DESERT EYE SPECIALISTS m

Patient Information

Name: First l M. Last

Email Address

Address: [ ] City
State t Zip Phone
Alt. Address: ’ City
State | Zip Phaone
Work phone : Alt. Phone numbers
I

Date of birth Social Security number
Referred By Phone number
Primary Care Physician Phone number

In case of emergency notify.

Relationship Phane

Financially Responsible Party

Name Relationship
Address City !

State ! Zip Phone
Employer : Phone '

Primary Insurance: .

Name of company

Subscriber Name l Relationship to patient
Policy/ID number Group number
Subscriber date of birth SS number of policy holder

Claims mailing address
City . State Zip

!
Secondary Insurance:

Name of company _

Subscriber Name | Relationship to patient ;
Policy/1D number | Group number

Subscriber date of tlnirth SS number of policy holder

Claims mailing address
City i State Zip

| hereby authorize Desert Eye Specialists, Ltd. to release any information necessary to process my medical health
insurance claims. | e']lso authorize direct payment of medical benefits to the physician for services rendered. | understand
| am financially responsible for charges not covered by this authorization.

Patient/Guardian Signature
Date '
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DESERT EYE SPECIALSTS 1o '
OPHTHALMOLOGY RECORD 1

PLEASE COMPLETE BOTH SIDES OF THIS FORM COMPLETELY AND ACCURATELY

Name: PateofBirth. Date:

EYE HISTORY:

REASON FOR OFFICE VISIT:

EYE MEDICATIONS: (drops) and frequency you use:

PERSONAL EYE HISTORY: YES NO FAMILY EYE HISTORY: i
Glasses O O M=Mother F=Father S=Sibling GP=Grandparents
Contact lenses O 0O YES NO°
“lazy eye”/crtlassed eyes O 0O Glaucoma o 0O
Serious Infectionsfinjuries O0 O Eye surgery O O
Glaucoma su'spect O o Diabetes o o
Eve surgeryflasersurgery O O Diabetic Retinopathy O O

Macular Degeneration 0 [
Migraine O O
Blindness O 0O
Other o 0O

DRUG ALLERGIES: None known List:

v
1

CURRENT MEDICATIONS: Include both prescription and “over the counter” meds/supplements f
Name Strength Dose frequency Name Strength Dose freciluency
|
i{
I
Have you ever taken Flomax for prostate problems? Yes No On any blood thinners? Yes No
O 0O O 0O

FAMILY HISTORY: Other than those mentioned above, any strong family history?

AST MEDICAL HISTORY:
|

List any majo[r surgeries/operations in the past 5 yrs: ?

|
List serious illnesses or hospitalizations in the past 5 yrs:




REVIEW OF SYSTEMS: Check the box and explain any of the conditions that currently apply to you:

YES NO EXPLANATION

Significant weight loss: O O

Heart: Irregular rate (arrhythmia), heart attack, heart failure

Hypertension: High blood pressure

Respiratory: Asthma, COPD, Tuberculosis, Chronic cough

Sleep apnea

Diabetes: Type 1 Type 2 How many years____Controlled? Insulin?

Neurological: Migraine, TIA’s, Stroke, Parkinsons, MS

Musculoskeletal: Arthritis, Rheumatoid, Lupus, Fibromyalgia

Ear, Nose and Throat: Sinusitis, Vertigo, Hoarseness, Dry mouth

Gastrointestinal: Ulcers, Reflux, Bleeding, Intestinal problems

Genital-urinary: Prostate, Stones, Bleeding, Infections

Ob-gyne: Post-menopause, Abnormal bleeding, Breast cancer

Skin: Rosacea, Psoriasis, Skin cancer, Acne

Thyroid and other endocrine: Graves, Hyper/Hypo

Blood/Lymph: Anemia, Transfusions, Bleeding tendencies, HIV positive

Immune: Hay fever, Sjogrens, Seasonal allergies

O 0000000 O0d-0 ooooo g
O 000000000 aoaoaoooaogo o

Psychiatric: Anxiety attacks, Depressian, Other

SOCIAL HISTORY:

Occupation Retired? O YES OO NO

Do you drive? L1 YES OONO  Any problems driving during day/night due to your vision? O YES O3 NO
Do you smoke currently? [ YES EJNO Smoking in the past? O YES INO More than a pack/day? O YES I NO
Do you drink alcohol? T YES LINO  Occasional social basis (less than 2/day)? O YES CONO Frequent basis? CJYES CI NO
Does your work/hobbies/or favorite recreation have significant visual needs?

