]

PLEASE PRINT Date
STANDARD PATIENT INFOMTION FORM
Patient's full name Phone
Address St Zip
Age Date of birth Social Security number
| Employer Business phone
Employer's address City State
Name of spouse
Spouse employed by Business phone
Employer's address . City | State
If patient is a minor,
Give parent's name
Parent's employer Business phone
Employer's address; City State
Person to pay for services
If paying for services by check,
Please give Driver's License number | State
Referred by ] Address
Medical physician & Address
Former eye physiciaEn Address
If insured, ‘

Give name and address of company and policy number
v

In case of emergency, who would we contact

*4/| visits are on a cash basis,
unless prior arrangements have
been made.

FORM # SPIF3211 REV. 899

Signature




SOUTHWEST
e
)\ RELINA

EYE CENTER

Jose Mayans, M.D.

We welcomeijyou as our patient and appreciate the opportunity to participate
care. We hope you understand that our credit and collection policies are a|
of assuring) the financial resources needed to maintain this vital health care
patients and commumty §

in your health
necessary part
facility for our

If you have health insurance, it should be understood that this is an ggreemen

t between you

and an msulrance company to pay you certain amounts for medical dare. Your doctor's bill

isan agreement between you and your doctor. You are responsible for the p
bili regardless of the status of your insurance claim.

iyment of your

For our privzite pay patients: You are responsible for all charges on your fist visit. With
the excepnon' if you have surgery we will file your insurance. You ape responsible for your
calendar year \deductible and whatever your insurance will not cover| You need to provide

us with a completed c1a1m form BEFORE we can file your insurance.

For our Medicare patients: We will be happy to file your insurance claim to{Medicare for
you. You areiresponsible for your deductible, 20%, and filing of your supplemental and/or

sl
secondary insurance.

[ hereby authorize Southwest Retina Eye Center, Jose Mayans, M.D., or representatives
thereof to prowde information on behalf of myself and covered dependents a necessary to
process healthlcate claims on services provided. I know that I have a right to receive a copy
of this authonzatlon upon request and agree that a photographic copy of this authorization

is as valid as| ’the original,

Date , Signature

Relationshipto patient

907 West Second Street, Odessa, Toxas 79763  (432) 333-1324
3001 W. lllinols, Ste. 3A, Midland, Texas 79701  (432) 689-2040
Toll Free Number 1 (800) 344-6116
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Acknowledgment of Receipt of Notice of P

Use and disclosure of protected health information is regulated by a fedd
The Health Insurancc: Portability and Accountabxhty Act of 1996 ("HIPA
HIPAA, prowders of healthcare are required to give patients thefr Noticg
Practices for Protected Health Information and make a good faith effort
written acknowledgment that this notice was received.

Therefore, 1,
personal representative), acknowledge that Southwest Retina Eye Cent
written copy|of its Notice of Privacy Practices for Protccted Hea
{check one) [0 myself or [ specify:

(printed name

ﬁﬂl Infor

nva._cy Practices

ral law known as
A"), Under

 of Privacy

o obtain a

of patient or
gy has provided a
matiOn to

(I signing as a\personal representative, documentation of your legal right to\do so m

{120

st be provided.)

Date
(om/dd/yyyy)

Signature of Patient
or Personal Representative

Printed Name

Rel

tionship to Paticat
(if not self)

To be completed by Southwest Retina Eye Conter

|

O We made a good faith attempt to provide the above named patxé&t with
Notice of anacy Practices for Protected Health Information, but we wer

for the. followmg reason:

|

a copy of our
e not successful

\

Printed Name Title Signature

{120 _
Date

(ma/dd/yyyy)




l

Authorization To Disclose Protected Health Information

In order for Southwest Retina Bye Center to give any information regarding the
patient we have to have written permission to disclose sucl] information

This information includes the patient’s medical condition, appointment dates
and times, and/or any other information pertaining to the patient

