
Ellen R. Miller, M.D.
Dean Bancroft, O.D.

NOTE! **IF YOUR INSURANCE REQUIRES A REFERRAL IT MUST BE OBTAINED BEFORE YOUR
APPOINTMENT OR YOU WILL BE RESCHEDULED

NOTE! FOR YOUR INSURANCE TO BE BILLED, THE FOLLOWING SECTION MUST BE FILLED OUT
COMPLETELY AND A COPY OF YOUR INSURANCE CARD MUST BE MADE

SS # SS #

COMPLETE IN FULL ENTIRE FORM!!

MEDICAL INSURANCE:

CIRCLE:       DAD     /     MOM     /     SELF

CIRCLE:       DAD     /     MOM     /     SELF

GIVE INSURANCE CARDS TO FRONT DESK

VISION INS: (CIRCLE)  EYEMED  /  VSP  /  SPECTERA ID#:

SECONDARY INS:

POLICY #:

POLICY #:



__________ (INITIAL) I have received the Children’s Eye Center Notice of 
Privacy Practices and I have been provided the opportunity to review it.
Date _________________

I CERTIFY THAT I HAVE READ AND UNDERSTAND THE PRECEDING DOC-
UMENT AND THAT THE INFORMATION I HAVE PROVIDED IS CORRECT.

__________________________________         ________________________
SIGNATURE DATE

(THIS FORM EXPIRES ONE YEAR FROM THIS DATE.)

OUR OFFICE POLICY REQUIRES THE
FRONT OF THIS FORM MUST BE COMPLETED IN ITS ENTIRETY!

Ellen R. Miller, M.D.
Dean Bancroft, O.D.

8890 N. Union Blvd., #205
Colorado Springs, Colorado 80920
719/574-1654  Fax 719/574-5381