Computers Golf Handwork__ Reading Other

Signature patient or guardian:

Above reviewed? [ YES E1 NO No Changes Additions as noted

Tech signature: Physician’s Signature Date
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DESERT EYE SPECIALISTS o _ _
PLAZA TOWN CENTER DEER VALLEY MEDICAL CENTER
,?SEE EIYE\\EI ]::,DD' 9127 W. THUNDERBIRD ROAD, SUITE 104 2525 W, GREENWAY ROAD
SIFLOMATES - Peoria, AZ 85381 PHOENIX, AZ 85023
AMERICAN BOARD (6231972-2158 {602] 993-6400
OF OPHTHALMOLOGY Fax: {623} 972-3625 " FAX:(602] 866-2850
Date:
Patient:
1D#:
Group#:
l, , understand that services rendered to me by

Desert Eye Specialists, Ltd. are my financial responsihility and that Desert Eye Specialists, Ltd.fwil[ bill my

|
insurance company, , as a courtesy. | authorize my
insurance company to pay my benefits directly to Desert Eye Specialists, Ltd. and | understand that I will:
be fully responsible for any outstanding balance on my account.

| have been given the opportunity to pay my estimated deductible and co-insurance at the time of
service. | ha}ve chosen to assign the benefits, knowing that the claim must be paid within all state or
federal prompt payment guidelines. | will provide all relevant and accurate information to facilitate the ,

prompt payfment of the claim by my insurance company,

I authorize Desert Eye Specilatists, Ltd. to release any information necessary to adjudicate the claim, and
understand that there may be associated costs for providing information.above and beyond what is
necessary for the adjudication of a clean claim.

| also understand that, should my insurance company send payment to me, | will forward the payment to
Desert Eye Specnallsts Ltd. within 48 hours. | agree that if | fail to send the payment to the Desert Eye I
Specialists, Ltd. and they are forced to.proceed with the collections process; | will be responsible for any-
cost incurred hy the office to retrieve their monies. 5|

To avoid thils additional cest and inconvenience, would the insurance company forward paym}ent to me,
authorize Desert Eye Specialists, Ltd. to facilitate payment utilizing the credit card number on file to
resolve the balance.

| authorize Desert Eye Specialists, Ltd. to initiate a complaint to the insurance commissioner for any
reason on my behalf and | personally will be active in the resolution of claims delay or unjustified
reductions or denials.

Sincerely,

Signature of Policyholder Patient/Guardian Printed Name

Assignhment of Benefits Form  10/20 POS Roorder # 2016125



AN ;tlf_l%’r;: Desert Eye Specialists, L1.D, |

B, Patlent Name: C. ldentification Number:

- Advance Beneficiary Notice of Noncoverage (ABN)
NQ'I_'LJIf Medicare doesn'tpay for Direfraction below, you may hévg topay,
Medicare does not pay for averything, evén soms cars that you ‘or your healih cdre provider havs
good reason to think you need, We expsct Medicare may nat pay for the D; below.
D S | E: Reason Madicare May Not-Pay: ch,;Eistlmate;ci' |
— L o lGost

 Refraction measurement . R $35.00
of Itheis‘_focusing, characteristics Non-covered Medicare Benefit ~ : | . ¥90W

"WHAT YOU NEEDTO DO NOW:

*: Read this notioe, so.you can make &it Inforied dacision about yoyracars,

. * Askus any'questions that you may have after you finishreading, :  : :

" +: Choose an:oplion below about whether to recelve ttie D, listed above: |
1 Note:ifyou choose Optlori 1.or 2, we may help you to:use any-other Insurance
that you might have, bt Medicare cannot requirs us to do this,
1G. Q?TI;CJNS: . Check only one box. We cannot choose a box for you. |

