Orlando Eye Associates
7682 Dr. Phillips Blvd., Suite A

Orlando, FL 32819

Phone (407)351-3880

Fax (407)351-4846
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Patient Registration

Please review, make necessary changes and supply any missing information.

Patient Name Salutation ‘
Date of Birth Age |

Sex ‘
Address

Address Type Home Business

Communication

Preference OHome OWork OCell OEmail
Home Phone # Work Phone # ‘ Extension
Cell Phone # Email |
Information

Primary Language Ethnicity
Race Employer
Marital Status Occupation
Referred by

Account Responsible
Responsible Salutation
Relationship
Address
Home Phone # Work Phone # Extension

Vision Insurance

Name Date of Birth
ID#

Medical Insurance - 1
Name Group Name
ID# Group #
Insured Date of Birth




MEDICAL HISTORY

Name: Date:
Current Physician Name/Number: () -
Current Pharmacy Name/Number: (D
Height: Weight:
Occupation:
CURRENT MEDICATIONS
Name Dose Frequency Starting Ending Physician Purpose
SURGICAL PROCEDURES
Date Procedure Physician Hospital notes
Tobacco Use: ONever Used Do you drink alcohol? ONever
ODiscontinued use OSocial
Check only those OChewing Tobacco OBeer, 3 Or Less Per Week
which apply to you OCigarettes, 1 Pack/Day OBeer, 4 Or More Per Week

OCigarettes, 1-3 Packs/Day
OCigarettes, <1 Pack/Day
OCigarettes

OCigars, 3 Or More/ Week
OCigars, Occasional

OLiquor, 3 Or Less Per Week
OLiquor, 4 Or More Per Week
OWine, 3 Or Less Per Week
OOWine, 3 Or More Per Week

OPipe
Recreational Drug ON/A Hobbies OFishing
Use: OCocaine OPiano

OCrack OPilot
Check only those OHeroin OSewing
which apply to you OOMarijuana OSports

OMethamphetami

ethamphetamine COther:

OSpeed




\ Date \

Name

Date of birth

Age |

General
health

Medication Allergies: Yes or No (if yes, please list below)

Personal Medical History:

Yes

No

Condition

Anxiety

Arthritis

Asthma

Atrial fibrillation

Cardiac arrest

Carotid artery occlusion

Chest pain

Chronic obstructive lung disease

Congestive heart failure

Dementia

Diabetes type 1

Diabetes type 2

Disorder of endocrine system

Eczema

Hypercholesterolemia

Hypertensive disorder, systemic arterial

No current problems or disability

Primary malignant neoplasm (cancer)

Are you currently pregnant or nursing?

If so please list due

date:

Family Medical History

Yes

No

Condition

Which Family Member

Hypertension

Amblyopia (lazy eye)

Blindness

Cataract

Diabetes

Arthritis

Cancer

Endocrine disease

Hashimotos

Hypercholesterolemia (High cholesterol)

Glaucoma

Retinal disorder

Strabismus

Signature
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Dr. Carl Gaterbaum
7682 Dr. Phillips Blvd., Suite A * Orlando, F1 32819 * (407) 351-3880

OFFICE PROCEDURE AGREEMENT

PATIENT LATE CANCELLATION AND NO SHOW FEES:

Patients are required to give our office a minimum 24-hour notice for all cancelled appointments.
Appointments cancelled less than 24-hours in advance, or patients who do not show for a scheduled
appointment will be charged a "no-show fee" of $25.

PRESCRIPTIONS:

Prescription refills will be processed within 24 hours of the request.

CELL PHONE USAGE:

Cell phones must be placed on silent or vibrate mode upon entering the office.

INSURANCE AND BILLING:

Current insurance cards must be presented at each visit. Orlando Eye Associates will submit insurarnce
claims to participating insurance companies on behalf of the insured patient. This service is being
provided as a courtesy, and the patient will be financially responsible for all services that are not paid in
full within 90 days of service.

PAYMENT OF SERVICES:

Co-pays, and unpaid balances must be paid in full at the time of visit. All self-pay, and non-participating
insurance patients must pay in full at time of service. We will gladly provide a receipt so that patients
can file for reimbursement from their insurance company.

NSF:
All returned checks will be charged a fee of $30. Once an NSF occurs, only credit cards or cash will be
accepted.

We thank you for your patience and understanding.

I have read and agree to abide by the office policies as stated above.

Signature of Patient or Responsible Party Date



Orlando Eye Associates
7682 Dr. Phillips Blvd, Ste A

Orlando, FL 32819
Ph(407)351-3880 Fax (407)351-4846 Email: info@orlandoeyeassociates.com

NOTICE OF PRIVACY PRACTICES

THISNOTICE OF PRIVACY PRACTICES ("NO
CANGET A

TICE")DESCRIBESHOW WEMAY USEORDISCLOSE YOURHEALTH INFORMATION ANDHOW YOU
CCESSTO SUCH INFORMATION.PLEASE READ ITCAREFULLY.

