s /-« TORRINGTON VISION SOURCE . :
Fn oo o Lynca oo Patient Information

Today’s Date: ...ccccveecrinercreeieeieeneeeseesseeeeeeseseenenee

PAtient’s LEBAI NAMIE: «..cuiiiiiiieiee ettt ettt st et e e e et et e e s sae s e e s ne s aaassba e s s sn e s st anseseenabaesaseaassaesasaserssensesnsesnsssssssnsesaeas
ABE: e Date of Birth: .....cccceeveceeiiiicirieeeiie e, Social Security NUMDEF: .....ccovuiveieeeiieetieeeece e
HOMIE AGUIESS: ...coeiiircrieeitet et rte et et e e s ee sttt e st e sut et e s e a e st e saeeneamsassesseessesssessteantasssesasansnesesensseassasnsassesstsonteessosssssensennrenennnes
CY/SEAE/ZIP COAE....ueneineeririenteteetet et ee e rr ettt et ettt re et e et e st et sa e e eseeate st esteneeneeessansesseassassensteneensaeasessssenbeseontese st senseaeersaean
Mailing AdAress (if dIffErENL: ......cc.ii ittt st e re e e e e et e st s e s ee s b e e s ste s b e eaesssersseeransesrnessentessseensesnesanesonneeneaen
CY/STALE/ZIP COU ... eutineenteiieiteie ettt ettt et et et e st st et e s et et e st eat e et et ene s e neant et eemseansaansaessnasseanseansrassessressnsnsessesssssssonrenren
Home Phone: ..........ccceueernnnninnnee., (Leave Message? Y/ N) Cell Phone: ... (Leave Message? Y/ N)
Work Phone: ......ccovvvveeveivnnnieenereinenns (Leave Message? Y/ N) Email Address: .....cccoeeiiiriieiiinicieeec el
s it okay to contact you viaEmailz O Yes O No Is it okay to contact you via text message? O Yes O No
Are you: O Single O Married O Divorced O Widowed

SPOUSE NAME ...t ee e e e e Home Phone ......cocveeciieciieiinreereeee,
Spouse Address (if different) ..........ccoeveecienenneircere e Cell PhoNe .....ovvviiiiiiiciieceeeeee e
Is any other family member a patient in this OffiCe?7 ........covirieireieeeceeeetes ettt et ee et e e eaeees

YOUE OCCUPALION: 1oiviiiiiicir ettt r et s st e s e e s te s bt e st s et e s s e s s s esntansseesseeassaassstanassesasesannsasessessntbessntesanssessnsosneonsesseenenenne

Patient’s Pharmacy / LOCAtION: ........ccccoereriiieeeierenteteerententet e e e sssesessas et eseeeseessesseesnesssnssentassessseesensesssessesnnsssesssnserennessesesenenens
Patient’s Primary Care Physician: .......ccccccveveeinenncvinvinnerercreeeeeennes Patient’s referring DOCLON: ....c...cooceevcrniirnieiececeecr e
Whom may we thank fOr your referral? ............coo ettt ete e raesbe e e et ssts s s s s s ass s e oo eteenaeenans
PARENT INFORMATION IF PATIENT IS UNDER 18 YEARS OF AGE:

Father's NamMe: .....ccccovviiiviieenre e sreerreesseesenesseesssnesnsaenanas Father’'s EmplOoyer: .......cccooiviveeieriieeinenecnr e e
Father’s Social Security Number .........ccccoeevveeneenieeniceeneeenneenee, Father's Work PRONE: ........cccoccevviieeeeieenecreneeee v
Father’s address if different from aDOVE: .........cccoiuiiiiiii et et ae ettt et e e e eeeeaens
Mother's Name: .......ccoceeeveeneieeenvennens terterreereeraeresteeraerens MOLher's EMPIOYEN: .......ccueeiireeeecrecricnrcteentecsteete e eeeenes
Mother’s Social Security NUMDbEr .........ccoveueeeiieiiiicrinnes Mother’s Work Phone: .........ccccevcevenieeninincnieneeeeecrenenca,