‘1 OPTION 1. I'want the D. refraction; listed abave. You may ask to be paid now; but | also !
want Medicare billed for an official decjsion on payrient, which is sent'tg e on'a Medicars
Summery Notice (MEN) | understand that if Medicare doesn't pay | am responsible for : |
payment, but I can appeal to Medicare by following the directions on the MSN: If Medicare |
does pay, you will refund: any payments | made. to you less co-pays or-deductibles. Lo
D OPTION 2. | want the D..refractiori listed abave, but do: not bill medicare. You may ask. !
10 be-paid now as 'am responsible for payment. 1 cannot appeal if Medicareis not billed.] :
3 OPTION 3.1 don't want the D. refragtion listed.above: | understand with this choice lam |
not responsible:for payment, and | cannot appeal to seeif Medicare would pay.
.HiAdditonal Informationy T

¢ i
¢ v
[ 1

T

This notice gives our opinion,
this noticé or Medicare billing; ca
Sighing below means that'you h

not an official Medicare dectsion. If S‘Qu:;hiaye_' cit_hérhuesﬁqn_si on |
!l 1-800-MEDICARE (1-800-633-4227/ TTY: 1-877-486-2048), |
ave racgived and understand this notice. You also réceive a copy.

. I Signature: | J.Date: ; : : : i

E

o | CMS does rigt-diseriminate in ;iifs;?pfog‘r;ams‘ and actlvitles, To request this imbiii':a'tipn in efnj
: ‘aitéfria'tiva format, please call; 1-800-MEDICARE or small: AltEormatRequ s:.hhs;

iAccording lo.ihe Paperwork Reduction Act of 1995, 0 peronsisce required 1o respand o colloetion of inforristioii-uilexs (L displiys v velid OMB comiml nunibie.
“The'valtd OMB contsol number for this Tnformaiion collection s 0938-0355, The llme requlrod Yacomplets this Informslian collectlon is esimaléd (o syorage Tininutes
pReEftevganss, IcTuding ¢ (e lo:revlesy insitugifony, searth exigting deta reseurcey, gallier {hie diita needed, and coinglefe and review:the Informarion-collection, i
© you heve eominents concemlnp ihe aeonmey of the Hrte:cthinale or3igges) o for improving this form, please wiite:16: CMS: 7500 Stcucity Boulevard, Afinu PR A
‘Reperis (_Ilclu,nu Cficer, Bahinsore, Marylend 212441850, ' : . : : :

Fopm C};/,IS-R-.I 31 (Bxp. 03/2020)

" Fonn Approved OMB No. 093.3_-05?36; '
| ! : i
|
|
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DESERT EYE SPECIALISTS, LTD ;
ERROL R, SWEET, M.D: PL.AZA. TOWN CENTER . DEER VALLEY m:mm CENTER
OFER EYTAN, M D 8127 W. THUNDERBIRD RD. Suite 104. 2525 W. GREENWAY-ROAD
ANNE W, ZAKI PEORIA; AY-85381 PHOENIX, ARIZONA 85023:4296
mgmms} (623)972-2158 {602):993-6400-

F DRATHALHOLDG d . Fax: (602) 856-2850
QF DPHTHELMOLOGY FAX! (628) 9723625 5 :

Dilating drops are used to enlarge the pupﬂ of the eye; this-allows the ophthalmologxst t0
get d'better view of the inside ‘of your eye.

'Dxlamt:g drops ofteti blur vision and make bnght lights bothersone; It i as not possxble for
your ophthnlmoiogast %o predict how much your vision will be affected, s it varies from

pe:sontoperson

‘hnve d:ﬂiculty and should amrange: for g driver or tmnsportanon. For those pat:ents that do
hot have: sxmglasses, disposable ones will be provided when thuy leave the office. '