Your“health information,” for purposes of this N otice, isgenerally any inform ation that identifies you and is created, received, maintained ortransmitted by us inthe course of providing health care items or servicesto you
(referred to as *health information® in this N otice). W e are required by the Health Insurance Portability and A ccountability Actof 1996 ("HIPAA") and other applicable law s to maintain the privacy of your health inform ation,
to provide individuals with this Notice of our legal duties and privacy practices w ith respectto such information, and to abide by the terms of this Notice. W e are also required by law tonotify affected individuals following a

breach of their unsecured health information.

USESAND DISCLOSURES OF INFORMATION WITHOUT YOURAUTHORIZATION
Themostcommon reasonswhy weuseordisclose your health inform ation are for treatment, paymentor health care operations.Examplesof how we use ordisclose your health information for treatment purposes are: setting
up an appointment for you; testing or examining your eyes; prescribing glasses, contact lenses, or eye medications and faxing them to be filled; showing you low vision aids; referring you to another doctor or clinic for eye
care or low vision aids or services; or getting copiesof your health information from another professional that you may have seen before us. Examplesof how weuse ordisclose your health information for payment purposes
are:asking you about your health or vision care plans, or other sources of payment; preparing and sending bills or claims; and collecting unpaid amounts (either ourselves orthrough a collection agency or attorney). "H ealth
care operations' mean those adm inistrative and managerial functions that we mustcarry outin orderto run our office. Examples of how we use ordisclose your health information for health care operations are: financial or
billing audits; internal quality assurance; personnel decisions; participation in managed care plans; defense of legal matters; business planning;and outside storage of our records

OTHER DISCLOSURESAND USESWE MAY MAKE WITHOUT YOURAUTHORIZATION ORCONSENT

Insome limited situations, the law allows orrequiresusto useor disclose your health inform ation withoutyour consentorauthorization. Notall of these situations willapply to us;some may nevercome up atouroffice at
all. Such usesordisclosures are

hen a state or federal law mandates that certain health information be reported for a specific purpose;

rpublic health purposes, such as contagious disease reporting, investigation or surveillance; and notices to and from the federal Food and Drug Administration regarding drugsormedical devices;

sclosures to governmental authorities about victims of suspected abuse, neglect or domestic violence;

esand disclosures for health oversight activities, such as for the licensing of doctors; for audits by M edicare or M edicaid; or forinvestigation of possible violations of health care law s;

sclosures for judicial and adm inistrative proceedings, such asinresponse to subpoenasorordersofcourtsoradministrative agencies;

sclosures for law enforcement purposes, such as to provide information about someone who isorissuspected to be a victim of a crime; to provide information abouta crime at our office; or to reporta crime that happened
somewhere else;

sclosure to a medical examiner to identify a dead person orto determine the cause of death; orto funeral directorstoaid in burial; orto organizations thathandle organ or tissue donations;

esordisclosures for health related research;

esand disclosuresto prevent a serious threat to health or safety;

esordisclosures for specialized government functions, such as forthe protection of the president or high ranking government officials; for law ful nationalintelligence activities; for military purposes; or for the evaluation and
health of membersofthe foreign service;

sclosures of de-identified inform ation

sclosures relating to worker's compensation programs;

sclosures of a "limited data set” for research, public health, or health care operations;

cidental disclosures that are an unavoidable by-productofpermitted usesordisclosures;

sclosures to "business associates" and their subcontractorswho perform health care operations for usand who committo respectthe privacy of your health information in accordance with HIPAA;

herusesspecified by state law

Unlessyou object, we will also share relevant information aboutyour care with any of your personal representatives who arehelping you with your eye care. Upon your death, we may disclose to your family membersor to
other persons who wereinvolved in your care or payment for heath care prior to your death (such as your personal representative) health information relevant to their involvement in your care unless doing so is inconsistent
with your preferences asexpressed to usprior to your death.

SPECIFIC USESAND DISCLOSURESOF INFORMATION REQUIRING YOURAUTHORIZATION

The following are some specific usesand disclosureswe may notmake of your health informationwithoutyour authorization:

M arketing activities. W e mustobtain your authorization priorto using or disclosing any of your health information for marketing purposes unlesssuchmarketing communications take the form of face-to-face
communicationswe may make with individualsor promotional giftsofnominalvalue thatwemay provide. If such marketing involves financial paymentto usfrom a third party your authorization mustalsoinclude consent
to such payment

Sale of health information. Wedonotcurrently sell orplan to sell your health information and we mustseek your authorization priorto doing so

Psychotherapy notes. Although we do notcreate or maintain psychotherapy noteson ourpatients, we are required to notify you that we generally must obtain your authorization prior to using or disclosing any such notes.

