
Ne uro -o phtha lmic  Co nsulta nts No rthwe st 
        A divisio n o f Se attle  Radio lo g ists, A.P.C. 

 

 

 

We lc o me  to  Ne uro -o phtha lmic  Co nsulta nts No rthwe st.  Yo u ha ve  b e e n re fe rre d  to  us b y a  me mb e r 

o f yo ur c a re  te a m to  inve stig a te  yo ur spe c ia lize d  visua l c o nc e rns.  In o rde r to  do  so , we  will ne e d  to  

o b ta in a nd re vie w the  do c ume nta tio n o f yo ur me dic a l wo rkup pe rtine nt to  yo ur d ia g no sis.   

 

Ple a se  c o mple te  the  Patie nt Data Co lle c tio n Fo rm with the  na me s a nd  pho ne  numb e rs o f the  

physic ia ns yo u ha ve  se e n in re la tio n to  this e piso de  o f visua l d isturb a nc e .  Yo ur a ssista nc e  in 

c o nta c ting  the se  physic ia ns to  ha ve  the m fo rwa rd  the ir no te s, a lo ng  with re po rts o f a ny te sts 

c o mple te d , (visua l fie lds, visua l e vo ke d  po te ntia ls, MRI, e tc ) is g re a tly a ppre c ia te d .  Time ly a rriva l o f 

this info rma tio n will he lp  us de te rmine  the  urg e nc y o f yo ur c o nditio n a nd  a llo w us to  a ppro pria te ly 

a dvise  a n a ppo intme nt time  a nd so me  o ffic e s re q uire  yo ur writte n a utho riza tio n. 

 

To  e na b le  o ur physic ia ns to  pro vide  the  mo st c o mpre he nsive  c a re , p le a se  ta ke  no te  o f the  fo llo wing  

instruc tio ns: 

 

 

 Arrive  with yo ur c o mple te d  re g istra tio n fo rms a nd insura nc e  c a rd  

 Do  no t we a r c o nta c t le nse s to  yo ur a ppo intme nt 

 If yo u ha ve  ha d  a n MRI o f the  b ra in a nd / o r o rb its o r re tina l pho to g ra phy it will b e  ne c e ssa ry fo r 

yo u to  a rra ng e  with the  pe rfo rming  fa c ility to  p ic k up  a  c o py o f the  ima g e s a nd b ring  the m 

with yo u to  yo ur a ppo intme nt.  We  a sk that yo u do  no t re ly o n the  ma il o r c o urie r syste ms.   

 Ensure  tha t we  a re  a wa re  o f a ll the  me mb e rs o f yo ur c a re  te a m a nd tha t we  ha ve  re c e ive d  

the  do c ume ntatio n fro m the m in re g a rds to  yo ur re fe rra l 

 

The  a ppo intme nt time  will have  b e e n re se rve d  e spe c ia lly fo r yo u.  It is impe ra tive  tha t yo u a rrive  a t 

le a st 30 minute s prio r to  yo ur first sc he dule d  a ppo intme nt time  to  c o mple te  yo ur re g istra tio n a nd  

pre pa re  yo ur pa pe rwo rk.    If yo u a re  la te , we  will like ly ha ve  to  re -sc he dule  yo ur a ppo intme nt.  Our 

physic ia ns ma ke  e ve ry e ffo rt in a llo wing  e no ug h time  with e a c h pa tie nt fo r a  c o mpre he nsive  e xa m 

a nd to  have  e ve ry pa tie nt se e n a t the ir a ppo inte d  time .   

 

Due  to  the  hig hly spe c ia lize d  nature  o f o ur pra c tic e , we  ha ve  ma ny pa tie nts b e ing  re fe rre d  o n a n 

urg e nt b a sis a nd  o n o ur wa iting  list.  Yo ur c o o pe ra tio n in no tifying  us 24 ho urs in a dva nc e  that yo u will 

no t b e  a b le  to  ke e p  yo ur a ppo intme nt will a llo w us to  o ffe r this time  to  a no the r pa tie nt.   If yo u do  no t 

sho w to  yo ur a ppo intme nt yo u a re  sub je c t to  no t b e ing  a llo we d to  re sc he dule . 

 

Insura nc e  po lic y: 

 

 If yo u do  no t have  insura nc e , we  re q uire  a  c a sh deposit a t the  time  o f yo ur visit.  The  a mo unt 

o f the  deposit will b e  de te rmine d b y estimating the  se rvic e s yo u will re c e ive  during  yo ur visit.  

The  re c e ptio nist will a dvise  yo u o n the  a mo unt re q uire d . 

