| Visual Ophthalmology Services |
PATIENT REGISTRATION FORM

Today's Date: Home Phone #;
Last Name: Work Phone #:
First Name: Ml Cell Phone #:
street Address: Email Address: ' @
City: State: Social Security#:
Zip Code: Sex (M/F) Spouse OR Parent’s Name:
Patient Age: Date of Birth: Referring Doctor’s Name:
Referring Doctor’s Phone #:
Name, Address & phone # of Emergency
Zontact:
Name & Address of who referred you to our
Practice:
PRIMARY INSURANCE SECONDARY INSURAI\;CE
Name of Carrier: Name of Carrier:
Insured’s Name: Insured’s Name:
nsured’s Date of Birth: Sex: Insured’s Date of Birth: Sex:
Patient’s Relationship to Insured: (Circle One): Patient’s Relationship to Insured: (Circle One):
Self Spouse Child Other Self Spouse Child Other
Insurance ID#: Insurance 1D#:
SIGNATURE ON FILE .
signature: Date:
| request that payment of authorized insurance benefits be made to | Visual Ophthalmology | | understand that | am financially responsible for all charges
whether or not paid by Insurance. | understand that if | Visual Ophthalmology [ has to pursue collection efforts in order to collect amounts | owe them, |

am responsible for any collection costs. | give my consent to release any information necessary and allow my signature to be used to insurance purposes only.

have been presented with a copy of the Notice of Privacy detailing how my health information may be used and disclosed as permitted under federal and
state law and outlining my rights regarding my health information.

Signature: Date:




EYE HEALTH HISTORY

Previous Eye Doctor: Circle “Yes” or “No” to indicate if you have:
Date of previous Eye Exam: Bloanishiot Eyes Ve No
Jo you wear glasses? Yes No Blurred Vision Yes No
o Burning Eyes Yes No
Jo you need a new prescription for glasses /contacts today? Cataraits Vs No
Yes No Color Vision, poor Yes No
Crossed Eyes Yes No
f yes, please note there jis no additional charges __“_j for Double Vision Yes No
'efra:ction (e-ve glasses/contact lens Rx) as it is ia covered Dry Eyes Yes No
service|medical insurances carriers. | - .
four insurance carrier may cover this service, please Inquire with the Sy Inisetian ' Yas R
-eceptionist. Glaucoma Yes No
For a New FITTING of contact lens (never worn CL) our fee is . Floaters Yes No
Loss of Vision Yes No
Watering Eyes Yes No
MEDICATIONS
Have you had ANY eye surgery? VYes No
-ist any medications you are currently taking, including eye
drops: What type?

HEALTH HISTORY
Name of your Medical Doctor:

Circle to indicate if YOU have or a family member has the following:

AIDS/HIV . yourself family member
PHARMACY Arthritis yourself family member
Asthma yourself family member
Pharmacy Name: Bleeding yourself family member
Blindness yourself family member
Pharmacy Address: Cancer yourself family member
Cataract yourself family member
Pharmacy Phone #: ( ) Diabetes yourself family member
Emphysema yourself family member
ALLERGIES Epilepsy yourself fam?ly member
Glaucoma yourself family member
High Blood Pressure  yourself family member
List all your allergies to medications or other substances: Lazy Eyes yourself family member
Migraine yourself family member
Shingles yourself family member
Thyroid « yourself family member
Tuberculosis yourself family member
DO YOU SMOKE? Yes No
Quit Smoking? When?
Signature: st Alcohol Use? Drinks / Day

Did you get your FLU Shot? Pneumonia Shot?



MEDICAL INFORMATION DISCLOSURE (HIPPA)
Effective April 14, 2003

i Imol ice oversees privacy matters in our office. You
may contact the office regarding any problems or cancerns regarding your medical
information. Federal law provides that we may use your protected health
information, without your specific authorization, for freatment of you, for
payment of services, or for health care operations. We may also disclose
information when it's required by law; such as for public health purposes,
child/elderly abuse, coroner/medical examiner, organ donation; funeral director,
department of health or OPMC, judicial-administrative proceeding, law
enforcement officials, or to avert serious health or safety threats, New York
state law provides additional protection for information regarding HIV/AIDS,
which will continue to be respected, We may contact you by mail or phone, at your
residence or place of work to remind you of appointments or to provide information
about you; unless you instruct us otherwise, we may leave a message for you on the
answering machine device or with the person who answers the phone. You may make
responsible requests, in writing for us to use alternate methods of communicating
with you in a confidential matter. Other users or disclosures of your medical
information will be made only with your written authorization. You have the right fo
revoke or revise any written authorization that you give. You have the right to
request restrictions on certain of the uses or disclosures described above; except
as stated below, we are not required to agree to such restrictions. You have the
right to inspect and obtain copies of your medical information (a reasonable fee will
be charged). You have the right to request amendments to your medical
information. Such requests must be in writing, and must state the reason for the
requested amendment. We will notify you as Yo whether we agree or disagree:; if we
disagree. if we disagree we will further notify you of your rights. You have the
right to request an accounting of any disclosures we make to you, or as permitted
by law as stated above. We are required by law fo maintain the privacy of
protected health information and to provide individuals with notice of our legal
duties and privacy practices. We are required to abide by the terms of this notice
as long as it is in effect. We reserve the right to revise the notice. If you want to
complain about viclations of your privacy rights, you have the right fo file a
complaint with this Office. No retaliatory action will be taken against you for any
complaint you may take.

Signature: Name (Print): Date:__/__/




