L I N S E Y Ph (727) 844-3400 e Fx (727) 848-6641 FODAY'S DATE

8936 US Highwuy 19 North

E Y E C A R E Port Richey, FL 34668 / /

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
PATIENT INFORMATION

Patient Nume

Sociul Security Number Dute of Birth / /
Address

City, Stute Zip

Home Phone E-muail

RELEASE FROM PHYSICIAN OR FACILITY RELEASING INFORMATION

| AUTHORIZE THE RELEASE OF MY MEDICAL RECORDS FROM:

Physician or Facility

Address
City, State Zip
Phone Fax

PLEASE SEND /FAX MY MEDICAL RECORDS TO:
Linsey Eyecuare, c/o Nicole Linsey Parsons, O.D. & Brent E. Parsons, O.D.
8936 US Highwuy 19 North, Port Richey, FL 34668 | Ph (727) 844-3400 Fx (727) 848-6641

USE OF THIS INFORMATION FOR ANYTHING OTHER THAN THE STATED PURPOSE IS PROHIBITED. THIS INFORMATION IS
FOR THE USE OF THE DESIGNATED RECIPIENT ONLY; IT CANNOT BE PROVIDED TO ANY OTHER AGENCY.

CONSENT:

| authorize the releuse of ull informution indicuted und | um uwure that the records releused
may contuin information related to psychidtric or psycholoyicdl testing, HIV or infectious
diseuse stutus, und physicul, mental, druy or ulcohol ubuse.

Signuture of puatient, paurent or Guardiun Dute

Withess to sighuture Dute



LINSEY
PATIENT INFORMATION FORM EYECARE

Thank you for choosing our office for your eyecure heeds. The informution provided below will remain confidentiul
with our office. We dre huppy to help you if you would heed uny ussistunce completing this form in its entirety.

Legul Name  (First, M, Last) Prefers to be culled by
Dute of Birth Age Sociul Security Number

Address City State Zip
Home Phone Cell Phone Work Phone

E-mail Address

Sex: [] Mule [] Femule  Status: [] Single ] Married ] Sepurated [] Divorced [] Widowed

Spouse’s Nume Phone

Employment: [ ] Employed Full-time [ ] Employed Purt-time [] Student [ ] Retired
Employer /School Nume Occupution Phone

Address City State Zip
EMERGENCY CONTACT

Emergency Contuct Nume Phone

Address City Stute Zip

Physician Information

Referring Physician Name Pructice or Group Nume
Address City State Zip Phone
Primary Care Physician/Pediatrician Name Pructice or Group Nume

Address City State Zip Phone



INSURANCE/BILLING

LINSEY
EYECARE

PLEASE COMPLETE ALL APPLICABLE SECTIONS, SIGN THE APPROPRIATE
METHOD OF PAYMENT, AND BRING INSURANCE CARDS TO YOUR APPOINTMENT.

>
= PERSON RESPONSIBLE FOR PAYMENT (reyuired for minors):
o
7]
2
Q
7] Name (Last, First) Phone
oz
—
S
s Address City State Zip
Z
[-™
E SELF-PAY: | understand puyment is my responsibility due to no insurance coveruye or other reusons.
a-
L
d Sighuture Date
atu
n Y
[T1) PRIMARY INSURANCE:
O
E Subscriber Name Subscriber Dute of Birth
oz
¢=I?> Subscriber Sociul Security Number Putient Subscriber Relutionship
=
Employer Nume Phone
Address City Stute Zip
SECONDARY INSURANCE:
Subscriber Nume Subscriber Dute of Birth
Subscriber Sociul Security Number Putient Subscriber Relutionship
Employer Name Phone
Address City Stute Zip
| authorize Linsey Eyecuare to releuse uny information in the course of my examination of treatment und permit payment directly
to him or her, uny benefits due for this service. | recognize und uccept personal responsibility for any balunce or fee not covered.
If the insurance compuny puys me directly for services rendered, | will immediutely forward that payment to Linsey Eyecure.
Sighuture Dute
w MEDICARE:
(a4 | certify that the information given by me in applying for payment under TITLE XVII of the Sociul Security Act is correct. | authorize
< any holder of medical or other information about Mme to releuse to the Social Security Administration or its infermediaries or
9 carriers any information heeded for this or a related Medicare claim. | request that the payment of authorized benefits be maude
(& on my behdlf. | ussign the benefits puydble for physician services to the physician or orgunization furhishing the services or
E authorize such physician or orgunization fo submit o claim o Medicare for payment for me.