MOther's address if IffErENT frOM ADOVE: «...c.voveuvereeeeeeeee et eeeeeee et eeeereeeeeeeeseseeseseseesesseseaseseesseensessesesesee e e e et ee e e

WHho is responsible for pPayment Of SEIVICES? ........cc.cvivreiiririieiiiiieiree et te e tee e e s te et e st eareeteeasestesseesaesse s e saeenmeeessteneseeesessesnens

Please list payer’s contact information if different from the patient:

MailING AUIESS: ...ttt ettt e te et v et e s s et et e ereesaeebessesssaasseerseesnnentessses ettt eens
Residence Phone: ........cccoceveverirciercenernnee Cell Phone: ......covveeevvivenvceeeeriiinenneenenns Work Phone: ......coovverecemeeivecieeceveeenee,
DO YOU HAVE INSURANCE Yes ........ No ........ If yes, Name of Carrier: ......cccevvverecveeencieeneeecrveennnn ID# e,
Insurance Card HOIAEr NAME ........o..oveevrieereeeeereseeeeeeeeeeseeeeeseeeseseseene Social # of Card Holder .......ccccoovivriiiiinccirecvieeecin,
HOmMe Phone .....ccccoevvriniiiireirerceeeesreennes DOB ....coiirireierieerenireet v Relation to Patient .........cccccevecveveecieeieennenen,
HOME AGAIESS ...cocveiireiiriieiiiiiiessestteeeretrese s seeessneesesetesassaesssteasseeaaseesansnessnsneaonsesessnsseassnssmnaeesasssseesnsenerasnreeeassesasstarsseessnsenseseses
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Previous Eye Care Professional: ......ccccvvmniiiminimiiinrnieinn e Date of Last Exam: ..c..coeeveriiiiciiiiiiiinnnnnn.

THE rEaSON fOF VISIt tOAAY 151 1uvuvsrsrerrveereerereiretitreiairerirraes s s s st teses e e s b st et h e b oL e e bbbttt
Are you interested in: O Glasses O Contact Lenses O Laser Vision Correction O Other

OF, PIEASE SPECITY: .vvvoveeeetei e et
Type of Contact Lenses worn: O Soft O Rigid O Other Are they comfortable? ..............c.cccovviecniiiiiiniaennne
Circle any eye conditions that apply to you:

Burning Itching Sandy/gritty feeling Mucous discharge Foreign body sensation Pain
Tearing Blur Double vision Redness Loss of Side vision Flashes Styes
Tired eyes Dryness Light sensitivity Distorted vision Loss of vision Floaters
What are your current eye problems OF CONCEIMST .......viveiiiuiiererniiies ettt et ob bbbt
Are you currently pregnant? O yes O no Are you currently nursing? O yes O no

List all major surgeries, injuries a/0 NOSPItAliZAtIONS. .........cviiiiiiiiie i e
Please list medication CUMTENtlY TAKEN: .......ceeii it sttt bbb
ALLERGY

Do you have any allergies to medication? O yes O no If yes, explain: ....cccevereeecciniiniiriric e
Do you have any other allergies (i.e. environmental/seasonal? O yes O no Ifyes, explain: v
OCULAR_HISTORY (personal & family) Maternal Paternal
Crossed Eyes O self O family Relationship to YOU: .ecveeeccceeneerrceccneeciinrieecene O O

Lazy Eye O self O family Relationship t0 yOU: ..o O
Cataract O self O family Relationship t0 YOU: .c.cccvrrecvinivisininiinnerireeieseneen @) @)
Glaucoma O self O family Relationship t0 yOu: ..cococviiimmiriiieiiiiin e O O
Macular Degeneration O self O family Relationship t0 YOU: ..ccoveeeeiiciiiiiiiiniiiiieeececreee, 0] O
10]117=1 NN O self O family Relationship to you: ....ccccocerveeciicnirnnicrineneienne @) O

Have you ever had any type of eye injury or surgery? O yes O no If yes, explain: ...ccceveeerniininiiiiie

Do yoﬁ use tobacco products?

