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410 Route 10, Suite 202

Optometric Physicians:







Ledgewood, NJ 07852

Danielle Gaeta, OD







   Tel: 973-584-2020 

Heema Patel, OD                                                                                                                     Fax: 973-528-7199

Krista Kaspar, OD 







1. I acknowledge I received a copy of Dr. Danielle Gaeta, Dr. Heema Patel, and Dr. Krista Kaspar’s Notice of Privacy Practices. 

2.  I certify that I (or my dependent) have insurance coverage and assign directly to Advanced Eyecare Associates all insurance benefits, if any, otherwise payable to me for services rendered.

I understand that I am financially responsible for all fees whether paid by insurance or not.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits and authorize the use of this signature on all insurance submissions.  I also release any of my medical information to my insurance company or to other health care providers on behalf of Advanced Eyecare Associates.  If a balance remains unpaid for more than 90 days, a collection fee of $50 or 50% of balance (whichever is greater) may be added.

3.  I understand that there is a charge of $50 for a missed appointment without 24 hours notice.  That fee increases to $100 for a missed appointment on a Saturday or Holiday without 24 hours notice.
4.  MEDICARE GUIDE FOR EYECARE - General Rules

You must pay the annual deductible toward any qualified health care before Medicare will pay for any services.  After you meet your deductible, Medicare will pay 80% of the doctor's "approved fee".  You will pay 20% as a co-payment, plus any non-covered fees.  If you have supplemental insurance (such as Blue Cross/Blue Shield Major Medical), please provide us with your member number and I.D. card since it may cover part of the deductible and co-payment.

Our office will bill Medicare and accept payment directly from them if the services qualify for coverage (see exceptions below).  You are responsible for paying for any non-covered services at the time of your office visit.  We will bill you for the 20% of the approved charges and any deductible after we receive payment from Medicare.

SPECIAL EXCEPTIONS:

· Medicare does not cover eyeglasses or contact lenses.
· Medicare does not cover the refraction part of the eye exam.  You are responsible for this $45 fee.

· Medicare does not cover any services unless the reason for your visit involves a medical diagnosis.  If your chief complaint involves a diagnosis of myopia, hyperopia, astigmatism, or presbyopia, Medicare will not pay for any services.

· Medicare does not pay for screening services such as the Optomap retinal examination.  The fee for this is $39.

· Medicare may deny benefits if it feels that you are receiving examinations too frequently or receiving exams by more than one doctor for the same illness.
I authorize any holder of medical or other information about me to release to the Social Security Administration and Centers for Medicare and Medicaid Services or its intermediaries or carrier any information needed for this or a related Medicare claim.  I permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits either to myself or the party who accepts assignment.  Regulations pertaining to Medicare assignments of benefits apply.  I agree to pay for services provided and materials that I order, but Medicare does not cover.
I have read and understand the above information.  

Print Patient Name _____________________________________________________________________________

Patient/Guardian Signature __________________________________________________    Date _______________

Revised 01/06/2022
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	Danielle Gaeta O.D.
	

	
	
	Heema Desai Patel, O.D.
	

	
	
	Krista Kaspar, O.D.
	

	
	
	
	

	
	
	
	

	Patient Information
	 
	 
	

	Today's Date
	 
	Home Phone
	

	First Name
	
	Cell Phone
	

	Last Name
	
	Preferred email
	

	Social Security #
	
	Emergency Contact Name and phone #
	

	Date of Birth                Gender:     M    or    F
	
	Insurance Policy Guarantor Name and DOB:
	

	Street Address
	
	Primary Doctor's Name/Town:
	

	City
	
	Pharmacy Name/Town
	

	State
	
	Occupation
	

	Zip Code
	
	Employer/School
	

	
	
	
	

	CONTACT LENS WEARERS PLEASE NOTE:
	

	In order to provide you with an updated contact lens prescription, we need to

	evaluate your current contact lenses.  There is a $70 fee.  This fee is not covered

	by your vision or medical plan.
	