 

 If yo u ha ve  Se c ure  Ho rizo ns, Pa c  Me d , Gro up He a lth, Re g e nc e  Se le c tio ns, TriWe st, Mo lina  o r 

Co mmunity He a lth Pla n o f Wa shing to n, yo u will ne e d  a  re fe rra l fro m yo ur prima ry c a re  

physic ia n in p la c e  b e fo re  a n a ppo intme nt will b e  made . 

 

 If yo ur insura nc e  re q uire s a  c o -pa y, we  will b e  c o lle c ting  the  c o -pa y a t the  time  o f yo ur visit.  

We  a po lo g ize , b ut we  do  no t b ill fo r c o -pa ys.  We  a c c e pt VISA a nd  MASTERCARD. 

 

We  lo o k fo rwa rd  to  pa rtic ipa ting  in yo ur c a re .  If yo u ha ve  a ny q ue stio ns, p le a se  c a ll o ur o ffic e  a t 

(206) 386-2700. 



REGISTRATION FORM 

 

PATIENT: 

 
Name (Last, First, M.I.)_______________________________________________________________________________ 

Street Address______________________________________________________________________________________ 

City_________________________________________________________State________________ZIP______________ 

Phones: home_(_____)________________work_(_____)____________________cell_(____)______________________ 

Date of Birth_________/_________/_________            Social Security Number_________/_________/_________ 

Gender   Male     Female Employment Status  Full time     Part time     Other_________________ 

Employer__________________________________________________________________________________________ 

Address___________________________________________________________________________________________ 

Marital Status          Single          Married           Divorced            Domestic Partner/Life Partner             Widow(er)  

PERSON RESPONSIBLE FOR MEDICAL BILL: 

Relation to patient   Self (Same as above)   Other_____________________________________________ 

Name (Last, First, M.I.)_______________________________________________________________________________ 

Street Address______________________________________________________________________________________ 

City_________________________________________________________State________________ZIP______________ 

Phones: home_(____)_____________________work__(____)____________________cell_(____)__________________ 

Date of Birth_________/_________/_________                        Social Security Number_________/_________/_________ 

Gender   Male     Female Employment Status  Full time     Part time     Other_________________ 

Employer__________________________________________________________________________________________ 

Address___________________________________________________________________________________________ 

Marital Status        Single          Married           Divorced            Domestic Partner/Life Partner             Widow(er)  

SPOUSE/LEGAL NEXT OF KIN:    Name:_____________________________________________________________ 

Phone:  home _(_____)________________________________  work_(____)___________________________________ 

REFERRING PHYSICIAN:   Name:__________________________________________________________________ 

Clinic:_____________________________________________  phone_________________________________________ 

Primary Care Provider:   Name:______________________________________________________________________ 

Clinic:_____________________________________________ phone__________________________________________ 



Neuro-ophthalmic Consultants Northwest 

A division of Seattle Radiologists, A.P.C.  
 
 
 

New Patient Data Collection Form               
 

Referred by:_______________________________________ Insurance:________________ 
 
Patient Name:______________________________________  DOB:____________________ 
 
Phone Numbers:  daytime:___________________________  cell:_____________________ 
 
Documentation of my medical workup pertinent to my eye diagnosis can be found 
with: 
 

PHYSICIAN PHONE DATE CONTACTED 

   

Optometrist:   

   

   

Ophthalmologist:   

   

   

Neurologist:   

   

   

 
 
My visual field test was done with Dr. __________________________________________ 
 
My MRI of the brain was done at _______________________________________________ 
 
Other tests performed are _____________________________________________________ 
 
 at _____________________________________________________________________ 
 
 
I understand that I will need to bring my MRI with me to my appointment. 
 
 Patient Signature:________________________________________________________ 



INSURANCE INFORMATION 

 

 

PRIMARY INSURANCE:    please provide copy of card 

Insurance company__________________________________________________________________________ 

Insurance policy holder (subscriber) ___________________________________________________________ 

Relationship to patient _______________________________________________________________________ 

Subscriber’s SSN _______/_______/_______        Subscriber’s Date of Birth _______/_______/_______ 

Employer__________________________________________________________________________________ 

Insurance claims address (found on back of card) __________________________________________________ 

City:________________________________________  State__________________  ZIP___________________ 

SECONDARY INSURANCE:    please provide copy of card 

Insurance company__________________________________________________________________________ 

Insurance policy holder (subscriber) ___________________________________________________________ 

Relationship to patient _______________________________________________________________________ 

Subscriber’s SSN _______/_______/_______        Subscriber’s Date of Birth _______/_______/_______ 

Employer__________________________________________________________________________________ 

Insurance claims address (found on back of card) __________________________________________________ 

City:________________________________________  State__________________  ZIP___________________ 

MEDICARE QUESTIONNAIRE 

I receive Medicare benefits   Part A   Part B   Both 

I receive Medicare benefits due to being age 65 or older   Yes    No 

I receive medical benefits as the result of my or my spouses current employment   Yes    No 

Please note:  Medicare by be your secondary coverage if you are receiving health benefits due to you or your 

spouse’s current employment. 

