PATIENT REGISTRATION

PATIENT INFORMATION:

Patient Name. Today’s Date
Last First Middle

Home Address

City State Zip Code

Home Phone Cell Phone

E-mail address Marital Status ~ Single Married Divorced Widowed
Social Security Number Date of Birth Age_ Gender M F
Employer/Parent’s Employer Occupation

Work Address Work Phone

City State Zip Code

Spouse name (Parent name if minor) Spouse/Parent Work Phone

Person to notify in case of emergency (other than spouse)

Phone number (s) Relationship

PHARMACY INFORMATION:

()
Preferred Pharmacy Street Address City State Phone #
PHYSICIAN INFORMATION:
()
Primary Care Physician (PCP) Street Address City State Phone #
()
Referring Provider’s Name and Specialty Street Address City State Phone #
()
Other Physician’s Name and Specialty (if any) Street Address City State Phone #
()
Optometrist’s Name (if you have one) Street Address City State Phone #
Primary Insurance Company
Certificate or ID# Group # Effective Date
Subscriber/Insured Name Relationship to Patient
Social Security Number Date of Birth Employer
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PATIENT REGISTRATION (Cont.)

Secondary Insurance Company

Certificate or ID# Group # Effective Date
Subscriber/Insured Name Relationship to Patient
Social Security Number Date of Birth Employer

Third Insurance Company (if any): Subscriber/Insured Name:

| certify that | (or my dependent) have insurance coverage as stated above and agree to have insurance payments made directly to Retina and Vitreous
of San Antonio PLLC to be applied to my account for services rendered. | understand that | am financially responsible for all charges incurred in the
event that my insurance denies payment. | am aware there may be additional collection and/or attorney’s fees if my account is referred for collection.
For patients covered by Medicare the patient will be responsible for 20% of the Medicare allowable charges plus any deductibles, coinsurance and
uncovered charges that apply.

Patient’s signature Today’s date
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Patient Name:

Date of Birth: Date:

Height: Weight: Sex: Male / Female Primary Care Physician:
CONDITIONS: Circle any and all conditions that apply to you or check none. NONE
GENERAL: fever, heat stroke, weight loss, weight gain, fatigue, insomnia, headaches

EYES:

cataract, glaucoma, detached retina, blindness, lazy eye, eye
injury/tfrauma, corneal problems, macular degeneration

EARS, NOSE, THROAT:

hard of hearing, earache, dry mouth, sinus/allergy, hoarseness, vertigo

CARDIOVASCULAR:

high B/P, heart attack, chest pain, congestive heart failure, racing pulse,
high cholesterol, irregular heartbeat, palpitations, pace maker

RESPIRATORY:

congestion, cough, wheezing, short of breath, asthma, COPD,
emphysema, TB exposure

GASTROINTESTINAL:

Upset stomach, diarrhea, constipation, hernia, ulcers, nausea, GERD

GENITOURINARY:

painful/ frequent urination, impotence, kidney stones, blood in urine

FEMALES:

Are you pregnante Are you nursing?

MUSCULOSKELETAL:

joint pain, stiffness, swelling, cramps, fibromyalgia, rheumatoid
arthritis, lupus, other type arthritis, osteoporosis

DERMATOLOGIC:

pimples, acne, warts, growths, rash, rosacea, melanoma

NEUROLOGICAL:

numbness, headache, seizures, paralysis, stroke, dementia, memory loss,
Alzheimer’s, Parkinson’s

PSYCHIATRIC: anxiety, depression
ENDOCRINE: diabetes, hypothyroid, hyperthyroid, increased thirst, Graves Disease
HEMATOLOGY: bleeding, anemia, blood clots, problems related to blood transfusions

ALLERGIC/IMMUNOLOGIC:

sinus, sneezing, swelling, redness, itching, hives, lupus, HIV, Herpes
Simplex Virus, Sjogren's Syndrome, rheumatoid arthritis

CANCER:

breast, prostate, lung, skin, colon , other

List Any Eye Procedures You Had: List Any Other Surgeries You Have Had:

List Any Other Diagnosis Not Listed Above:

FAMILY HISTORY: Has any member of your immediate family (blood relatives) have/had these diseases?

Disease/Condition Family Member Disease/Condition Family Member
Lazy Eye yes no | Mother Father Sibling Grandparent Heart Disease yes no | Mother Father Sibling Grandparent
Macular Degeneration yes no | Mother Father Sibling Grandparent Hypertension yes no Mother Father Sibling Grandparent
Blindness yes no | Mother Father Sibling Grandparent Stroke yes no Mother Father Sibling Grandparent
Retinal Disorders yes no | Mother Father Sibling Grandparent Thyroid Disease yes no | Mother Father Sibling Grandparent
Cataracts yes no | Mother Father Sibling Grandparent Arthritis yes no | Mother Father Sibling Grandparent
Glaucoma yes no | Mother Father Sibling Grandparent Cancer yes no | Mother Father Sibling Grandparent
Diabetes yes no | Mother Father Sibling Grandparent Type of Cancer: Mother Father Sibling Grandparent
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FAMILY MEDICAL HISTORY CONTINUED:
Is mother deceased? Y / N If yes- cause of death? Age at death?
Is father deceased? Y / N If yes- cause of death? Age at death?