O Never Smoked

O Former Smoker

O Current everday Smoker

O Current Someday Smoker

O Current Smokeless Tobacco User

Do you drink alcohol? O yes O no If yes, occasional....... one/day......2-3/day......4 + /day

Do you have a sexually transmitted disease? O yes O no

Have you had a blood transfusion? O vyes O no

Do you use illegal drugs? Oyes O no
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CARDIOVASCULAR
Heart Disease

High Blood Pressure
Stroke
Heart Attack

CONSTITUTIONAL
Appetite Excess/Loss

Anemia

Dizziness

ENDOCRINE
High Cholesterol
Crohn's Disease
Diabetes
RenalDisease

Thyroid Disease

GASTROINTESTINAL
Acid Reflux Disease

Diverticulosis

Hepatic Disease

GENITOURINARY
Kidney Stones

Bladder Infections
Other

EARS, NOSE, MOUTH, THROAT O

Meniere’s Syndrome

Sinusitis

HEMAfOLOGICAL/ LYMPHATIC

Anemia
Hematologic Disorder
Sickle Cell

IMMUNOLOGIC

Herpes Simplex (oral)

Herpes Zoster (Shingles)

HIV/AIDS
Sarcoidosis

Sjogren’s Syndrome

O none
O self O family
O self O family
O self O family
O self O family
O none
O self O family
O self O family
O self O family
O none
O self O family
O self O family
O self O family
O self O family
O self O family
O none
O self O family
O self O family
O self O family
O none
O self O family
O self O family
O self O family
none
O self O family
O self O family
O
O self O family
O self O family
O self O family
O none
O self O family
O seif O family
O self O family
O self O family
O self O family

Maternal

Relationship to YOu: ..c..cccceovvieiiiriiireiecirrceeee O
Relationship t0 yOU: ...cccceerevieieecr e, O
Relationship to YOuU: ..c.cceveveeccireerieccieeieece e, @]
Relationship t0 you ......ccccceevviiivirrciienecieieceeneee. O
Relationship 10 you: ....cccccceeivniercvecercee e, O
Relationship t0 you: «..cccccvvrrrveccieiceerieceeeceeee, O
Relationship to you: .....cccecvvevviiiceccreececcreeree O
Relationship to YOU: ..cccccervvirriinriiirninncinreneinennns O
Relationship t0 YOU: ..covevevriiveveerceeeie e eeireenns O
Relationship to YOU: ...cccvevevereerericrreeeeesnreesveennne O
Relationship t0 YOU: ......ccceevviviivirernrrreeceeeeveenn, O
Relationship t0 yOU: .eeevveveeeveceeec e O
Relationship t0 YOU: ....eevcvvreeeecieeeecceee e, O
Relationship to you: ....ccoevvreieereecneeee e, O
Relationship t0 YOu: ....cccvveeerieeeiieieceeeen, O
Relationship to you: ......ccocvvuveeiieceieceecieieeeecene O
Relationship to you: ....coeevvecvecciiecieccrecericeece O
Relationship t0 yOu: ....ccceeverieeieiieeeree e, O
Relationship to yOu: ..ccceceeeeeeenreciceeceeiecceen, O
Relationship t0 YOU: ..ccueeveecceriererrreereeiseceeenee, @)
none
Relationship t0 you: ...ccccevereceirciecciecrvere e, @)
Relationship t0 YOu: ..cccccvvveeeceiirieciecvciveee e, O
Relationship to you: .....cccoevvviveveciiceecie e, O
Relationship to YOU: ..ccocceecveereeceesecereeececeeenen O
Relationship t0 YOU: v.cveveeeeeeiieeeeeee e O
Relationship t0 you: ...c.cccoeviiviirvnircie e, O
Relationship t0 you: .....ccccerevvivciiiiciciecnierecrreene O
Relationship to YOU: .cccovveeveereeeieeneinet e, O

Paternal

© OO0

O OO

OO0 O0OO0O0

o O

@)

