We are pleased to welcome you to our
practice. Please take a few minutes to fill out
this form as completely as you can. If you
have questions we will be glad to help you.

EAWELCOME

ATIENT INFORMATION

Date

SS/HIC/Patient ID #

Who is responsible for this account?

Patient Name

Relationship to Patient

Insurance Co.

Patient Employer/School

Dr.

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate SS#

Last Name
Group #
First Name Middle Initial Is patient covered by additional insurance? []Yes [ No
Address Subscriber’s Name
City Birthdate SS#
State Zip Relationship to Patient
E-mail Insurance Co.
Sex (1M [JF Age Birthdate Group #
" " § ; ASSIGNMENT AND RELEASE
U Married L] Widowed L Single [ Minor | certify that |, and/or my dependent(s), have insurance coverage with
[] Separated [] Divorced [ Partnered for years and assign directly to
! Name of Insurance Company(ies) ;
Occupation

all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance

benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Spouse’s Employer

Signature of Patient, Parent, Guardian or Personal Representative

Whom may we thank for referring you?

Please print name of Patient, Parent, Guardian or Personal Representative

Date

Relationship to Patient

PHONE NUMBERS

Home ( ) Cell ( ) Spouse’s Work Phone ( ) Ext
Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home ( ) Cell ( ) Work Phone ( ) Ext

Physician’s Name

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

e Bloodshot Eyes [OYes [JNo Floaters or Spots [1Yes [JNo

Dale of iast vish Blurred Vision — Distance [JYes [No Glaucoma [OYes [JNo
Date of last eye exam Blurred Vision — Near [OYes [1No Headaches [OYes [JNo
Burning Eyes dYes [JNo ltching Eyes [dYes [JNo

Name of doctor Cataracts [JYes [No Light Sensitive [JYes [No
Do you wear glasses? []Yes []No Color Vision, Poor g Yes E[ :o Loss of Vision g zes S No
: 4 Crossed Eyes Yes 0 Migraine Headaches es No
Egt;i;?ngme % CD)ﬁ‘c;;s;onally 0TV Discharge from Eyes [JYes []No Night Vision, Poor [JYes []No
Dizzy Spells [JYes [JNo Red Eyes [dYes [1No

Do you wear contacts? []Yes []No Double Vision [IYes [INo  Seeing Halos [JYes [JNo
Type Hours/Day Dry Eyes [OYes [1No Seeing Flashes [OYes [JNo
Describe any problems you have with your Eye Infection [IYes [INo Temporary Loss of Vision [1Yes []No
contacts Eye Injury [dYes [No Twitching Eyelid [JYes [ONo
Eye Strain [JYes [ No Vision Poor [JYes []No

Fainting Spells, Blackouts [1Yes []No Watering Eyes [JYes []No

{Vers.0255804)

-OVER-~-

#21783 — © 2004 Medical Arts Press® 1-800-328-2179



HEALTH HISTORY

Physician’s Name Date of last visit

Place a mark on “Yes” or “No” to indicate if you have had any of the following. Also place a mark to indicate if a blood relative has had any of the
following problems.