I authonze ‘my doctor or his technician to administer the. dilatmg drops Tunderstandthe
drops are necessary for a-complete medical eye examination.
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DESERT EYE SPECIALISTS o |
OFER EYTAN, M.D. PLAZA TOWN CENTER DEER VALLEY MEDICAL CENTER
ANNE M. ZAKI, M.D. 9127 W. THUNDEREIRD ROAD, SUITE 104 2525 W. GREENWAY ROAD
mDIPll&owglAgggmi Peoria, AZ 85381 Pl-'IOEN;)B F;Z 85(?623
=iy {623) 972-2158 602) 993-64
OF OPHTHALMOLOGY FAXx: 1623) 972-3625 Fax: (602] 866-2850
PATIENT CONTACT LIST
Patient Name: ( )
Last First M. Telephone
Contact ( )
Name: Last First [YBR Telaphone
Address:
O Spouse [ Family (Describe: ) O Friend O Emergency [ Other (Describe: )
Contact ( )
Name: Last First M.L Telephone
Address: . ‘ i
O Spouse [0 Family (Describe: ) O Friend O Emergency O Other (Describe: : ) i
|
Contact { ) |
Name: Last First M.L. . Telephone |
Address:
I Spouse EllFamin (Describe: } O Friend [ Emergency [ Other (Describe: ) ;
Contact ( ) 1
Name: Last First MLL. Talephane i
Address: i
O Spouse DiFamily {Describe: } O Friend O Emergency [ Other {Describe: ) |
l

1. | hereby,authorize Desert Eye Specialists, LTD to use and disclose my personal health Information to the Individuals
identified on the form,

2,1 unders'tand that the individuals identified on this form will be treated by Desert Eye Specialists, LTD as individuals
Involvedl directly in my care and as such Desert Eye Specialists, LTD will be allowed to release my personal health
information to these individuals for the purposes of treatment, payment and healthcare operations,

3. lunderstand that | have aright to request and receive a Notice of Privacy Practices from Desert Eye Specialists, LTD.

THIS F:\GREEMENT/CONSENT WILL REMAIN IN EFFECT UNLESS REVOKED BY ME IN WRITING

! have read and received a copy of the above statement and accept the terms. A duplicate of the statement is considered the same as original.
t

Patient Signature Date/Time :1
. H

Personal Representative Signature Relationship Date/Time

POS Reorder & 2016130



Deer Valley Medical Center;
2525 W. Greenway Road
Phoenix, AZ 85023
(602} 993-6400

DESERT EYE SPECIALISTS

Errol R. Sweet, ML.D.
Ofer Eytan, M.D.

Plaza Town Center

9127 W. Thunderbird Rd., Suite 104
Peoria, AZ 85381

(623) 972-2158

NOTICE OF PRIVACY PRACTICES .

This Notice describes how medical information about you may be used and disclosed and how you can get access
to this information. Please review it carefully. You have the right to obtain a paper copy of this Notice upon request.

Patient Health Information
Under federal law, vour patiept health information is
protected and confidential. Patient health information
includes information about your symptoms, test
results, diagnosis, treatment, and related medieal
information. Your health information also includes
payment, billing. and insurance information.

How We Use Your Patient Heallh Information
We use health information aboul you for treatment, 1o
obtain payment, and for heallh care gperations,
including administrative pu Joses and evaluation of
the quality of care that you receive. Under some
circumstances, We may be required to use or disclose
the information even without|your permission.

Examples of Treatment, Payment, and Health
Care Operations

Treatmient: We will use and disclose your health
information to provide you with medical reatment or
services, For example, nurses, physicians, and other
members of your treatment team will record
information in your record and use it 1o determine the
most appropriate course of care. We may also
disclose the information to other health care providers
who are participating in your treatment, to pharmacists
who are filling your prescriptions. and to family
members who are helping with your care.

Pavinent: We will use and disclose your health
information for payment purposes. For example, we
may need to obtain aulhonza}non from your insurance
company before providing certain types of treatment.
We will submit bills and majntain records of payments
from your health plan.
Health Care Operatigns; We will use and disclose
your health information to conduct our standard
internal operations, includin:g proper administration of
records, evaluation of the quality of ireatment, and to
assess the care and outcome$ of your case and others
like it,

Special Uses

We may use your information to contact you with
appuintment reminders. We may also contact you to
provide information about treatment alternatives or to
give you the results of an examination or lab tesL,

Other Uses and Disclosures "
We may use or disclose identifiable health

information about you for other reasons, even without
your consent. Subject 10 ceftain requirements, we are
permiued 10 give out heaithfinformation without your

permission for the followin
Reguired by Law: We may
report gunshot wounds, sus
or similar injuries and even
Research: We may use or

approved medical research.