SOCIAL HISTORY:

Circle: Student Homemaker Employed Retired Circle: Single Married Separated Divorced Widowed

Do you use Tobacco? Yes / No Cigarettes / Smokeless # Packs/Times a Day # of Years
Do you use Alcohol?  Yes / No Rarely Daily Weekly 1-2 drinks 2-4drinks  Other

Substance Abuse? Yes / No Rarely Daily Weekly

LIST ANY DRUG ALLERGIES:

List all Prescriptions and Over the Counter medications you are taking: (Including Eye Drops)

If you have a list, please give to receptionist to copy in lieu of filling out form: REVIEWED:
Medication Dosage | Taken how often ? | Route Reason for Currently Taking Staff | Date
Name PRN= when needed taking Yes No
) Oral
T d — -
— ‘mesady __ Topical
or PRN Injection
) Oral
T d — -
— limesaday __Topical
or PRN Injection
) Oral
T d — -
— limesaday __ Topical
or PRN Injection
: Oral
T — }
imes a day ~ Topical
or PRN Injection
: Oral
T — ;
imes a day ~ Topical
or PRN Injection
: Oral
T J—
imes a day ~ Topical
or PRN Injection
. ___Oral
Times a day ~ Topical
or PRN Injection
. ___Oral
Times a day ~ Topical
or PRN Injection
: Oral
Ti d — -
imes a cay __ Topical
or PRN ___Injection
: Oral
Ti d — -
imes a cay __ Topical
or PRN Injection
) Oral
T d — -
— 'mesady __ Topical
or PRN ___Injection
Patient Signature: Date:
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FINANCIAL POLICY

We are committed to providing you with quality care, and we are pleased to discuss our professional fees with you
at any time. Your clear understanding of our financial policy is important to our professional relationship. Please ask
if you have any questions about our fees, financial policy, or your responsibilities as our patient. It is your
responsibility to contact our office to notify us of any changes to your information, such as a change in address,
telephone number, or insurance information.

You must complete and sign our Financial Policy before care is rendered.

e Payment is due at the time of services, including copayments, deductibles, and coinsurance as applicable. If
you are uninsured or if you are not insured by a plan we do business with, payment in full is expected at
time of services.

e If you are insured, You must bring your insurance information and a photo ID to every appointment to
ensure correct processing of all insurance claims. If you are insured by a plan we work with but do not have
your up-to-date insurance card, payment in full is required at time of services if we cannot verify your
coverage.

e Itis your responsibility to understand your insurance policy and benefits.

e We file insurance claims as a courtesy to our patients. Your insurance company may need you to provide
certain information directly to the insurance company. You are responsible for complying with their request.

e If your insurance company denies payment because of benefit limitations or noncovered setrvices, you will
be responsible for the charges.

e If your insurance company needs any additional information, you are responsible for providing it to the
insurance company.

e There is a $50 fee for all returned checks.

e We reserve the right to bill you for a missed or “no-show” appointment without appropriate notice of
cancellation. If you do not show up for an appointment or cancel with less than 24 hours’ notice, you will be
charged $50. Patients with three missed appointments may be terminated from the practice.

e There is a $10 fee for copies of medical records and a $30 fee for completing Disability and FMLA forms.

I have read, understand, and been allowed to ask questions about this policy. I agree to comply with the policy as
described.

Patient Signature Date
Responsible Party Signature/Relationship Date
Printed Name Date
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NOTICE OF PATIENT RIGHTS AND RESPONSIBILITIES

This document is meant to inform our patients of their rights and responsibilities while they are
undergoing medical care. To the extent permitted by law, patient rights may be delineated on behalf
of the patient to the patient’s guardian, next of kin, or legally authorized responsible person if the
patient (a) has been adjudicated incompetent in accordance with the law, (b) is found to be medically
incapable of understanding the proposed treatment or procedure, (c) is unable to communicate his,
her, or their wishes regarding treatment, or (d) is a minor. If there are any questions regarding the
contents of this notice, please notify any staff member.

Patient Rights

1. Access to Care. You will be provided with impartial access to treatment and services within this
practice’s capacity and availability and in keeping with applicable laws and regulations. This is
true regardless of race, creed, sex, national origin, religion, sexual orientation, gender identity,
disability or handicap, or source of payment for care or services.

