OPHTHALMOLOGY ASSOCIATES OF GLEN COVE, P.C.
AUTHORIZATION AND RELEASE
I AUTHORIZE THE RELEASE OF INFORMATION, INCLUDING THE DIAGNOSIS AND THE TREATMENT AND/OR RECORDS OF EXAMINATION RENDERED TO ME OR MY CHILD DURING THE PERIOD OF SUCH CARE, TO THIRD PARTY PAYORS AND/OR OTHER HEALTH PRACTIONERS.

I AUTHORIZE AND REQUEST MY INURANCE COMPANY TO PAY DIRECTLY TO THE DOCTOR OR DOCTOR’S GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME, IF APPLICABLE.  I UNDERSTAND THAT MY INSURANCE COMPANY MAY PAY LESS THAN THE ACTUAL BILL FOR MY SERVICES.  I AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES RENDERED ON MY BEHALF OR MY DEPENDENTS.

X________________________________________________________________________________________

                      SIGNATURE OF PATIENT OR LEGAL GUARDIAN                                        DATE

******************************************************************************************

*MEDICARE PATIENTS ONLY

PLEASE READ AND SIGN BELOW:

THE DOCTORS IN THIS OFFICE ARE MEDICARE PARTICIPANTS AND WILL ACCEPT ASSIGNMENT OF BENEFITS FOR SERVICES RENDERED ON YOUR BEHALF.  THIS MEANS WE ACCEPT MEDICARE’S FEE SCHEDULE AND THAT PAYMENT WILL BE MADE DIRECTLY TO US.

YOU ARE RESPONSIBLE FOR THE 20% COPAYMENT AND/OR ANY UNPAID DEDUCTIBLE OR ANY UNCOVERED SERVICE. THIS AMOUNT IS DUE AT THE TIME OF SERVICE.

MEDICARE DOES NOT AND NEVER HAS INCLUDED REFRACTION AMONG ITS COVERED SERVICES.  REFRACTION IS THE PROCESS OF MEASURING THE EYE AND ARRIVING AT THE PRECISE EYEGLASS PRESCRIPTION TO ACHIEVE BEST POSSIBLE VISION AND VISUAL FUNCTION.  THIS IS OBVIOUSLY AN ESSENTIAL PART OF THE EVALUATION OF YOUR EYES AND CANNOT BE OMITTED IN MOST INSTANCES. PLEASE BE ADVISED THAT THE PORTION OF THE FEE APPLICABLE TO REFRACTION IS A NON-COVERED SERVICE AND IS NON-REIMBURSABLE UNDER MEDICARE COVERAGE.

x____________________________________________________________________________



SIGNATURE OF MEDICARE BENEFICIARY



 DATE

******************************************************************************************

*HMO AND MANAGED CARE PATIENTS
IF YOUR HMO OR MANAGED CARE COMPANY REQUIRES A REFERRAL, IT IS YOUR RESPONSIBILITY TO OBTAIN IT FROM YOUR PRIMARY CARE PHYSICIAN (PCP) AND PRESENT IT AT THE TIME OF SERVICE.

IF YOU DO NOT HAVE THE REQUIRED REFERRAL, YOU WILL BE RESPONSIBLE TO PAY FOR SERVICES RENDERED AT THE TIME OF THE VISIT.  AS PER INSURANCE REGULATIONS, THERE WILL BE NO EXCEPTIONS.  YOU ARE RESPONSIBLE FOR ALL NON-COVERED SERVICES.

x____________________________________________________________________________   SIGNATURE OF HMO/MANAGED CARE PATIENT OR LEGAL GUARDIAN   
  DATE
******************************************************************************************

ALL COPAYS ARE DUE AND PAYABLE AT TIME OF SERVICE             
OPHTHALMOLOGY ASSOCIATES OF GLEN COVE, P.C.
PATIENT INFORMATION






      DATE:____________
Name:____________________________________________________       
     Circle:     Male      Female

Mailing Address (P.O. Box if applicable):________________________________________________________

