insurance avid costs ovils  sham their indications 
during the rest of your eye -examitiatioti which require a medical diagnosis and/or more extensive 
testing, medical insurance will like's cover those expenses when scheduled fora later date. The opt-
in screening fee will be applied to your examination charges and clue at checkout. 

O I PO wish to participate in the Wlaestro 2. advaviced vision 

screening to assist in earls detection of eye disease and understand 
that I am responsible -for -the above  feesivice it is not covered by tfy 

insurance. 

ID I 170 NOT wish to participate ivi the Maestro 2_ screening itfilaSio at this 

Trivit Nature:  

Signature: Pate: 



CoilectivvilTakm6vrt-

 

we are comvnitted to providing our patients with the best possible vision/medical care avid miiiivni&ivis 

administrative costs, This Financial 'Policy has been established with these objectives in  mind, avid to avoid any 

misunderstanding or disagreement concerning payment for professional services. 

• our office participates insurance companies avid managed health care programs, for patients that are 

members of these plans, our business office will submit a claim for services rendered. If a patient as 

insurance that we do not participate in, our office is happy to provide you with the proper paperwork 

for you to file a claim: however, payment in full is expected at the time of service, 

• It is the patient's responsibility to pay any 61061mM-1191e, co-payment, or any portion of the charges as 

specified 10-1 The plan at the time of visit. Any services not covered 19\1 an individual's insurance plan are 

the patient's responsibility avid payment in full is due at the time of the visit. 

• Taymovit for professional services can 126 made with Cash, Check, MasterCard, Visa, Piscover or 

/American express. 

• 'Patient's that do not have insurance are expected to pay for professional services at The time of 

service unless prior arrangements have been made. 

• I understand that I will be legally responsible for all collection costs involved with the collection of this 

account including court cost, reasonable attorney fees, avid all other expenses incurred with collection if 

I default on any unpaid balance. 

• it is the patient's responsibility to provide us with current insurance information avid to bring their 

insurance card to each visit. 

• Our staff will be happy to answer questions relating to how &claim was filed, or regarding additional 

information requested from the insurance carrier. 4-4owever, specific coverage issues will need to be 
addressed by the insurance company's member services department with the number ovi your insurance 
card. 

Tar-hi for Moors (milder tiears of °toe) 
• We assign all financial responsibility to the parent/guardian that completes avid signs the patient 

registration form. Any amount due at the time of service is expected from the parent/guardian 
accompanying the minor at the visit. In the event that a divorce decree assigns distinct financial 
responsibility for medical bills to another individual, we still hold the registering parent/guardian 
responsible. 

Our practice firmly believes that a good physician/patient relationship is based upon understanding, avid good 
communications. Questions about financial arrangements should be directed to the physician's office. we are here 
to help ‘.10m. 

'Please sign avid date that you have read and agree with the Financial 'Policy of J. E. 6undersheivner, C,P. 

signature of ?a-t-levitrResponsible Tarty V•nte 

Tfrtrvi pace over—o. 



ACKNOVC-E-26WiENT:RECEITT 0-F NOTICE Of lIZIVACV -1:RictCTICES 

The law reomires that j".E,. 6cAndersheivner, 0.17, Doctor of Optometry vnaV.e every 
effort to inform yon of youir rights related to yo&ir personal health information. 'TN 
vnysionino below, I acknowledge that: 

O I have read or had had explained to vne I.E. 61/indersheivner, 0.17. Poctor of 
Optometry's Notice of -Privacy -Practice avid agree to contintie my care with 
J.E.6oindersheivner, 0,17. Poctor of Optometry wider said terms. 

O I have read or had explained to vne 3*, E. 6f.ttiderstioimer, 0.17. Poctor of 
Optometry's Notice of 'Privacy -Practice avid do not wish to contivme my care 
with I.E. eitividersheivner, 0.17. Poctor of Optometry wider said terms. 

O The Notice of -Privacy -Practice cotAld not be read die to the emergent tiatc,ire of 
the care of other reason described as:  

I have received a copy of [-Practice '53 Notice of -Privacy 'Practices effective 

Name (please print):  
Sionatuire:  1-2ate: / 

I am a parent or !coal ocitardiati of  (patient name). I have 
received acopy of (-Practice's] Notice of -Privacy -Practices effective [Pate]. 

Natme (please print):  
-Relationship to -Patient: ID Tarevit ❑ Legal 6eAardiem 

Sionatmre:  Pate: / / 
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