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Ophthalmic Services Request / Authorization 
Nursing Facility:  ____________________ 
Resident:  __________________________ 

 
 _____ Yes:  I request to receive eye health services while a resident of this nursing facility.  I hereby 
assign all related medical and/or surgical benefits to Jeffrey D. Phillips, O.D., P.A. for services rendered 
to the resident below.  I hereby authorize the release of any information necessary for Jeffrey D. Phillips, 
O.D., P.A. to secure payment for services rendered.  If my health insurance denies or excludes payment 
for the service, I agree to be personally responsible for payment. 
 
_____ Yes:  As legal representative for the resident listed above, I request that the resident receive eye 
health services while a resident of this nursing facility.  I hereby assign all related medical and/or surgical 
benefits to Jeffrey D. Phillips, O.D., P.A. for services rendered to the resident below.  I hereby authorize 
the release of any information necessary for Jeffrey D. Phillips, O.D., P.A. to secure payment for services 
rendered.  If the resident’s health insurance denies or excludes payment for the service, I agree to be 
personally responsible for payment. 
 
______ Yes:  As an authorized employee of the facility, I have contacted the resident’s legal 
representative by telephone and have received authorization for services to be rendered and the release of 
any information necessary for Jeffrey D. Phillips, O.D., P.A. to secure payment for services rendered. If 
the resident’s health insurance denies or excludes payment for the service, the legal representative has 
agreed to be personally responsible for payment. 
 
   __________________________________               ____________ 
   Signature of Resident                                                Date 
 
   __________________________________             ____________   
    Signature of Legal Representative                             Date 
 
  __________________________________    ____________  
   Signature of Authorized Facility Employee   Date 