Signhuture Print Nume Dute

Withess Print Nume Dute




LINSEY
OFFICE POLICY/HIPAA :) EYECARE

What is the primary purpose of your visit today? [] Routine Eye Exum [] Medicul Problem
How did you hear about us? mv [ 1 Newspuper [] Yellow Puyes ] Internet [] Other

Do you have other family members who are patients here?
[] Yes Name & Relationship 1 No

Have you visited our website, www.linseyeyecare.com? [] Yes [1 No

What was the deciding factor in choosing Linsey Eyecare? (check dll that cpply)
[] Nume Recoynition  [] Physiciun Experience [] Locution [] Insurunce Participution  [] Website

[[] Recommendution of Friend/Existing Putient [] Recommendution of Physiciun [] Other

Office Policy
We accept payment by Cush, personal check (with valid ID), Money order, VISA, or Mustercard. There is a $25
charyge on dll returned checks. Payment in full is expected ut the time services ure rendered.

Insurance

If you have insurance coveruge, we will gladly file your claim for you if we participate with that insurance. For
putients with uppointments, we will verify benefits prior to your uppointment. You will be expected to pay your
estimuted portion bused on this verification ut the time of service. Verificution of benefits is only un estimute of
coveruge und is not u guurantee of coveruge. If your insurance cunnot be verified, you will be given the option
of puyiny in full or rescheduling your uppointment. You are responsible for dll charges, regardless of insurance
coveruyge. If your cluim is denied by your insurance, you will be billed for payment. It is your responsibility to know
your insurance policy und be uwdure of your benefits,

INITIAL HERE THAT YOU HAVE READ THE ABOVE OFFICE POLICIES:

HIPAA
By sighing below, you ure ucknowledyiny that you were informed of our Notice of Privacy Practices und
of your right to receive u copy of it.

Signature of Putient or Leyul Representutive Dute

For Office Use Only
| attempted to obtuin the pautient's signuture in ucknowledgement on this Notice of Privacy Practices
Acknowledyement, but wus unuble to do so us documented below:

Dute Initials

Reuson



EYE HEALTH HISTORY LINSEY

Previous Eye Doctor Date of Last Eye Exam
Do you wear glasses? [ ] Yes, how often ] No
Do you wear contacts? [ ] Yes, hours/duy und type [] No
Have you had any eye surgery, laser treatment to the eye or eye injury? [] Yes [] No
If yes, pleuse explain:
What eye medications are you using at present?
Pleuse yive hume(s) und dosuyge und how often tuken. Include eyedrops:
Check all specific eye problems or visual difficulties that you are experiencing now:
L cutaracts O Difficulty reuding ldbels, price tuys, small humbers
L] overall decline in vision ] Difficulty with fine handwork like golf, bingo, computer work, play cards
U Glare, sensitivity to light ] Difficulty walking, stoopiny, chunyging positions, using stairs
] Poor night vision LI Dry/gritty/burning eyes
L] Loss of depth perception [ crusts or mucus on eyes or lids
L] Double vision [ Over-reuct to smoke, dust or light
I Flouters O Eyes feel scratchy or sundy
L] Halos O Eyes teur und wuter excessively
] Difficulty driving in the day or ut night ] Eyes feel puinful or irritated

] Difficulty reading traffic sighs und/or judging distaunce

Do you or any blood relative have now or have had any of the following:

You Relative
Blindness

Cuturacts

Corneul Problems
Glaucomu

Diubetic Retinoputhy
Lazy eye/turned eyes
Macular Degeneration
Poor Color Vision

Ooooooogdg
Ooooooogdg

Retinul Diseuse



MEDICAL HISTORY

Do you have now or have had any of the following:

L] General - Fever, weight loss, weight guin

O Ear/Nose/Throut - Sinus congestion, runny hose, postnasal drip, dry mouth

L] Heurt - Chest fuins, pdlpitations, heart diseuse

L] Lunys- Shortness of breuth, cough, emphysemu, usthmu, Tuber

[] Gustrointestinul - Reflux, naused, vomiting

] Genitourinary - Kidney stones, bludder problems, didlysis, kidney diseduse

] Hematoloyic/Lymphdtic - Bleeding, bruising, swollen lymph hodes

[ Musculoskeletal - Joint fouin, arthritis, Muscle wedukness, buck pdin

] Neuroloyic - Dizziness, headuche, memory loss, migraines, seizures, Parkinson’s Diseuse
L] Psychiutric- Anxiety, depression

O Allergies - Seusonal, environmental, druys, foods

LINSEY
EYECARE

[] Druy Sensitivity

[] Chemicul Dependency

[] High Cholesterol

[] Hypertension

[] Lupus

[] Chemicul Dependency

L] Diubetes (TYPE: )
[] Cuncer

L] stroke (DATE: )
[] Thyroid

[] Multiple Sclerosis

] HIV/AIDS [] Heputitis

Are you dllergic o any medicines, foods or lodine?

If yes, pleuse list:

Are you pregnant or nursing? Smoke? Use alcohol?

Please list all medications and vitamins you are currently taking.
Give hame(s) und dosuge.

Hobbies:

FOR OFFICE USE
Upddutes:

Reviewed by: / Dute:
Reviewed by: / Dute:
Reviewed by: / Dute:
Reviewed by: / Dute:

() Upduted () No Chunhye
() Upduted () No Change
() Upduted () No Chunge
() Upduted () No Chunye