This consent form does not pertain to our Medical Records release, you
will need|to fill out and-sign our Medical Records Releas]e Form,

" . Please fill out the form below-

Ye'{s,.I want my information released to:

Name \ .- Relationship to Patient Phdne number

No, I do not wish for anyone else to be able to get ac%:ess to my medical

|

Patient’s Signature Date Signed

records




Cohsent to Use Protected Health Informatidn

To provide for your healthcare, Southwest Retina Eye Center colicets informstion|about your medical histery, '
physical examinations and test results, diagnoses, and treatments. Use and disclosure of protected health information
is regulated by & federal law known as The Health Insurunce Poriability and Awoun. bility Act of 1996 (:'HIPAA").
Under HIPAA, providers of healthcare may decide to oblain your consent to use personal hcqllh information for
treatment, payment, or healthcare operations, but are not required to do so.

Therefore, 1, _ (printed namo of patient or|personaljrepresantativo),
consent that Soutliwest Retlna Eye Center may use the health [nformation of L
(sheck-one) O myself or O (specify): foc the folidwing purposes:
((signingasa pe'(.ranal representative, documentation of your legal right to do so must be g“ovldca’.) :
L ’I‘reaun‘lent (to perform actions required-to help diagnose, maintain, or imprave health);
2. Payment (to obtain reimbursement from third party payers);
3. Healthé!aremperatlons (to carry out, anlyze, or improve business processes related tq healthcare).

Southwest Retina Eye Center has privacy practices that are summarized in our Notjee of Priyacy Practices for
Protected leth\[nfo’rmatim ("Notiee"), This Notice deseribes the use and disclosure of protcacd'hculth
information, patients' rights relevant to examining medical records, requesting corrections and|edditions to-theso
records, requesting restrigtions to the use of health information, Gnding out-to whom thelr protected hedlth i
informationt bas been disclosed, and registering any complaints relevant to privacy isques, The[Notice also describes
how to receive these rights, I bave been provided with or have previcusly received a ¢opy of thils Notico and given
the opportunity to review it prior to signing this consent. [ undesstand that if.f decide hot to sign this cinsent, .
Southwest Retina Eye Ceater may decline to provide healthears to me,

The consent [ amsigning today covers this and all fiture healthcare activitics perfornjed for me by Southwest
Retiua Eye Center with respect to treatment, payment, and operations, This consent replaces and supercedes any
previous consents [ may have signed with Southwest Retina Eye Ceater for such usg of ray healtheare information.
If I'wish to revoke this consent, such a request must made be in writing. However, a rgvocation) docs not cover
actions that have already been taken In reliznce upon the conseat previously in force.|In-addition, 1 understand that
if 1 revoke this consent, then Southwest Retina Eye Center may discontinue taking

Unless I object, my narae, location, and general condition may be listed in a patient directory, Unless [ object, my
nams and-lomﬁm)m;y be disclosed to anyone asking for me by name. Unless I request oth
about my health ragy be disclosed to other people invalved in my healthcars (e.g., fanily members, pérsonal

representatives, those acoompanying you for care). Unless I object, my religious affilidtion may|be disclosed to
members of the clergy. ‘

[have the right to x%equwt restrictions or limitations as to how my protected health information will be used to carry
out treatment, paymeat, or hesttheare gperations. I understand that HIPAA does not require such requests tobe
accepted, but if restrictions are accopted, then they must be honored. I request the follawing restrictions to the use
and/or dsselo,stn-etof my health information: {3 NONE or list below:

‘ l_10 [__20__

Signature of Patlent of Prsonal Representative - Date Witncss " Date
(mavddiyyyy) mm/dd/yyyy)
To be completed by Seuthwest Retina Eye Ceator
' | L/ _no__
Prinfed Name ' Title . Signatwe Dats

Y restrietions are requested, an Individial authoriud to approve.such restriciions must sige. (homvdd/yyyy)