Yourself Family Members Yourself Family Members

AIDS/HIV [dYes [ONo [JYes [No Hepatitis (Type ) [OYes [INo [JYes [JNo
Arthritis [JYes [(JNo [JYes [1No High Blood Pressure [JYes [JNo [JYes []No
Artificial Heart Valve [JYes [JNo [JYes []No Kidney Disease [OYes [JNo [JYes []No
Artificial Joints [1Yes [[IJNo [JYes [1No Lazy Eye [dYes [(JNo [JYes [No
Asthma [JYes [[INo [dYes [No Lupus [OYes [ONo [JYes []No
Bleeding [OYes [ONo [JYes []No Migraine Headaches [OYes [(JNo [JYes []No
Blindness [OYes [ONo [Yes [INo Pacemaker [OYes [ONo [JYes []No
Cancer [OYes [ONo [Yes [1No Poor Color Vision [OYes [OJNo [JYes [JNo
Cataracts [OYes [ONo [Yes [INo Retinal Disease [OYes [ONo [JYes [JNo
Chemical Dependency [dYes [[ONo [JYes [1No Rheurnatic Fever [OYes [OJNo [JYes []No
Diabetes [OYes [ONo [JYes []No Shingles [dYes [INo [JYes [1No
Drug Sensitivity [OYes [ONo [Yes [INo Skin Conditions [dYes [ONo [JYes [JNo
Emphysema [OdYes [OJNo [JYes [INo Stroke [IYes (ONo [JYes [INo
Epilepsy [OYes [ONo [JYes [No Thyroid Conditions [OYes [ONo [JYes []No
Eye Surgery [OYes [OJNo []Yes []No Tuberculosis [dYes [INo [JYes [1No
Glaucoma [dYes [[JNo [JYes [No Turned Eye [OYes [INo [JYes []No
Hay Fever [OYes [(OJNo [JYes []No Are you pregnant? Number of children
Heart Condition [OYes [[INo [JYes []No Tobacco use Alcohol use

MEDICATIONS ALLERGIES
List any medications you are currently taking, including eye drops: List your allergies to medications or other substances:

Pharmacy Name

Phone ( )

MEDICARE/MEDIGAP AUTHORIZATION

| request that payment of authorized Medicare benefits and, if applicable, Medigap benefits, be made either to me or on my behalf to

for any services furnished to me by that provider.

Name of Doctor or Clinic

To the extent permitted by law, | authorize any holder of medical or other information about me to release to the Centers for Medicare and Medicaid Services, my Medigap
insurer, and their agents any information needed to determine these benefits or benefits for related services.

Signature of Beneficiary, Guardian or Personal Representative Date

Please print name of Beneficiary, Guardian or Personal Representative Relationship to Beneficiary

AN

N/
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1. Our Pledge Reg | Information

The privacy of your medical information is imp:
We understand that your medical information,
we are committed to protecting it. We create
care and services you receive at our organi.
this record to provide you with quality car
with certain legal requirements. This noti
the ways we may use and share medica
you. We also describe your rights and
regarding the use and disclosure of

Law Requires Us to:
1. Keep your medical information

practices, and your rights regardi
3. Follow the terms of the curren\
We Have the nght to:

1. Change our privacy practices ;
notice at any time, provided that ‘he
permitted by law.

2. Make the changes in our priv:
terms of our notice effective for al
that we keep, including information pr
received before the changes. =~ .

Notice of Change to Privacy Practices:

1. Before we make an important change in our privacy
practices, we will change this notice and make the new
notice available upon request.

3. Use and Disclosure of Your Medical Information

The following section describes different ways that we use
and disclose medical information. Not every use or disclo-
sure will be listed. However, we have listed all of the different
ways we are permitted to use and disclose medical informa-
tion. We will not use or disclose your medical information for
any purpose not listed below, without your specific written
authorization. Any specific written authorization you provide
may be revoked at any time by writing to us.

For Treatment:

We may use medical information about you to provide you
with medical treatment or services. We may disclose medical
information about you to doctors, nurses, technicians, med-
ical students, or other people who are taking care of you. We
may also share medical information about you to your other
health care providers to assist them in treating you.

For Payment:

We may use and disclose your medical information for
payment purposes. A bill may be sent to you or a third-party
payer. The information on or accompanying the bill may
include your medical information.

NOTICE OF PRIVACY PRA.

iously c;réatéd or

slonal Judgment to make decisions in yourvbest i
about allowing someone to pick up medicine, medical sup-
plies, x-ray or medical information for you.

Disaster Relief:
We may share medical information with a public or private
organization or person who can legally assist in disaster
relief efforts.

Fundraising:

We may provide medical information to one of our affiliated
fundraising foundations to contact you for fundraising
purposes. We will limit our use and sharing to information
that describes you in general, not personal, terms and the
dates of your health care. In any fundraising materials, we
will provide you a description of how you may choose not to
receive future fundraising communications.