7 pUIPOSes:

be required by law to
pected abuse or neglect.
5.

Jisclose information for

Public Health Activities: As required by law, we
may disclose vital statistics, diseases, information
related to recalls of dangerous products, and similar
information to public health authorities.

Healli oversighi; We may be required to disclose
information to assist in investigations and audits,
eligibility for government programs, and similar
activities.

Judicial and administrative proceedings: We may
disclose information in response to an appropriate
subpoena or couri order.

Law enforcement purposes: Subject Lo certain
restrictions, we may disclose information required by
law enforcement officials.

Deatlis: We may report information regarding deaths
to coroners, medical examingrs, funeral directors, and
organ donation agencies.

Serions ihreat tq healtly ar safery: 'We may use and
disclose information when necessary 1o prevent a
serions threat to your health and safety or the heaith
.md mfely of lhe publu. or another per\on

1 : If you
are a member of the armed forces, we may rclease
information as required by military command
anthorities. We may also disclose information to
correctional institutions or for national security
purposes.

Workers Compensation: We may release information
about you for workers compensation or similar
programs providing benefits for work-related injuries
or illness,

In any other situation, we will ask for your written
authorization before using or disclesing any
identifiable health information about you. If you
choose te sign an asthorization 1o disclose
information, you can later revoke that authorization to
stop any future uses and disclosures.

Individual Rights

You have the following rights with regard to your
health information. Please contact the person listed
below to obtain the approptiate form for exercising
these rights.

Request Restrictions: You may request restrictions en
certain uses and disclosures of your health
information. We are not required 1o agree to such
restrictions, but if we do agree, we must abide by
those restrictions.

Confidemial Communications: You may ask us to
communicate with you confidentially by, for example,
sending notices to a special address or not using
posteards or phone calls to remind you of
appointments or nol leaving messages on your
answering machine.

Inspect anud Obtain Copies; In most cases, you have
the right to look at or get a copy of your health
information. There may be a small charge for the
copies.

Amend [nformartion: If you bcllcve lhal llnfnm]al:on in
your recotd is incorrect, or,if important mformauon is
missing, yon have the right to reque:t that we correct
the existing information or add the missing
information.

Accounring of Disclosres: You may request a list of
instances where we have disclosed health information
about you for reasons olhei' than Ireatment, payment,
or health care operations.

Our Legal Duty i
We are required by law to protect and m aintain the
privacy of your health infdrmation, to provide this
Notice about our legal duties and privacy practices
regarding protected health'information, a:nd to abide
by the terms of the Notice currently in effect.
Changes in Privacy Practices
‘We may change our policies at any time! Before we
make a significant change in our p011c1e we will
change our Notice and post the new Nétice in the
wailing area and each examination roonl. Youcan
also request a copy of our Notice at any nrm: For
more information aboul our privacy practices, contact
the person listed below.

Complaints
If you are concerned that wc have v:o]aled your
privacy rights, or if you dlsagﬂ:e with a dec1smn we
made about your records, you may comact the person
listed below. You also may send a wnm:n complaint
to the U.S. Department of Health and Himan
Services. The person listed below will ﬁro\rlde you
with the appropriate addn.ss upon rcquc‘:l You will
not be penalized in any way for filing a Eomp]aml
Contact Person

If you have any questions, requests, or complaints,
please contact:

Desert Eye Specialists

Privacy Officer

9127 W. Thunderbird Rd., Suite 104
Peoria, AZ 85381 ' '
(623)972-2158 .

Effective Date: February 135, 2003

L
hereby acknowledge receipt of the No:li ce of Privacy
Practices given lo me.

Signed:

T
Date; !

If not signed, reason why acknowledge ment was not
obtained:

P

Staff Witness seeking acl'fnowledgcrnem

Date:

REV. 0372003