 

 

 

SIGNED______________________________________________  DATE_______/_______/_______ 

 

 



Neuro-ophthalmic Consultants Northwest 

 

FINANCIAL AGREEMENT WAIVER 

 

 

 
Patient Name:______________________________________________________________________________ 

 

Date of Birth:___________________________ Social Security Number:____________________________ 

 

I give permission to Neuro-ophthalmic Consultants Northwest for medical treatment, including laboratory and 

x-ray services.  I accept financial responsibility for all services provided, including any laboratory, x-ray and 

other ancillary care provided by other providers that I am referred to by Neuro-ophthalmic Consultants 

Northwest.  I understand that I am responsible for payment if my insurance does not pay or only pays a portion 

of the services I am provided by Neuro-ophthalmic Consultants Northwest and other contracted providers.  I 

authorize release of medical records by Neuro-ophthalmic Consultants Northwest and other contacted 

providers.  I authorize release of medical records to my insurance company as needed to process claims.  I am 

aware that I will receive a separate bill for any lab or x-ray services. 

 

My current insurance status is as follows: 

 

 I have insurance and do not need a referral. 

 

  I have insurance and require a referral for services provided by Neuro-ophthalmic Consultants 

Northwest.  I have informed by primary care physician that a referral is needed and have obtained one. 

 

 Although my insurance requires a referral to Neuro-ophthalmic Consultants Northwest, I do not have a 

referral from my primary care provider for services provided by Neuro-ophthalmic Consultants 

Northwest.  I understand that the services I receive from Neuro-ophthalmic Consultants Northwest is 

entirely my financial responsibility until I obtain an official authorization from my primary care provider 

listed with my insurance for these services. 

 

 I did not bring my medical insurance card/coupon and decline to reschedule my appointment with 

Neuro-ophthalmic Consultants Northwest.  I understand that the fee for services provided by Neuro-

ophthalmic Consultants Northwest is entirely my financial responsibility unless I can present my 

medical insurance card/coupon and/or authorization for services. 

 

 I choose to be seen for services outside the scope of my insurance coverage, provided by Neuro-

ophthalmic Consultants Northwest, and understand that I will be required to pay for these services in 

total.  I will pay the pre determined amount of deposit at the time of service. 

 

 I do not have insurance and will be paying for all services provided by Neuro-ophthalmic Consultants 

Northwest myself.  I will pay the pre determined amount of deposit at the time of service with the 

remainder of the charges to be billed to me at a later date. 

 

 Other:______________________________________________________________________________ 

 

 

 

Signed:____________________________________________________ Date:_________________________ 



Neuro-Ophthalmic Consultants Northwest 

MEDICAL HISTORY FORM 

 

 

Name:_________________________________________ Date:_________________________________________ 

Referred by:____________________________________ Primary Care MD:_____________________________ 

Occupation:____________________________________ Spouse/Partner Name: _________________________  

Age:_________________     Dominant Hand:        Right   Left   Ambidextrous  

 

Reason for this visit:________________________________________________________________________________ 

 

Other Medical Problems Past Surgeries 

  

  

  

  

  

  

 

Medications and dose schedule: 

1.__________________________ 4.__________________________ 7._______________________________ 

2.__________________________ 5.__________________________ 8._______________________________ 

3.__________________________ 6.__________________________ 9._______________________________ 

 

ALLERGIES: ____________________________________________________________________________________ 

 

Use of Tobacco: Never_____   Previously, but quit_____    Current packs per day____________ 

Use of Alcohol:  Never_____   Rarely_____   Moderately_____   Daily______ 

Recreational Drugs:   Never_____     Yes_____   Type/frequency______________________________________ 

 

Review of Systems:  Do you currently have any of the following problems? 

          No    Yes    If yes, please explain: 

Neurological problems (such as headaches, stroke, memory problems)                ______________________ 

Eye Disease (such as glaucoma, cataracts, wandering or lazy eye)                 ______________________ 

Chronic fever, unexpected weight loss, fatigue                    ______________________ 

Ear/Nose/Throat problems (e.g. hearing loss, sinus problems)                  ______________________ 

Heart problems (e.g. chest pain, irregular heart beat)                   ______________________ 

Respiratory problems (e.g. shortness of breath, wheezing, coughing)                 ______________________ 

Gastrointestinal problems (e.g. heartburn, abdominal pain, diarrhea)                ______________________ 

Urinary problems (e.g. pain, incontinence, blood in urine)                  ______________________ 

Endocrine problems (e.g. diabetes, thyroid disease, menstrual problems)                ______________________ 

Psychiatric problems (e.g. depression, anxiety, anger problems)                 ______________________ 

Hematology problems (e.g. HIV, Hep C)                    ______________________ 

  

Family Medical History:  Any immediate family members with a history of either eye or neurological disease? 