Research in Limited Circumstances:

We may use medical information for research purposes in
limited circumstances where the research has been
approved by a review board that has reviewed the research
proposal and established protocols to ensure the privacy of
medical information.

Funeral Director, Coroner, Medical Examiner:
To help them carry out their duties, we may share the med-
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ical information of a person who has died with a coroner,
medical examiner, funeral director, or an organ procurement
organization.

Specialized Government Functions:
Subject to certain requirements, we may disclose or use
health information for military personnel and veterans, for
national security and intelligence activities, for protective ser
ices for the President and others, for medical suitability d
minations for the Department of State, for correctional i
tions and other law enforcement custodial situations, ai
government programs providing public benefits.

Court Orders and Judicial and
Administrative Proceedings:

We may disclose medical information in respo
or administrative order, subpoena, discovery ré
lawful process, under certain circumstance
cumstances, such as a court order, warran
subpoena, we may share your medical info
enforcement officials. We may share limitg
law enforcement official concerning the m
a suspect, fugitive, material witness, crir
person. We may share the medical infol
or other person in lawful custody with
cial or correctional institution under ce

Public Health Activities:
As required by law, we may disclose
to public health or legal authorities
preventing or controlling disease, inj
including child abuse or neglect. We
medical information to persons subji
Food and Drug Administration for
adverse evenis associated with prog
to enable product recalls, repairs o
products, or to conduct activities req
Drug Administration. We may also,
by law to do so, notify a person who.
to a communicable disease or otherwi
tracting or spreading a disease or conditic

Victims of Abuse, Neglect, or Domestic Viole
We may use and disclose medical inic
authorities if we reasonably believe that you are a poss
victim of abuse, neglect, or domestic violence or the possi
victim of other crimes. We may share your medical informa-

tion if it is necessary to prevent a serious threat to your health

or safety or the health or safety of others. We may share
medical information when necessary to help law enforcement
officials capture a person who has admitted to being part of a
crime or has escaped from legal custody.

Workers Compensation:

We may disclose health information when authorized or
necessary to comply with laws relating to workers
compensation or other similar programs.

Health Oversight Activities:

We may disclose medical information to an agency providing
health oversight for oversight activities authorized by law,
including audits, civil, administrative, or criminal investigations
or proceedings, inspections, licensure or disciplinary actions,
or other authorized activities.

Law Enforcement:

Under certain circumstances, we may disclose health
information to law enforcement officials. These circumstances
include reporting required by certain laws (such as the report-
ing of certain types of wounds), pursuant to certain subpoe-
nas or court orders, reporting limited information

concerning identification and location at the request of a law

4. Your Individual Rights

reasons f we deny your request we Wlll provnde you

with a written explanation. You may respond with a state-
‘ment of dlsagreement that will be added to the informa-
tion you wanted changed. If we accept your request to
change the information, we will make reasonable efforts
to tell others, including people you name, of the change
and to include the changes in any future sharing of that
information.
6. If you wish to receive a paper copy of this privacy notice,

then you have the right to obtain a paper copy by making

a request in writing to our Privacy Officer.

Questions and Complaints

If you have any questions about this notice, please ask the
receptionist to speak to our Privacy Officer.

If you think that we may have violated your privacy rights, you
may speak to our Privacy Officer and submit a written com-
plaint. To take either action, please inform the receptionist that
you wish to contact the Privacy Officer or request a

complaint form. You may submit a written complaint to the
U.S. Department of Health and Human Services; we will
provide you with the address to file your complaint. We will
not retaliate in any way if you choose to file a complaint.

*These privacy practices are currently in effect and will remain in effect until further notice.




PRIVACY PRACTICES ACKNOWLEDGEMENT

Fhave received the Notice of Privacy Practices and | have been provided an opporiunity 1o review it,

Name

Birthdate

Signature

Date
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