2. Respect and Dignity. You have the right to considerate, respectful care and services at all
times and under all circumstances. This includes recognition of psychosocial, spiritual, and

cultural variables that may influence the perception of your illness.

3. Privacy and Confidentiality. You have the right, within the law, to personal and informational
privacy. This includes the right to:

e Be interviewed and examined in surroundings that ensure reasonable privacy

e Have a person of your own sex present during a physical examination or treatment

e Not remain disrobed any longer than is required for accomplishing treatment or services
e Request transfer to another treatment room if a visitor is unreasonably disturbing

e Expect that any discussion or consultation regarding care will be conducted discreetly

e Expect all written communications pertaining to catre to be treated as confidential

e Expect medical records to be read only by individuals directly involved in care, quality-
assurance activities, or the processing of insurance claims. No other persons will have access
without your written authorization.

4. Personal Safety. You have the right to expect reasonable safety regarding the practice’s
procedures and environment.

5. Identity. You have the right to know the identity and professional status of any person

providing services and which physician or other practitioner is primarily responsible for your
care.
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0.

10.

11.

Information. You have the right to obtain complete and current information concerning your
diagnosis (to the degree known), your treatment, and any known prognosis. This information
should be communicated in terms that you understand.

Communication. If you do not speak or understand the predominant language of the
community, you should have access to an interpreter. This is particularly true when language
barriers are a continuing problem.

Consent. You have the right to information that enables you, in collaboration with the
physician, to make treatment decisions.

e Consent discussions will include an explanation of the condition, the risks and benefits of
treatment, and the consequences of no treatment.

e Except in the case of incapacity or life-threatening emergency, you will not be subjected to
any procedure unless you provide voluntary, written consent.

¢ You will be informed if the practice proposes to engage in research or experimental projects
affecting its care or services. If it is your decision not to take part, you will continue to
receive the most effective care the practice otherwise provides.

Consultation. You have the right to accept or refuse medical care to the extent permitted by
law. However, if refusing treatment prevents the practice from providing appropriate care in
accordance with ethical and professional standards, your relationship with this practice may be
terminated upon reasonable notice.

Charges. Regardless of the source of payment for care provided, you have the right to request
and receive itemized and detailed explanations of any billed services.

Rules and Regulations. You will be informed of the practice’s rules and regulations concerning
your conduct as a patient at this facility. You are further entitled to information about the
initiation, review, and resolution of patient complaints.

Patient Responsibilities

Keep Us Accurately Informed. You have the responsibility to provide, to the best of your
knowledge, accurate and complete information about your present complaints, past illnesses,
hospitalizations, medications, and other matters relating to your health, including unexpected
changes in your condition.

Follow Your Treatment Plan. You are responsible for following the treatment plan
recommended by the physician. This may include following the instructions of health care
personnel as they carry out the coordinated plan of care, implement the physician’s orders, and
enforce the applicable practice rules and regulations.

Keep Your Appointments. You are responsible for keeping appointments and, when unable to
do so for any reason, for notifying this practice.
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4. Take Responsibility for Noncompliance. You are responsible for your actions if you do not
follow the physician’s instructions. If you cannot follow through with the prescribed treatment
plan, you are responsible for informing the physician.

5. Be Responsible for Your Financial Obligations. You are responsible for ensuring that the
financial obligations of health care services are fulfilled as promptly as possible and for providing
up-to-date insurance information.

6. Be Considerate of Others. You are responsible for being considerate of the rights of other
patients and personnel and for assisting in the control of noise, smoking, and the number of
visitors. You also are responsible for being respectful of practice property and property of other
persons visiting the practice.

7. Be Responsible for Lifestyle Choices. Your health depends not just on the care provided at

this facility but on the long-term decisions you make in daily life. You are responsible for
recognizing the effects of these decisions on your health.
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Patient Consent Form
For Use/Disclosure of Health Care Information

Retina and Vitreous of San Antonio PLLC has a detailed document called “Notice of Privacy Practices”. The Notice contains a
patient’s rights section describing your rights under the law. You ascertain that by your signature that you have reviewed and
understood our notice before signing this consent.

The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment,
payment, or healthcare operations. You have the right to restrict how your protected health information is used and disclosed for
treatment, payment, or healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this
agreement.

In general, there will be no other uses and disclosures of your protected health information unless you permit it. However,
sometimes the law may require the release of this information without your permission. These situations are unusual. One example
would be if a patient threatened to hurt someone.

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially anonymous
usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not be
retroactive.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.
By signing this form, | understand that:

+  Protected health information may be disclosed or used for treatment, payment, or healthcare operations.

+  The practice reserves the right to change the privacy policy as allowed by law.

« The patient has the right to restrict the use of the information, but the practice does not have to agree to those
restrictions.

« The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.

o  The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone? YES NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consent was signed by:

(PRINT NAME PLEASE)

Signature: Date:

Witness: Date:
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