	
	

	Would you like to have your contact lenses evaluated today?   YES/NO
	

	
	
	
	

	Patient Initials________________________
	

	
	
	
	

	
	
	
	

	Jan 2022
	
	
	




AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION



Doctor’s Name ________________________________________________________________________

Doctor’s Address _______________________________________________________________________

Doctor’s Phone/Fax Number ______________________________________________________________

Patient Name _____________________________________________________DOB __________________

Patient Address __________________________________________________________________________

Patient Phone Number _____________________________________________________________________

I authorize the health care professional/facility named above to release health information identifying me [including if applicable, information about HIV infection or AIDS, information about substance abuse treatment, and information about mental health services] under the following terms and conditions:

1. Detailed description of the information to be released:

2. To whom may the information be released [name(s) or class(es) or recipients]:
Advanced Eyecare Associates

Danielle Gaeta, O.D., Lic. # OA00659700
Heema Patel, O.D. Lic# OA00669900
Krista Kaspar, O.D.  Lic#OA0070600
410 Route 10, Suite 202, Ledgewood NJ 07852

Phone: 973-584-2020  Fax: 973-528-7199

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible to state “at the request of the individual” as the purpose, if desired by the individual):

4. Expiration date or event relating to the individual or purpose for the release:

It is completely your decision whether or not to sign this authorization form.  We cannot refuse to treat you if you choose not to sign this authorization.

If you sign this authorization, you can revoke it later.  The only exception to your right to revoke is if we have already acted in reliance upon the authorization.  If you want to revoke your authorization, send us a written or electronic note telling us that your authorization is revoked.  Send this note to the office contact person, Ms. Tina Poissant.

When your health information is disclosed as provided in this authorization, the recipient often has no legal duty to protect its confidentiality.  In many cases, the recipient may re-disclose the information as he/she wishes.  Sometimes, state or federal law changes this possibility.

I HAVE READ AND UNDERSTAND THIS FORM.  I AM SIGNING IT VOLUNTARILY.  I AUTHORIZE THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.
Dated _________________________ Patient Signature __________________________________________

If you are signing as a personal representative of the patient, describe your relationship to the patient and the source of your authority to sign this form:  _______________________________

Revised Jan 2022
PATIENT E-MAIL AND TEXT MESSAGING FORM

Due to the changing world of healthcare and technology, Advanced Eyecare Associates now has the ability to provide our patients with certain types of information via e-mail and/or text messaging. If you wish to have the opportunity to receive information of this type, please complete the form below. 

Advanced Eyecare Associates believes strongly in protecting the privacy of our patients. When you provide this information to us, it is only used as a way to communicate with you. In order to protect your privacy, no confidential or personal information will be sent from Advanced Eyecare Associates via e-mail or text messaging. Advanced Eyecare Associates does not share names, e-mail addresses, and/or telephone numbers of patients with any other company or with any other patient unless authorized. 

Please print all information neatly and legibly.
Patient Name____________________________________________________________________
E-mail Address___________________________________________________________________
Cell Phone_______________________________________________________________________
      ⃝   Yes, please sign me up to receive email and/or text messages. 

I hereby give Advanced Eyecare Associated permission to send messages to me via email and/or text messaging as means of communication as indicated by my selection above.
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In our continued efforts to bring the most advanced technology available to our patients, Advanced Eyecare Associates is proud to announce the inclusion of the optomap® Retinal Exam as an integral part of your eye exam today.

The optomap® checks for retinal problems including macular degeneration, glaucoma, retinal tears or detachments, as well as other health problems such as diabetes and high blood pressure. These conditions can lead to serious health problems, including partial loss of vision or blindness, and often develop without warning and progress with no symptoms.  

An optomap® Retinal Exam provides:

· A scan to confirm a healthy eye or, to detect the presence of disease.

· An overview or map of the retina, giving your doctor a more detailed view than cannot be achieved by other means.

· The opportunity for you to view and discuss the optomap® images of your eye with your doctor at the time of your exam.

· A permanent record for your medical file, enabling your Doctor to make important comparisons at future examinations.

The optomap® Retinal Exam is fast, easy, and comfortable.

[image: image3.png]7o
DVANCED

eyecare
associates



[image: image4.png]





                 Healthy Retina                   

              Unhealthy Retina

PLEASE NOTE: As a part of your eye health exam, the doctors recommend the optomap® imaging in replace of the dilation drops. The optomap® Retinal Exam is a “non-covered service” with your health plan, meaning that you will be responsible for the charges. The cost of the optomap®  Retinal Exam is $39.
⃝  Yes, I will have the optomap® Retinal Exam
⃝  No, I decline the optomap®                                                                                                                          INITIAL _____
