RIVERBEND EYECARE & OPTIQUE

Patrick Ayres, OB, PC Today’s Date:
Etosha Fegan, OD
143 SW Shevlin-Hixon Drive, Suite 101

Bend, OR 87702
Business: 541.317.9747 Fax: 541.317.1818

PATIENT INFORMATION

Last Name . First Name initial
Home Address City State Zip

Social Security # Birth Date Age M F
Home Phone Work Phone

Cell Phone E-Mail

Spouses' Name Child's Name Age
Child's Name Age Child's Name Age

HOW DID YOU HEAR OF OUR OFFICE? :
OCCUPATION: EMPLOYER:

INSURANCE INFORMATION

insurance Company Name (Primary)

Subscriber Name Social Security # Birth Date

insurance Company Name (Secondary)

Subscriber Name Social Security # Birth Date

PATIENT AUTHORIZATIONS & DISCLAIMERS

| authorize Riverbend Eyecare to bill my insurance company now and for any future services received by me. | authorize
Riverbend Eyecare to request and release informaticn necessary to process my insurance claims. | authorize my insurance
company to pay Riverbend Eyecare for services rendered.

| authorize Riverbend Eyecare to cali my insurance company in order to provide me with information regarding my benefits. |
understand that insurance companies occasionally misquote information provided to Riverbend Eyecare over the phone and that
the information given to me is a patient courtesy and not a guarantee of ins urance eligibility and/or payment for services Riverbend
Eyecare advises that you verify the information with your insurance compary and verify whether or not referrals are required by
your primary care physician.

ACGREEMENT TO PAY
i agree to be responsibie for payment of ali services provided whether or not they are paid for by an insurance company.
| understand that payment for services not covered by an insurance company is due and payable at the time the
services are rendered.

Signature of Patient or Guardian Date

Relationship to Patient



Welcome to Riverbend Eyecare. In order to provide you with the best care we ask that you please complete this form.

Name: : Date:

Who is your primary medical doctor (PCP):
Eve Historv

Do you experience any of the following problems or conditions?
No Yes Contact Lenses No Yes

Reduced Vision L1 .I1 Do you currently wear contact lenses? [ ] [ ]
Double Vision 1 [1 If Yes: Extended/Overnight Wear? 1] [ 1
Eye Pain or Irritation [ ] [ ] Average wear time per day:
Glare/Light Sensitivity [ ] [ ] Solution System used:
Dry Eyes [ 1 11 Please list any complaints/concems with current
“Red Eyes [1 I[1 lenses:
Floaters [ ] [ ]
Flashes of Light [1 [1 If No: Are you interested in being
Cataracts [ 1 [ ] fit for contact lenses? ] 1]
Glaucoma 1 I1
Macular Degeneration [ ] [ ] Other Eye Concern/Interest:
Lazy/Crossed Eye [] [ ]
Medical History
Do you experience any of the following problems or conditions?
No Yes No Yes
Diabetes [ 1] [] Headaches [ 1] [ 1
High Blood Pressure [ ] [1] Shortness of Breath [ ] [ ]
High Cholesterol [ [ ] Weight Loss/Gain [ ] [ ]
Thyroid Disease [ [ ] Excessive Thirst/Urination [ ] [ ]
Sinus Disease L 1 1] Prednisone (Steroid) use [ ] 1]
Allergies/Hayfever [ ] [ 1] Easy Bleeding/Bruising [1] [ 1]
Arthritis [ ] [ ] Dizziness/Vertigo [ 1] [ ]
Shingles/Herpes Zoster [ ] [ 1] Cancer: [1] [ ]
Family Historv
Do any of your direct/blood relatives have any of the following conditions?
e No Yes No Yes
Diabetes [ 1] [ 1] Macular Degeneration [1] [ ]
High Blood Pressure [ ] [1] Glaucoma [ ] [ ]
Blindness [ ] [1] Lazy/Crossed Eye [ ] [ 1]
Seocial History
No Yes
Do you smoke tobacco? [ 1] [ ] Occupation:
Do you drink alcohol? [ ] [ ] Computer Use (hours/day):
Average number of servings of fruits & Hobbies:
vegetables eaten per day:
Medications/Vitamins Drug Allergies Eye Surgeries

Dr. Reviewed & Date:



T,
/ (erbend— . RECEIPT OF "NOTICE OF PRIVACY PRACTICES"

I understand that Riverbend Eyecare wili use and disclose healith information about me, unless otherwise indicated
below.

I understand that my health information may include information both created and received by Riverbend Eyecare, may
be in the form of written or electronic records or spoken words and may include information about my health history,
health status, test resuits, diagnoses, treatments, procedures, prescriptions and similar types of health-related
information.

I understand and agree that Riverbend Eyecare may use and disclose my health information in order to:

*  Make decisions about and plan for my care and treatment.