O O

O O 0 O0OO0




SKIN O none

Rosacea O self O family Relationship t0 YOU: ..vcvvveereiireeee e @) O
Albinism O self O family Relationship to YOU: ..ccovveereeerenrvenineeeeereeesennes O 0]
Lupus O self O family Relationship t0 YOU: ...ccccoviiiiieinirenrneieenceceenene O O
MUSCULOSKELETAL O none

Arthritis O self O family Relationship to YOU: .cocceeevceriiriicieieecenceneecne 0] O
Ankylosing Spondylitis O self O family Relationship to youU: .....coveeiiiiiiierece e, O O
Myasthenia Gravis O self O family Relationship t0 YOU: ...ccveeiiereiieecerrcrereerereeeneen O O
NEUROLOGICAL O none

Seizure Disorder O self O family Relationship t0 YOU: .....cvceiviiiecereecrenienieeerneecevenes 0] O
Headaches/Migraines O self O family Relationship to YOU: ....coeeeiiirieeceeceeeer e e O O
Acquired Brain Injury O self O family Relationship t0 yOU: ..covceeerivreeniiieniiiiic e O O
Multiple Sclerosis O self O family Relationship t0 YOU: ..eveeeeeriveieeccnricieceiccecicnes @) 0]
Traumatic Brain Injury O self O family Relationship 1O YOU: errvreeirreneeeeirneereenreneeesrneceenns O @]
PSYCHIATRIC O none

Attention Disorder O self O family Relationship t0 YOU: .eevvceivreireeeneeceriieeencnes O O
Alzheimer’s O self O family Relationship tO YOU: .vvvvevveririeerecrteeinieneceiieeenns @) @)
Depression O self O family Relationship t0 YOU: .ecovcveveirceiiiiiiiinicceeeee O O
RESPIRATORY O none

Asthma O self O family Relationship t0 yOU: ....cccoicvcreiiiiircicceeen e, @] O
Bronchitis O self O family Relationship 10 YOU: ...ccovvrirvreeeecieee e cieee e O O
Emphysema O self O family Relationship t0 YOU: «.c.eveeceeeeeiiireciiecnciricrcines O O
Respiratory Dysfunction O self O family Relationship to you: ....ooociieiriieneeniieiicciireccees O @)

Please list any other condition(s) NOt fOUNM ADOVE: .......iiiiiiriiiriric ettt et et e te et e s soe e st e e ea e e nabe e bessseananensenn
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Torrington Vision Source is committed to providing the best treatment possible for our patients at rates that are usual and cus-
tomary for our area. You are responsible for payment in full regardless of the interpretation of what is “usual and customary”
by a given insurance company.

| understand that payment is due when services are rendered.

PATIENT SIGNATURE: ...ceeteieneieeei ittt eeasa e s rbanies DATE: ..ottt

CONSENT TO ASSIGNMENT OF BENEFITS AND PROMISE TO PAY

Benefits to Physicians:
| hereby assign all of my rights to insurance benefits and instruct my insurance company to make payments directly to Tor-
rington Vision Source and/or its physicians for the benefits provided.

Promise to Pay:

I understand and agree that | am responsible to pay for all services provided to me by Torrington Vision Source and its staff. If
| fail to pay for the services when they are rendered, | will be responsible for all costs of collection, including but not limited
to, interest at the rate of one and a half percent (1.5%) per month or eighteen percent (18%) per year, court costs and fees, at-
torney fees, and a collection fee of thirty five percent (35%) of the unpaid balance assigned for collection.

.....................................................................................................................................................................................

Signature of the patient Representative Relationship
(Required if the patient is a minor or an adult unable to sign)

WRITTEN AUTHORIZATION FOR RELEASE OF PHI

| hereby authorize Torrington Vision Source to discuss my Protected Health Information (PHI) with the following person.
Should | wish to revoke this authorization, | understand 1 must do so in WRITING.

