KLEIMAN EVANGELISTA EYE CENTER
PATIENT CONSENT FORM
Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about you. The
Notice contains a Patient Rights section describing your rights under the law. You have the right to review our Notice before signing
this Consent. White binders containing our Notice of Privacy Practices are located in the waiting areas-and at the check-in counter for
your review. The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you is used or disclosed for treatment, payment
or health care operations. We are not required to agree to this restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment and
health care operations. You have the right to revoke this Consent, in writing, signed by you. However, such a revocation shall not
affect any disclosures we have already made in reliance on your prior Consent. The Practice provides this form to comply with the
Health Insurance Portability and Accountability Act of 1996 (HIPAA).

The patient understands that:

Protected health information may be disclosed or used for treatment, payment or health care operations

The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice
The Practice reserves the right to change the Notice of Privacy Policies

The patient has the right to restrict the uses of their information but the Practice does not have to agree to those

restrictions
The patient may revoke this Consent in writing at any time and all future disclosures will then cease

The Practice may condition treatment upon the execution of this Consent.
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This Consent was signed by:
: Printed Name — Patient or Representative

Relationship to Patient (if other than patient):

Date:

Due to the Health Insurance Portability and Accountability Act (HIPAA) of 1996, the following information must be filled out by each
patient annually.

I authorize Kleiman Evangelista Eye Center to release my medical or insurance information as necessary to process my medical
claims and coordinate or manage my health care.

In the event a family member or caregiver attends my office visit and is in the exam room at the time of my evaluation and/or
treatment, I give Dr. Kleiman or Dr. Evangelista, and their staff members my permission to discuss freely my condition, treatment or
diagnosis with that person. YES /NO

HOME PHONE: May we leave a message? YES/NO

WORK PHONE: May we leave a message? YES/NO

CELL PHONE: May we leave a message? YES /NO

EMAIL ADDRESS: May we leave a message? YES/NO
MAY WE CALL YOUR NAME OUT LOUD IN OUR LOBBY? YES/NO

TO WHOM MAY WE DISCUSS FINANCIAL ISSUES RELATING TO TREATMENT & DIAGNOSIS?

PATIENT NAME SIGNATURE

(PATIENT OR REPRESENTATIVE)
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Patient Insurance Information

Thank you for choosing Kleiman-Evangelista Eye Center for your eye care needs. We are
constantly striving to improve the efficiency and quality of your care. Due to numerous
changes in the insurance industry we have changed our insurance policies. The new
policies are necessary for us to work effectively and will ultimately improve your care.

e Bring all current active insurance cards to every scheduled appointment.

e If filing with medical insurance, please contact your insurance carrier to verify your
medical and vision benefits.

e HMO Plans will require a referral. YOU must contact your primary care physician
PRIOR to your visit to obtain your referral. Call our office to verify the referral has been
received.

e ALL co-payments and fees will be collected at the time of service.

If you do not have ALL of the above listed items at the time of your visit, you will then
have the following options:

Reschedule your appointment
Pay for services rendered at the time of service

Filing your insurance is not a guarantee of payment, if payment is not received you as a
patient will be ultimately responsible for all unpaid services.

BY SIGNING THIS FORM, | ACKNOWLEDGE THE ABOVE AND
UNDERSTAND THAT IT IS MY RESPONSIBILTY TO PROVIDE THE
PHYSICIAN WITH ALL CORRECT INSURANCE INFORMATION. IF THE
CLAIM IS DENIED FOR ANY REASON | WILL BE FINANCIALLY
RESPONSIBLE FOR MY OFFICE VISIT.

SIGNATURE OF PATIENT DATE

Insurance Information

Primary Insured’s Name:

Patient’s Name:

Patient’s Relationship to Primary Insured: Self Spouse Child Parent

Primary Insured’s SS#: DOB:




Primary Insured’s Employer:

Insurance Plan Name;:

Insurance ID number: Group number:

Patient’s Primary Care Physician:

Primary Insured’s Home Address and Phone number, if different than Patients:

Secondary Insurance Information

Primary Insured’s Name:

Patient’s Name:

Patient’s Relationship to Primary Insured: Self Spouse Child

Primary Insured’s SS#: DOB:

Parent

Primary Insured’s Employer:

Insurance Plan Name:

Insurance ID number: Group number:

Patient’s Primary Care Physician:

Primary Insured’s Home Address and Phone number, if different than Patients:




REFRACTION POLICY

A refraction is the test where you are put behind a machine and are asked “which is clearer
number 1 or number 2”. The test is done to determine the best possible vision your eyes can see.
It also gives you a written prescription for new glasses.

We MUST do this test if your vision is worse than 20/25. Needing a new glasses
prescription is the most common reason why people are not seeing well. If you are not seeing
close to 20/20, and glasses do not help, then this information is used to look for a medical reason
why you are not seeing well. It may be cataract, glaucoma, retinal damage or another medical
condition.

WE WILL NOT DO THIS TEST UNLESS IT IS NECESSARY.
If a refraction is necessary, you will be responsible for the fee of $30 ($10 if over the age
of 60 as senior discount). WE DO NOT FILE THIS CHARGE TO INSURANCE COMPANIES and

you will be responsible for the fee even if your vision is not improved with a new prescription.

Patient’s Signature: Date:

PATIENTS PRIMARY CARE PHYSICIAN

DR’S NAME:

EMERGENCY CONTACT PERSON

NAME:

ADDRESS:

PHONE NUMBER:

RELATIONSHIP TO PATINET:
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