  No   Yes (if yes, please explain)__________________________________________________________________ 

_________________________________________________________________________________________________ 

          MD initials:______________________ 



NEW PATIENTS 

 

Yo u have  be e n re fe rre d to  o ur o ffic e  fo r a  me dic a l c o nditio n re quiring  the  highly 

spe c ia lize d se rvic e s o f o ur physic ians.  The  do c ume ntatio n o f e va luatio ns do ne  

by the  o the r me mbe rs o f yo ur c are  te am are  vita l fo r the  de live ry o f o ptimal 

c are  during  yo ur c o nsultatio n.    

 

Onc e  the  me dic a l re c o rd fro m yo ur re fe rring  physic ian is o bta ine d, Drs. Hamilto n 

and May will re vie w the  no te s to  asse ss ho w be st we  c an se rve  yo u.  Yo u may 

be  re quire d to  have  spe c ia lize d te sting  as part o f yo ur first visit, and o ur sta ff will 

be  guide d by tho se  re c o mme ndatio ns as the y make  yo ur appo intme nt. 

 

The  “Ne w Patie nt Data  Co lle c tio n”  fo rm will he lp us ide ntify the  physic ians who  

have  this info rmatio n.  If yo u are  ab le , we  ask that yo u c o mple te  the  fo rm and 

fax it to  us a t (206) 386-2703.  If faxing  is no t an o ptio n fo r yo u, we  will o bta in this 

info rmatio n whe n yo u c a ll fo r an appo intme nt.   Yo ur assistanc e  in c o ntac ting  

the se  physic ians and re que sting  the  re c o rds be  faxe d to  us will be  ve ry he lpful 

as so me  physic ian o ffic e s will re quire  yo ur pe rmissio n to  re le ase  yo ur re c o rds. 

 

Ple ase  c o mple te  the  “Ne w Patie nt Re g istratio n Fo rms”  and re turn by e mail, o r 

print and fax the m to  (206) 386-2703.  If ne c e ssary, bring  the m with yo u to  yo ur 

appo intme nt.  Any que stio ns that yo u may have  a fte r re vie wing  the se  fo rms c an 

be  answe re d whe n o ur sta ff c o ntac ts yo u fo r yo ur appo intme nt. 

 

We  have  inc lude d an appo intme nt c ard fo r yo u to  print o ff and use  as a  re mind 

o f yo ur appo intme nt: 

 

 

 

 

Appo intme nt Card 

 

I have  an appo intme nt with Dr. _________________________________________ 

 

o n ______________________________________  a t ___________________________ 

 
faile d appointme nts are  subje c t to not be ing re sc he dule d 

 

Ne uro -o phthalmic  Co nsultants No rthwe st 

No rdstro m Me dic al To we r 

1229 Madiso n  Suite  615 

Se attle , WA   98104 

206-386-2700 

 

 

 
 

 



PATIENT INFORMATION SECURITY 

 

 

HIPAA (Health Information Portability and Accountability Act) sets rules and limits on who can look at and 

receive your health information.  We, as a medical practice, are under obligation to provide you with a copy of 

the regulations and adhere to rules stated therein. 

 

To make sure that your information is protected in a way that does not interfere with your health care, your 

information can be used and shared: 

 For your treatment and care coordination 

 To pay doctors and hospitals for your health care  

 With your family, relatives friends or others YOU IDENTIFY who are involved in your health care, or 

your health care bills 

 

To assist us in knowing to whom and how you identify the communication of your medical information, please 

complete the following : 

 

  YES    NO  It is permissible to leave detailed information from this office regarding my 

    medical care on my home or work voice mail. 

 

  YES    NO  It is permissible to contact the other members of my care team or diagnostic  

    facilities for information pertaining to my current eye condition. 

 

  YES    Being over the age of 18, I understand that my medical information cannot be 

    released to any family member, (including my parent, spouse, partner), or friend 

that I have not designated below. 

 

 

I have been given a copy of the HIPAA policy. I authorize release of relevant medical information to the 

following persons/entities: 

 

Name_________________________________________ Relationship_______________________________ 

 

Phone________________________________________ 

 

Name________________________________________ Relationship_______________________________ 

 

Phone________________________________________ 

 

Name________________________________________ Relationship_______________________________ 

 

Phone________________________________________ 

 

Name________________________________________ Relationship_______________________________ 

 

Phone________________________________________  

 

 

SIGNATURE:  ____________________________________________ Date_______/_______/_______ 

 

 