YOURRIGHTS TO PROVIDE AN AUTHORIZATION FOROTHER USESAND DISCLOSURES

Otherusesand disclosures of your health information that are notdescribed in this Notice will be made only with your written authorization. You may give us written authorization perm itting usto use your health
information orto disclose it to anyone forany purpose. W e will obtain your written authorization for uses and disclosures of your health information thatare notidentified in thisN otice or are nototherw ise permitted by
applicable law. We mustagreeto your requestto restrict disclosure of your health information to a health plan if the disclosure isforthepurpose of carrying outpaymentorhealth care operationsand isnototherwise
required by law and such information pertains solely to a health care item or service for which you have paid in full (orfor which another person other than the health plan has paid in full on your behalf).

Any authorization you provide to usregarding the use and disclosure of your health information may be revoked by you in writing at any time. A fter you revoke your authorization, we will no longer use or disclose your
health inform ation for the reasons described in the authorization. However,we are generally unable to retract any disclosures thatwemay have already made with your authorization. W e may also be required to disclose
health inform ation asnecessary for purposesof paymentfor services received by you prior to the date you revoked your authorization.

YOURINDIVIDUAL RIGHTS

Youhavemany rightsconcerning the confidentiality of your health inform ation. Y ou have the right:

Torequestrestrictionson the health information wemay useand disclose for treatment, paymentand health care operations. W earenotrequired to agree to these requests. To requestrestrictions, please send a
written request to us at the address below .

Toreceiveconfidential communications of health information aboutyou in any manner other than described in our authorization requestform.Youmustmake such requestsin writing to the address helow .
However, wereserve the right to determ ine if we will be able to continue your treatment under such restrictive authorizations.

Toinspector copy your health information.Y ou must make such requestsin writing to the address below . If you request a copy of your health information we may charge you a fee forthe costof copying, mailing orother
supplies. In certain circum stanceswe may deny yourrequestto inspectorcopy your health inform ation, subject to applicable law.To amend health information. If you feel that health inform ation we have aboutyou is
incorrectorincomplete, you may ask usto amend the information. To request an amendment, you must write to us atthe address below.Y ou mustalso give usareasontosupportyourrequest. W emay deny yourrequestto
amend your health information if itisnotin writing ordoesnotprovide areason to supportyourrequest. W e may also denyyourrequestifthe health information wasnotcreated by us, unlessthe person that created the
information isno longer available to make the amendmentisnotpartofthe health information keptby or forus,isnotpartofthe information you would be permitted to inspect orcopy, orisaccurate and complete.
Toreceivean accounting of disclosures of your health information.Y ou mustmake such requestsin writing to the address below. Notall health information is subjectto thisrequest. Y our request must state a time period
forthe information you would like to receive, no longer than 6 yearspriorto the date of your requestand may notinclude datesbefore April 14,2003, Y ourrequestmuststate how you would like to receive the report (paper,
electronically)

Todesignate another party to receive your health information. [fyourrequestforaccessof yourhealth information directsusto transmitacopy of the health inform ation directly to another person the request must be
made by you inwriting to the address below and must clearly identify the designated recipient and where to send the copy of the health inform ation.

ContactPerson: Ourcontactperson forall questions, requests or for further inform ation related to the privacy of your health information is:Carl G aterbaum, 00D

Complaints:|fyouthink thatwe have notproperly respected the privacy of your health inform ation, you are free to complain to usorto the U.S.Departmentof Health and Human Services, 0 ffice for Civil Rights. W e will
notretaliate against you if you make acomplaint. If you wantto complainto us, send a written complaintto the office contact person at the address, fax or E mail shown above. Ifyou prefer, you can discuss your complaintin
personorby phone

Changesto ThisNotice: Wereserve the rightto change our privacy practices and to apply the revised practices to health inform ation aboutyou that we already have. Any revision toour privacy practices will be described in
arevised Notice that will be posted prominently in our facility. Copies of this Notice are also available upon requestatourreception area.
Notice Revised and Effective: September 23,2013

ACKNOWLEDGEMENT OF RECEIPT

| acknowledge that | received a copy of Orlando Eye Associates’ Notice of Privacy Practices on: Date:

Patient Name: Signature:
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Authorization for Release of Information to Family Members

Patient Name: Date of Birth:

Many of our patients allow family members such as their spouse, parents, or others to call and
request medical or billing information. Under the requirements of HIPPA we are not allowed to
give this information to anyone without the patient’s consent. If you wish to have your medical
or billing information released to family members, you must sign this form. Signing this form
will only give information to family members indicated below.

| authorize Orlando Eye Associates to release my medical and/or billing information to the
following individual(s):

1. Relation to Patient:
2. Relation to Patient:
3. Relation to Patient:
4, Relation to Patient:
5. Relation to Patient:

Patient Information

| understand | have the right to revoke this authorization at any time and | have the right to
inspect or copy the protected health information to be disclosed.

| understand that information disclosed to any above recipient is no longer protected by federal
or state law and may be subject to redisclosure by the above recipient.

You have the right to revoke this consent in writing.

Patient’s Signature: Date:

Guardian’s Signature (For Minors): Date:
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