NAITIE .eeeiiiriiriteeieeeeeetreereitaeesseneeaeesssasareessessarbesssssannesserarasasesssnsssasnns PRONE ..ot reee et cser e reins e resene
REIGLIONSNIP cevvvveeeerereieverisiteseresessesestsreeererestsaesesaebes bt ehe b b s e b e be s s e R b s e R eae b a8 e s S e R e A e b e R sa e b b e s e R st h bbbt S h et
Date ..ovveeeeeiie et Patient’s SIBNALUFE .........ooveiieiiiiiiniii ittt e et s e et sse s s ra e ssabassnnnens
Signature of Patient Representative Relationship

(Required if the patient is a minor or an adult unable to sign)

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

| hereby acknowledge that | have received a Notice of Privacy Practices of Torrington Vision Source. | understand that my
Protected Health information (PHI) may be used and disclosed for the purposes of TREATMENT, PAYMENT and HEALTH-
CARE OPERATION of the practice.

Signature of Patient Representative Relationship
(Required if the patient is a minor or an adult unable to sign)




TORRINGTON VISION SOURCE!

Grant W. Jones, O.D. Lynda L. Jones, O.D.
1418 East M Street
Torrington, WY 82240
Phone: 307-532-4114 Fax: 307-532-7658

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.

We respect our legal obligation to keep health information that identifies you private. We are obligated by law to give you notice of our privacy practices. This notice
briefly describes how we protect your health information and what rights you have regarding it.

The most common reason why we use or disclose your health information is for treatment, physician referral, payment or health care operations. Examples of how we
use or disclose information are: setting up an appointment, testing or examining your eyes, asking about your health or vision care plans, preparing and sending bills or
claims, and collecting unpaid amounts.

In some limited situations, the law requires us to use or disclose your health information without your permission. Such uses or disclosures are:
e When a state or federal law mandates that certain health information be reported for a specific purpose; i.e. FDA investigations, suspected abuse or neglect,
subpoenas, criminal investigations, workers compensations claims, Medicaid and Medicare audits;

+ Incidental disclosures that are an unavoidable by-product of permitted uses;

¢ Disclosures to “business associates” who perform health care operations for us and who commit to respect the privacy of your health information;
Unless you object, we may share information about your care with your family who are helping you with your eye care.
We will not make any other disclosures of your health information unless you sign a written “authorization form”.

APPOINTMENT REMINDERS

We may call, write, or e-mail to remind you of scheduled appointments or recall notices. We may also call, write, or e-mail to notify you of other treatments or services
available at our office that might help you. Unless you tell us otherwise, we may e-mail or mail you an appointment reminder on a post card and/or leave you a
reminder message on your home answering machine or with someone who answers your phone if you are not home.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION ALLOW YOU TO:
»  Ask us to restrict our disclosures for purposes of treatment (except emergency treatment), payment or health care operations. We have the right not to agree to
this, but if we agree, we must honor the restrictions that you request.

+  Ask us to communicate with you in a more confidential way. We will accommodate these requests if they are reasonable and you accept responsibility for any
additional costs.

»  Ask to view or obtain photocopies of your health information. By law, there are a few limited situations in which we can refuse to permit access or copying.
Aside from these situations, we can assist you within 30 days of your request.

s Ask us to amend health information if you think that it is incorrect or incomplete. If we agree, we will amend the information within 60 days from date of
request.

o Obtain a list of the disclosures that we have made of your health information. By law, the list will not include: disclosures for purposes of treatment, payment
or health care operations; disclosures with your authorization; incidental disclosures; disclosures required by law; and other limited disclosures as mentioned
above. You are entitled to one such list per year without charge.

*  Get additional paper copies of the Notice of Privacy Practices upon request.

OUR NOTICE OF PRIVACY PRACTICES
By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change it. We reserve the right to change this notice at nay time as allowed

by law.

COMPLAINTS
If you think that we have not properly respected the privacy of your health information, you are free to complain to us or the U.S. Department of Health and Human

Services, Office for Civil Rights. We will not retaliate against you if you make a complaint. If you want to complain to us, send a written complaint to the office at the
address shown at the beginning of this Notice. If you prefer, you can discuss your complaint in person or by phone.

FOR MORE INFORMATION
If you want more information about our privacy practices, call or visit the office at the address or phone number shown at the beginning of this notice.




