




2110 Forest Ave. Suite D
SAN JOSE, CA 95128

TEL 408•295•3433   

FAX 408•293•4872

2485 Hospital Dr. Suite 361

MOUNTAIN VIEW, CA 94040

TEL 650•969•6300   

FAX 650•969•7401

Bart A. Carey, MD 

George R. Hewes, MD

	 CIRCLE ONE:		 	 MR.		 	 MRS.	 	 MS.

	 FIRST NAME:

	 MIDDLE INITIAL:

	 LAST NAME:

	 DRIVER’S LICENSE NO.:

	 SOCIAL SECURITY NO.:

	 HOME PHONE:

	 WORK PHONE:		 	 	 	 	 	 EXT.:

	 E-MAIL:

	 STREET ADDRESS:

	 CITY, STATE, ZIP:

	 DATE OF BIRTH:		 	 	 	 	 	 AGE:	 	 SEX:

	 EMPLOYER:

	 OCCUPATION:

	 In case of emergency contact:				 	 	 	 	 	 PHONE:

	 How did you hear about us?

	

	 PRIMARY CARE PHYSICIAN:

	 PRIMARY INSURANCE 
	 COMPANY NAME:

	 POLICY NUMBER:		 	 	 	 	 	 GROUP NUMBER:

	 Who is the Subscriber?

	 Coverage date from:		 	 	 	 	 	 To:

	 SECONDARY INSURANCE 
	 COMPANY NAME:

	 POLICY NUMBER:		 	 	 	 	 	 GROUP NUMBER:

	 Who is the Subscriber?

	 Coverage date from:		 	 	 	 	 	 To:

PATIENT INFORMATION

Continued on other side

Insurance (Name)
Doctor (Name)

Telephone book
Friend/Relative (Name)

Please specify:



If patient is a minor (Under 18), indicate name of both parents or legal guardian in space below:

	 CIRCLE ONE:		 	 MR.		 	 MRS.	 	 MS.

	 FIRST NAME:

	 MIDDLE INITIAL:

	 LAST NAME:

	 SOCIAL SECURITY NO.:

	 HOME PHONE:

	 WORK PHONE:		 	 	 	 	 	 EXT.:

	 STREET ADDRESS:

	 CITY, STATE, ZIP:

	 DATE OF BIRTH:		 	 	 	 	 	 SEX:

PATIENT INFORMATION

INSURANCE AUTHORIZATION AND ASSIGNMENT
I hereby authorize Carey Vision Medical Group to furnish information to insurance carries concerning my illness and treatments and 
I hereby, assign to the physician(s) all payments for medical services rendered to myself or my dependents. I understand that I am 
responsible for any amount not covered by insurance.

SIGNATURE:	 DATE:

MEDICARE AUTHORIZATION

I request that payment of authorized Medicare Benefits be made either to me or on my behalf to Carey Vision Medical Group for any 
services furnished me by that physicians/supplier. I authorize any holder of medical information about me to release to the Health 
Care Financing Administration and its agents any information needed to determine these benefits payable to related services.

I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim 
if item 9 of the HCFA 1500 claim form is completed, my signature authorizers releasing of the information to the insurer or agency 
shown in Medicare assigned cases, the Physician or supplier agrees to accept the charge determination of the Medicare carrier as 
the full charge, and the patient is responsible only for the deductible, coinsurance, and noncovered services. Coinsurance and the 
deductible are based upon the charge determination of the Medicare carrier.

NAME OF BENEFICIARY:	 HIC NUMBER:

BENEFICIARY SIGNATURE:	 DATE:

CREDIT POLICY
Please read and sign our Credit Policy.

• All bill will be due and payable at the time of service (unless other arrangement have been made).
• All Co Pays are due at the time of service.
• We accept Visa/Mastercard, cash and personal checks.
• In order to bill your insurance properly, we will need copies with name, address and ID numbers and your insurance card.
• As a courtesy to our patients we do not charge interest on accounts past due. If necessary, delinquent accounts will be 

sent to a collection agency.
I have read the above agreement and agree to the terms hereof.

SIGNATURE:	 DATE:



 
 

CAREY VISION MEDICAL GROUP, INC. 
 

BART A. CAREY M.D 
 

GEORGE HEWES M.D. 
 
 
             2485 HOSPITAL DR.                                   2110 FOREST AVE. 
             SUITE 361                                                        SUITE B 
             MOUNTAIN VIEW, CA 94040                      SAN JOSE, CA 95128 
             650-969-6300                                                     408-295-3433 
  
 
Dear Patient: 
 
The Federal government now requires all physicians to have policies in place to protect the 
privacy of each patient’s health care information.  We are required to inform you of this 
law and of our steps to insure that your healthcare information is kept private.  We are also 
required to ask you to sign this form, indicating that you understand our policies to protect 
your privacy.  You will be asked to sign this form on your initial visit to our office, or on 
your first visit back after April 14, 2003. 
 
By signing below, you acknowledge that you are aware that this office has a privacy policy 
that is designed to protect the privacy of your medical information, and this policy is based 
on the standards of the “Health Insurance Portability and Accountability Act (HIPPA).” 
 
Healthcare providers are allowed to use confidential information for purposes of treatment, 
payment, or ongoing healthcare.  By signing below you authorize this use by Carey Vision 
Medical Group (CVMG) physicians, nurses, technicians, opticians, business office/billing 
personnel, receptionists, and medical record personnel.  
  
By signing below you acknowledge that you understand that a written summary of the 
privacy policy is available for your review, and you may request a copy of the privacy policy 
upon request.  Note that CVMG may not condition treatment on signing this authorization, 
and you have the right to refuse to sign this authorization.  If you do not sign this 
authorization, CVMG reserves the right to bill for services performed on your behalf, 
which may include forwarding confidential information to your insurance company if you 
request that your insurance company is billed. 
 
 
 
________________________________________                          ______________________          
Patient                                                                                              Date:  
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