
Notice of Privacy Practices

I understand that the doctors and staff at Massachusetts Eye Associates are called “providers” and that if I want to receive 
care, I need to give them permission to share information about my health among themselves and with other individuals 
for evaluation, treatment, and continuity of my health care.

I understand that Massachusetts Eye Associates has a Notice of Privacy Practices that describes in detail how my 
health care information is used and shared with others. This notice explains when I need to give further approval for 
providers to use my health information or share it outside of the Practice, and when my permission is not needed for the 
providers to use it or share it outside of the Practice.

Patient Name (please print)

Patient/Guardian Signature

Patient Financial Agreement

The following information outlines your financial responsibility related to payment for professional services.

We participate in most major health plans. We have contracts with many HMO’s, PPO’s, insurance companies, vision 
plans and government agencies including Medicare and Medicaid. Our business office will submit claims for any services 
provided to a patient who is a member of one of these plans and will assist you in any reasonable way we can to help get 
your claim paid; however this is not a guarantee of payment.

You are responsible for any charges not paid by your insurance. It is your responsibility to provide all necessary 
information before leaving the office. If you have a secondary insurance we will automatically file a claim with them as 
soon as your primary insurance has paid. Your insurance company may need you to supply certain information directly. It 
is your responsibility to comply with their request.

By obtaining medical services provided by Massachusetts Eye Associates, I authorize my insurance carrier to make 
payments directly to Massachusetts Eye Associates, P.C. for medical, diagnostic, or surgical services rendered.

Patient/Guardian Signature



Authorization to Discuss Medical 
Information with Designated Parties

Patient Name: Date of Birth:

I authorize the physicians and staff of Massachusetts Eye Associates to discuss the medical care of the patient named 
above with the people listed below.

PLEASE DESIGNATE FAMILY MEMBERS AND/OR INDIVIDUALS WITH WHO WE CAN SHARE YOUR MEDICAL 
INFORMATION:

1.

2.

3.

4.

I understand that I can revoke this authorization at any time and that my treatment is not contingent on my signing this 
authorization.

Print patient name:

Print patient representative’s name:

Signature of patient or patient’s representative:

Date:

Please bring your signed forms and completed health care questionnaire with you to your appointment.

Name Phone Number Relationship
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