**GLENWOOD LANDING RESIDENTS PO BOX REQUIRED:____________________________________

City, State, Zip:____________________________________________________________________________

Phone: Home:_____________________________     Work/Cell:_____________________________________

Social Security Number:_____________________     Date of Birth:___________________________________

Employer:________________________________ 

Personal Physician Name/Location:____________________________________________________________

RESPONSIBLE PARTY (WHO IS FINANCIALLY RESPONSIBLE FOR THIS ACCOUNT)

If same as above, please check: [  ]    If different, please fill in below:

Name:____________________________________________________________________________________

Street Address:_____________________________________________________________________________

City, State, Zip:_____________________________________________________________________________

Social Security Number:______________________     Date of Birth:__________________________________

Phone: Home:______________________________      Work:________________________________________

Employer:_________________________________________________________________________________

Relationship to Patient:_______________________________________________________________________

OPHTHALMOLOGY ASSOCIATES OF GLEN COVE, P.C.
Medical History

Patient Name:________________________________

Primary Care Doctor:_____________________     Referred By:________________________     

Occupation:_____________________________
Pharmacy Name and Location:___________________________________________________

Allergies to Medicines:_________________________________________________________

Prior Eye Problems:____________________________________________________________
_________________________________________________________________________________________

Prior Eye Surgery:_____________________________________________________________

Current Eye Drops:____________________________________________________________

Medical Problems:_____________________________________________________________

____________________________________________________________________________
Prior Surgery:_________________________________________________________________

Current Medications:___________________________________________________________

____________________________________________________________________________
Do you wear contact lenses?     Y        N

If Yes, please write the prescription (brand, strength, and base curve (B.C.) for each eye):

​​​​​​​​​​​​​​​​​​​​​​​​
_______________________________________________________________________
Family History (circle all that apply):
Blindness
Macular Degeneration

Cataracts
Retinal Disease
Glaucoma
Lazy Eye
Social History:

Smoking Status (circle one):  every day smoker      occasional smoker          former smoker            never smoked

Alcohol (circle one):  daily 
   occasionally

none

Recreational Drugs:   daily 
   occasionally

none
OPHTHALMOLOGY ASSOCIATES OF GLEN COVE, P.C.

RECEIPT OF NOTICE OF PRIVACY PRACTICES AND AUTHORIZATION TO OBTAIN/RELEASE PROTECTED HEALTH INFORMATION

I am a patient of Ophthalmology Associates of Glen Cove, PC (OAGC).  I hereby acknowledge receipt of OAGC’s Notice of Privacy Practices and authorize OAGC to obtain or release any and all medical records concerning my care from any physician, hospital, or other health care professional that has provided or will provide medical care to me at any time.

Name [please print]: ________________________________   
Signature: ________________________________________          Date: ____________

OR

I am a parent or legal guardian of ___________________________________[patient name].  I hereby acknowledge receipt of OAGC, PC's Notice of Privacy Practices with respect to the patient.

Name [please print]: __________________________       Relationship to Patient:    Parent    Legal Guardian

Signature: ________________________________________          Date: _____________        
You may also release my PHI to:________________________________________________

DILATION CONSENT
In order to properly assess your eye health, we routinely perform a dilated examination of your eyes.  Eye drops are used that temporarily act to increase the size of the pupils.  By enlarging the pupils, the doctors can examine the inside of your eyes more thoroughly and provide you the very best eye care.  Eye conditions such as cataracts, glaucoma and retinal detachment can be detected with dilation.  In addition, without pupillary dilation, medical conditions such as diabetes, high blood pressure, and certain cancers can go undetected. 
The disadvantages to having your eyes dilated include blurry vision at near and light sensitivity which usually last 2 to 3 hours, although may last longer in some patients. During this time, it is important to exercise caution when walking down steps, driving a vehicle, operating machinery, or performing other tasks that may present a risk of injury.  Most people will be able to drive once their eyes are dilated, as long as they have sunglasses (which we can provide if you didn’t bring any).

PLEASE SIGN ONE OF THE BELOW:

I have read the information above and I give my consent for pupillary dilation.

Signature:___________________________________     Date:_____________________

OR

I do not want to have my eyes dilated at this time.  I understand that my ophthalmologist may not be able to detect vision threatening conditions in my eyes without dilation.

Signature:___________________________________     Date:_____________________

Ophthalmology Associates of Glen Cove, PC
Notice of Privacy Practices
The Health Insurance Portability & Accountability Act of 1996 ("HIPAA") is a Federal program that requests that all medical records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on paper, or orally are kept properly confidential. This Act gives you, the patient, the right to understand and control how your protected health information ("PHI") is used. HIPAA provides penalties for covered entities that misuse personal health information.
As required by HIPAA, we prepared this explanation of how we are to maintain the privacy of your health information and how we may disclose your personal information.  We may use and disclose your medical records only for each of the following purposes: treatment, payment and health care operation.
· Treatment means providing, coordinating, or managing health care and related services by one or more healthcare providers. An example of this is a primary care doctor referring you to a specialist doctor. 

· Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collections activities, and utilization review. An example of this would include sending your insurance company a bill for your visit and/or verifying coverage prior to a surgery. 

· Health Care Operations include business aspects of running our practice, such as conducting quality assessments and improving activities, auditing functions, cost management analysis, and customer service. An example of this would be new patient survey cards. 

· The practice may also be required or permitted to disclose your PHI for law enforcement and other legitimate reasons. In all situations, we shall do our best to assure its continued confidentiality to the extent possible. 

We may also create and distribute de-identified health information by removing all reference to individually identifiable information.  

We may contact you, by phone or in writing, to provide appointment reminders or information about treatment alternatives or other health-related benefits and services, in addition to other fundraising communications, that may be of interest to you. You do have the right to "opt out" with respect to receiving fundraising communications from us.
The following use and disclosures of PHI will only be made pursuant to us receiving a written authorization from you:
· Most uses and disclosure of psychotherapy notes; 

· Uses and disclosure of your PHI for marketing purposes, including subsidized treatment and health care operations; 

· Disclosures that constitute a sale of PHI under HIPAA; and 

· Other uses and disclosures not described in this notice. 

You may revoke such authorization in writing and we are required to honor and abide by that written request, except to the extent that we have already taken actions relying on your prior authorization.
You may have the following rights with respect to your PHI:
· The right to request restrictions on certain uses and disclosures of PHI, including those related to disclosures of family members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to honor a request restriction except in limited circumstances which we shall explain if you ask. If we do agree to the restriction, we must abide by it unless you

· agree in writing to remove it.

· The right to reasonable requests to receive confidential communications of Protected Health Information by alternative means or at alternative locations. 




(privacy practices continued…)


· The right to inspect and copy your PHI. 

· The right to amend your PHI. 

· The right to receive an accounting of disclosures of your PHI. 

· The right to obtain a paper copy of this notice from us upon request. 

· The right to be advised if your unprotected PHI is intentionally or unintentionally disclosed. 

If you have paid for services "out of pocket", in full and in advance, and you request that we not disclose PHI related solely to those services to a health plan, we will accommodate your request, except where we are required by law to make a disclosure.
We are required by law to maintain the privacy of your PHI and to provide you the notice of our legal duties and our privacy practice with respect to PHI.  
You may obtain access to your medical records online at the following website:  myeyecarerecords.com.  Your initial password is: 1234
This notice is effective as of September 1, 2013, and it is our intention to abide by the terms of the Notice of Privacy Practices and HIPAA Regulations currently in effect. We reserve the right to change the terms of our Notice of Privacy Practice and to make the new notice provision effective for all PHI that we maintain. We will post a copy and you may request a written copy of the revised Notice of Privacy Practice from our office.  You have recourse if you feel that your protections have been violated by our office. You have the right to file a formal, written complaint with the practice and with the Department of Health and Human Services, Office of Civil Rights. We will not retaliate against you for filing a complaint.
