
HELI\:- l

REGISTRATTON (PLEASE PRTNT)

Home Phone Cell

PAT}ENT INFORMATION

Name Soc Sec#

(Last) (First) (ln itia l)

Address

City State zip
SexnM nF Age_ Birthday

r Single o Married n Widowed n Separated I Divorced

Race - o Asian n White n Black/African American o American lndian n Refuse to Answer

Ethnicity - n Hispanic/Latino n Non Hispanic/Latino o Refuse to Answer

Employer Occupation_
Address Phone

Primary Care Physician: Phone:

ln case of emergency notify? Phone

Your Pharmacy (Name & Phone Number):

PRIMARY INSURANCE
Person Responsible for Account

(Last)

Birthda
(Firs0

Soc Sec#

(initia l)

Relation to Patient

Address

City State zip
Person Responsible Employed By_
Business Address

lnsu ra nce Carrier

Occupation

Phone

Names of other dependents covered
Plan#tD# Group#

Email Address

Whom may we thank for referring you?



HELIK ffiYffi fi&fl*ffi

ADDITIONAL lNSURANCE

Address

REGTSTRATTON CON',T (PLEASE PRTNT)

City State zip
Subscriber Employed By Phone

lnsu ra nce Ca rrie r

tD# Plan#

Names of other dependents covered

ASSIGNMENT AND RELEASE

l, the undersigned certify that I (or my dependent) have insurance coverage with
lnsurance Company(ies)

and assign directly to Dr._Wang/Dwarakanathan/Dia b/Chiranand/lttiara_a ll insurance benefits, if any, otherwise
payable to me for services rendered. I understand that I am financially responsible for all charges whether or not
paid by insurance. I understand I will be responsible for all fees incurred including collection and attorney fees and
any/all court costs on balances over 90 days. I further agree upon default, to pay interest accruing at a rate of
I.5o/o (L8% annum) on any unpaid balances. I hereby authorize the doctor to release all information necessary
to secure the benefits- I authorize the use of this signature on all insurance submissions.

NO-SHOW FEE

Failure to cancel at least 24 hours before your scheduled appointment will result in a 525.00 no-show fee. This
fee will not be billed to your insurance company and must be paid before your next appointment.

Responsible Party Signature Relationship D ate

ls Patient Covered By Additional lnsurance? n YES n NO

Subscriber Name_Relation to Patient Birthdate

Soc Sec#

Group#-



o HELI}( ffiYtr {lJ: R

ALLERGIES

MEDICATIONS (NAME, DOSAGE, AND FREQUENCY - FOR EYE MEDS PLEASE SPECIFY WHICH EYE)

SMOKE:

DRINK:

DRUGS:

HOW MUCH?

YES

YES

YES

NO

NO

NO

YES

HOW OFTEN?

DRUGS USED?

HOW LONG?

FAMILY HISTORY (EYE OR OTHER DISEASES):

OCULAR HISTORY

PAST OCULAR SURGERIES:

PAST MEDICAL SURGERIES

MEDICAL HISTORY:

Diabetes

High Blood Pressure

High Cholesterol

Heart Disease

Thyroid lssues

Kidney Dialysis

Cancer

Hepatitis

AIDS/HIV

Multiple Sclerosis

Pacemaker

Defibrilator

No Yes No

I
Other:

DATE:

PATIENT NAME:

FORMER SMOKER? NO

Yes



@ l.rxLlx ffi.rffi firh"&afix

DATE:

PATIENT NAME PATIENT WT PATIENT HEIGHT:

EYES

Previous Surgery

Contact Lens

Pain

Double Vision

Glaucoma

Cataracts

Macular Degeneration

Dry Eyes

Flashes

Floaters

EAR/NosE/THRoAT

Hard of Hearing

Ringing in Ears

Venigo

CARDIOVASCULAR

Chest Pain

Dizziness

Fainting Spells

Shonness of Ereath

lrregular Heart Beat

Difficulty LyinB Flat

CONSTITUTIONAL

Fatigue/Weakness

Fever

Weight Gain/Loss

RESPIRATORY

Cough

Congestion

Wheezing

Asthma

GASTROINTESTINAI-

Heartburn
Nausea/Vomiting

Jaundice/Hepatitis

GENITO-URINARY

Pain/Difficulty

Blood in Urine
History of Kidney Stones

History of 5TD's

tr YEs

o YES

D YEs

o YES

tr YEs

D YES

D YES

tr YES

tr YES

D YES

0NO
oNO
oNO
trNO
trNO
oNO
trNO
DNO
oNO
oNO

PSYCHIATRIC

Anxiety/Depression

Mood Swings

Difficulty sleepinB

ENDOCRINE

lncreased Thirst
lncreased Hunger

lncreased Urination
lncreased Sweating

Fingernail Changes

BLOOD/LYMPHNOOES

Easy Bruising

Gums Bleed Easily

Prolonged Bleeding

Heavy Aspirin Use

MUSCULOSKETAL

Stiffness

Arthritis
Joint Pain/Swelling

st0N

Rash/Sores

Lesions

Hives/Eczema

NEUROLOGICAI.

Seizures

Weakness/Paralysis

Numbness

Tremors

IMMUNOI.OGIC

Hives

ItchinB

Runny Nose

Sinus Pressure

D YES

o YES

tr YES

o YES

o YES

trNO
ri NO

DNO
trNO
trNO

o YEs

o YES

D YES

o YES

trNO
oNO
cNO
t] NO

D YES

tr YES

tr YEs

uNO
oNO
!r NO

tr YES oNO
tr YES Lr NO

tr YES trNO

o YES

D YEs

D YEs

oN
oN
DN

o
o
o

tr YEs

tr YES

tr YEs

trNO
oNO
oNO

tr YES

tr YES

o YES

a YEs

o YES

tr YES

oNO
oNO
trNO
oNO
oNO
oNO

o YES

o YES

D YES

DNO
trNO
DNO

o YES

tr YES

! YES

rr YES

oNO
oNO
oNO
DNO

tr YES

o YES

tr YES

trNO
trNO
trNO

tr YES

tr YES

tr YEs

tr YES

D YES

tr YES

L- YEs

: YES

oNO
DNO
oNO
trNO

uNO
oNO
rrNO
nNO

tr YES

tr YES

o YES

o YEs

trNO
trNO
DNO
!NO



€ACKNOWLEDG NTltE Fo RECEIPT or NOTICE oFPRIVACY PRA T'Cc IES U SE AND otscLOSU RE FORM

Our Nouca ot privecy pracbcos p.ovidas ln ormation sboui hou, we mey ura and diacloseprdcctld hoslth informrrreo rpir) e&,o-ra y;; w;;;ff"ii;ii ,o 
"o,",ory 

w.th th€ Haalrrrtnsurance portrulty erd Accountebrlty Acr (H,;{A;';;;;-r; ' 
the t{ouce o, prvacv

:Hl"Sffi'ffXffi"ffi tr"T;;;;t#;il#];;;;;';,"i,;;"":L"n"
By Slgning t,lls form. you achnowlcdgelhal our pricuce may uE€ end disctose pHl aboul you lortroatrcnl plF.nt rnd hcrllhcare opar.t ons. you hrr. fil ilit o ."qu€rt that we rsstriclhow p,r rbout you ia urco or oircrocea r;;;;*;;;;;ffiirJ,nr*"".u opsr.t ons.

S€nsfure o, Pthe, gr L egal
Date

Contant to aotrll o, t :t ior appolatm.ot ramlndart ard otic. ,l.lnhc.rG corrnunlcrtbr
ll you .pprovo. ure nay conirct you 

::-alTy". f rt messagrng to remrnd you ot an apporntment orprovrdo g€norar laarth r.mmdcrs or intormrton r unoersano thit o'nce r hav6 cons€nted to recervecom {rnacarilns vle ten o, amait, t stilt have raa njrrG *r,i"'fr""iff*"r a any ime
fha caf Bhom nurbar I &droab io r"calvc $ri mo3segar
inlbrmston 6

icr eppo{nlmci mr*nders an, lcno(d ir.lth
Pl6ase intd

kffixdr"c *t I ridrorh. io rrceu. eft..l maisrgca for 4p!"*.iIIIO"o * generat h"a{h

Pnnted Name of Patiant
Lsgsl Relatonsh{, lo tfle Fatieot

Ot

-- | (actltr to rEcsito cornrun|cdi]ni via ttxt

- 

I d.clift! to recsiE cqn,rxrri:€to.E v,i ,nail

R.vocation - U33 lhis Stas b docsrnent rgyocation ol a prernous brm ol carnmun€atton

Date reql/odsd

_ I tlc Sy r6id(6 my r€$rad b (!c*Yt fulur! ryoflinrnt EmiridcB o( hotrlcrB rFd as vir tcr{.

- 

i h.rlby lt.rgr(. nry raqu.st to r!6aav. t t o 
"pp*r,rr*n- 

,"n i[i i ,,.*r*"r" t,ro*" * ,*,

catnol d.qr6€ your hcall', inbn''rtbn wth enyonG other lhan you*etf unt€ss you aut rorize us to ooPbas. tis{ bdow ne... of the indivdu.E }", ;d;;;;;H"t?*"" or" *lr,
I gfu you p..r*loi O rlrrl my hotth hlorm.lron rdlh:

We
so

1 Narne

2 Name

HIPA} ActngwLdgsmenl o, Realpt oa ttle NotEe of Pnvacy Praclras

Patbnt

A.,'ttu " Xaq Hw',rrrroo to t a rrrrrr&rn ,re.atary ,,rd 
',tcrr,{ 

a4lrrs ,td lqll t &rrll.. poa.r,ir.

I



ACKNOWLEDGEMENT FORM

I have read the HIPAA privacy/Patient Record of Disclosures

Name ______________________________________________Birthday  _____________________

Signature  _________________________________________________________________________

Date  _____________________________________________________________________________

Refraction is the process of determining the eye's refractive error, or need for corrective 

spectacle glasses and/or contact lenses.  This is the test we perform with you looking at an eye 

chart through multiple sets of lenses until we find the glasses prescription that allows you to see 

optimally.  It can be an essential part of an eye examination, but is NOT a covered service by  

Medicare or most insurance companies regardless of the reason for the test being performed. 

If done, our office fee for refraction is $75.00 and is collected at the time of service in addition to 

the patient's co‐pay.

*We do not perform refractions requiring prisms*

I understand and have read the above policy:

Signature   Date

REFRACTION POLICY

HIPAA PRIVACY ACKNOWLEDGEMENT
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