* Refer fo, consult with. Coordinate among, and manage along with other heaith care providers for my care and
treatment.

e Determine my eligibility for health plan or insurance coverage, and submit bills, claims and other related
information fo insurance companies or others who may be responsible to pay for some or all of my health care;
and

e Perform various office, administrative and business functions that support my physician's efforts to provide me
with, arrange and be reimbursed for quality, cost-effective health care.

Ialso understand that I have the right to receive and review a written description of how Riverbend Eyecare will handle
health information about me. This written description is known as a Notice of Privacy Practices and describes the uses
and disclosures of health information made and the information practices foliowed by the employees, staff and other
office personnel of Riverbend Eyecare and my rights regarding my health information.

I understand that the Notice of Privacy Practices may be revised from time to time, and that I am entitled to receive a
copy of any revised Notice of Privacy Practices. I also understand that a copy or summary of the most current version
of Riverbend Eyecare’s Notice of Privacy Practices in effect will be posted in the waiting/reception area.

I understand that I have the right o ask that some or all of my health information not be used or disclosed the manner
described in the Notice of Privacy Practices and I understand that Riverbend Eyecare is not required by law to agree to
such requesfs.

It is the policy of Riverbend Eyecare to release information o family members, friends and/or caregivers involved in
your care, unless otherwise indicated.

I have objections to Riverbend Eyecare releasing information to the following: My

objections are listed below.

Name
Name
Name

I have no objections to Riverbend Eyecare releasing information to family members, friends or caregivers
involved in my care.

By signing below, I agree that I have reviewed and understand the information above
And that I have received a copy of the Notice of Privacy Practices.

Patient's Name

Patient's Signature Date,

Patient’s Representative signature Date

Description of Representarive's authority:

143 S.W. Shevlin-Hixon Drive, Suite 101 - Bend, OR 97702 - (541)317-9747 - Fax(541)317-1818




Riverbend Eyecare Payment Policy

Thank you for choosing us as your primary eyecare provider. We are committed to providing you
with quality and affordable health care. Because some of our patients have had questions regarding
patient and insurance responsibility for services rendered, we have been advised to develop this
payment policy. Please read it, ask us any questions you may have, and sign in the space provided. A
copy will be provided to you upon request.

1. Insurance. We participate in most insurance plans, including Medicare. If you are not
insured by 2 plan we do business with, payment in full is expected at each visit.

2. Co-payments and deductibles. All co-payments must be paid at the time of service. This
arrangement is part of your contract with your insurance company. Please understand that we are
required by law to collect co-payments from our patients at the time of service.

3. Non-covered services. Please be aware that some — and perhaps all — of the services you receive
(Le. Refraction) may be noncovered or not considered reasonable ot necessary by Medicare or other
insurers; in this event the patient is responsible for all noncovered charges.

4. Proof of insurance. All patients must complete our patient information form before seeing the
doctor. We must obtain a copy of your current valid insurance card to provide proof of insurance. If
you fail to provide us with the correct insurance information in a timely manner, you may be
responsible for the balance of a claim.

5. Claims submission. We will submit your claims and assist you in any way we teasonably can to
help get your claims paid. Your insurance company may need you to supply certain information
directly. It is your responsibility to comply with their request. Please be aware that the balance of
your claim is your responsibility whether or not your insurance company pays your claim. Your
insurance benefit is a contract between you and your insurance company; we are not party to that
contract.

6. Coverage changes. If your insurance changes, please notify us before your next visit so we can
make the appropriate changes to help you receive your maximum benefits.
7. Nonpayment. If your account is over 120 days past due, you will receive a letter stating that you
have 30 days to pay your account in full. Partial payments will not be accepted unless otherwise
negotiated. Please be aware that if a balance remains unpaid past 150 days, you will be discharged
from this practice. If this is to occur, you will be notified by mail that you will need to find a

- different source of eyecare.

Our practice is committed to providing the best treatment to our patients. Our prices ate
representative of the usual and customary charges for our area. Thank you for understanding our

payment policy. Please let us know if you have any questions or concerns.

I have read and understand the payment policy and agree to abide by its guidelines:

Signature of patient or responsible party Date
Effective April 23, 2007 until further notice




Additional Testing Patient Acknowledgement Form

In the event our doctors detect an ocular health condition that can better be
diagnosed and/or managed by the use of additional clinical testing and/or imaging,
these procedures are not considered part of your routine comprehensive eye exam
and will therefore incur an additional expense. If you have medical insurance we
will bill this expense to that plan; however, please note that these charges will be
applied toward any unmet deductible, if applicable. All additional tests will be
discussed and agreed upon prior to testing.

~ Any balance not covered by insurance is your responsibility.

I understand the above statement:

Signature Date

Email on File

I would like Riverbend Eyecare to use my email address on file for automated
appointment reminders and to be able 10 receive and access exam summaries.

I accept:

Email:

I decline:




