Patient History Questionnaire

Last Name First Name MI
Address

City State Zip

Work Phone Home/Cell Phone

Date of Birth SSN:

Occupation Employer

Emergency Contact Name Phone Number

Date of Last Eye Exam Dilated? Yes/No

Medical Coverage Vision Coverage

Primary Member’s Name Primary’s Date of Birth:

Email Address:

Medical Information
How is your general health?

Do you have problems with any of these systems? (Please circle yes or no.)

Gastrointestinal Yes/No
Ears/Nose/Throat Yes/No
Cardiovascular Yes/No
Respiratory Yes/No

High blood pressure Yes/No
Please explain

Nervous Yes/No Endocrine (glands) Yes/No
Urinary Yes/No Blood/Lymph Yes/No
Muscles/Bones Yes/No Allergic/Immunologic Yes/No
Integumentary (skin) Yes/No Headaches Yes/No

Eyes Yes/No Mental Yes/No

Diabetes Yes/No Type Date of diagnosis_
Allergies to medication Yes/No Which?

Reactions?

Other health problems

Current medication(s)

Have you had any operations? Yes/No Kind?

When?

Do you use cigarettes/tobacco?

Alcohol? Other substances?

Name of family doctor and/or primary care physician:

Date of last visit

Pharmacy/Location:

Phone Number:

Family History

High blood pressure Yes/No Relation
Macular degeneration Yes/No Relation

Diabetes Yes/No Relation

Retinal detachment Yes/No Relation

Glaucoma Yes/No Relation

Cataracts Yes/No_ Relation




Personal Eye Information
Do you have any eye conditions or problems? Yes/No

What kind?

Have you had any eye operations? Yes/No Type

Date

Have you had an eye injury? Yes/No Kind

Date

Do you have glaucoma? Yes/No Cataracts? Yes/No Dry eyes? Yes/No-
Macular degeneration? Yes/No Retinal detachment? Yes/No Blurred vision? Yes/No
Do you wear glasses? Yes/No Contact lenses? Yes/No Type

Additional information:

Whom may we thank for referring you?

Acknowledgement of Receipt of Notice of Privacy Practices

Dr. Joseph S. Hargrave
Box 1146
Lewiston, NY 14092
(716) 754-8816

Source of Authonty

Signing this document signifies that you have received a copy of our Notice of Privacy Practices.

In the course of providing service to you, we create, receive and store health information that identifies you. It is often
necessary to use and disclose this health information in order to treat you, to obtain payment for our services, and to
conduct healthcare operations involving our office. The Notice of Privacy Practices you have been given describes these
uses and disclosures in detail.

1 acknowledge that | have received the Notice of Privacy Practices from Dr. Joseph S. Hargrave.

Signature: X Date:

If signing as a personal representative of the patient, describe the relationship to the patient and the source of authority to sign
this form:

Relationship to Patient: Print Name:

INSURANCE SIGNATURE ON FILE

I certify that the information given by me in applying for
insurance and/or Medicare payment is true and correct. I
authorize my doctor to act as my agent in helping me obtain
payment of my insurance and/or Medicare benefits, and I
authorize payment of these benefits directly to Dr. Joseph S.
Hargrave on my behalf for any services and materials furnished.
I authorize any holder of medical information about me to release
to the Health Care Financing Administration and its agents any
information needed to determine these benefits payable to related
services. If I have other health insurance coverage (as indicated
in Item 9 of the HCFA-1500 claim form or electronically
submitted claim), my signature authorizes release of the above
medical information to the insurer or agency shown, and
authorizes my doctor to act as my agent, as above.

X

Lifetime Patient Signature Date




Notice of Privacy Practices

Effective date of notice: April 14,2003
Dr. Josaph 8. Hargrave

Box 1146

Lewiston, NY 14092

716 754 8816

This netico describes how medical information about you mny be used and disclosed,
and how you can obtain access to this infarmation. Please review It carefully,

General Rule .

Wa respact our legal obligation to keep health information, thet idertifias you, private. Tha law obligates us
to give you notice of our privacy practices,

Genzrafly, we can only uso ybur health information in cur offieo or discloze it cutside of our office, without
Your written pennission, for purposes of trestment, payment o hezlthcars opemtioos. In most cther
situations, we will not uss or discloza your health information unless you sign a written cuthorization form.
hmp&d&dniﬁmﬁm&elnwﬂmumﬁumh" lose your health infc jon without written

Uses or Disclosures of Health Information
Examples of how we use information for treatment purposes:
o When wo set up an appointment for you.
o When our teckmician or doctor tests your eyes.
o When the doctor prescribes glasses or contnct lenses.
o When the doctor presaribes medicaticn.
o When our staff holps you sslect end order glarses or contact lepses.
o When we show you low vision aids.

Wemydhe!mymhndihhfmmn&mmﬁdoofwuﬁeaformhentmfcnxample:
* Ifwo refor you to another doctor or clinio for sys cars or low vision aids or services.
» Ifvo send a prescription for glasses or coritacts to another professianat to be Slled,
» When we provide a prescription for medication to a pharmacist,
¢ When wo phone to let you know that your glasses or contact lenses ore ready to be picked up.

Somstimes we may ask for copies of your health information from enother professional that you may have
seen before,

We may use your hiealth information within our offics or disclose your health information cutside of our
office for paymont purposes. Scme examples exo:
® When our staff esks you about health or vision care plans that you may belong to, or sbout other
sources of payment for our services,
» When we prepare bills to send to you or your health or vision care plan. .
¢ When wo process payment by credit card end when we try to collect unpeid amourts dus.
* Whenbills or claims for payment are mailed, fixed, or sent by computer to you or your health or
vision plam.
s When we decasionally havs to esk a collection egency or attomay to help us with unpaid amounts dus,
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quality etsurance, for perscnnel decisions, to caable our doctors to perticipats in mansged care plans, for fhe
Mmofle@mmmdovdophmmmfnrwﬁdoswﬁmm

Appsintment Reminders

Woe may call to remind you of scheduled eppointments, Wo may also call to notify you of ather trestments or
seryices available et our office that might help you.

Uses & Disclosures without an Authorization

In some limited situations, the law allows or requires us {o uss or disclose your health information without
your permbsion. Not all of thesa situations witl epply to us; some may naver happen at our office at all. Such
uses or disclosures are: .

@ Astats or federal law that mandites certain heal information be repasted for a specific purpose.

o Public health pusposes, such es contagious di reporting, investigation or surveillance; and notices
to and from the Food and Drug Administration regarding drugs or medics] devices,

. mmm.pmummummcrwmwmum
violence.

. UmwdhcmbrhnlmovmﬁﬂnaMa.Mm&rﬂmﬂmmhgofdomMuby
Medicare or Medicaid, or investigation of possible vialations of healtheare Iaws.

. Disc!osmufujudhhlanda&rﬁnﬁhﬁvopoewﬁnp.mchnhmmhmbpommmﬂmof
courts ar edministrative i

e Disolosures for law enforcement purposes, such es to provide informstion about somecns who i or is
nwdhhavbﬁofamwmwmmgmumo&umbma
critna that happened somewhers else,

. Mmbnmﬁ@mﬁbﬁaﬁ&ad@dmubdﬂmﬁmhme{dﬂkwb
ﬁmﬂ&mwﬁhhnhkmwmmmm«mmmm

Uses or disclosures for health releted ressarch.

Uses and discl top: a sericus threat to bealth or safety,

Lhamdhchsmfmspuhlhedpvmmtﬁmcﬁmmd:mbr&cmtedimoﬂhewiﬁzﬂm

high ranking government officials; for lawfial nationsl intelligenca sctivities; for militery purposes; or

for the evaluation end bealth of members of the fareign servics,

Disolosures relating to workers® compensation programs. .

o Discl to bust i wbopafmhm!huoopmtkmhmmdwbomtohcp

your health informaticn privata, .

Other Disclosures )

We will not make any other uses or disclosures of your bealth informaticn unless you sign a written
autborization ferm. You do not bave to sign such a form. If'you do sign ono, you may reveke it at any time
unless wo have already ncted in reliznos upen it.

Your Rlﬁhts Regarding Your Health Information

The taw gives you many rights regarding your health information.

You can ask us to restrict our uses end disclosures furpmpasu of treatmant (except emergency treatmeat),
payment or healthoare operntions. Wo do not havo to agres to do this, but if we agres, we must bonor the

Mmﬁomlhatyouwmﬁ.'l‘oukforamtﬁahv,mdawﬁuaxreq:mtobr..!osephs.mrgnu
at tha address shown ot the beginning of this notice.
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You can esk to 26 o to get photocopies of your health information. By law, there sro a fow limited
situations in which we can refisss to permit acoess or copying. Primarily, however, you will be eble to review
or have a copy of your health information within 30 days of asking us. You may have to pay for photocopies
in advance. Hwe dsoy your request, we will sznd you a written explanation, end instructions ebout how to
gt on impartial review of our denia! if ons is legally roquired. By law, wo can have one 30-day extension of
the time for us to give you aceess or photocopies if we sant you s wrilten notios of the axtension. Ifyou went
to roview or pet photooopies of your health information, send a writtan raquest to Dr. Joseph S. Bargrave
at the eddress shown st the'beginning of this notice. .

You can ask 19 to amend your health information if you think thet it is incorrest or incompleta. Ifwa agres,
we will amend the information within 60 days fom when you stk us. We will send the corrected information
1o perzons who we know got the wrang information, end others that you spocify. If we do not agree, you can
vrite 8 statement of your pesition, end we will fclude it with your health information olang with eny
rebuttal statement that we may write. Onoe your stesement of pasition end/or rebuttal is included in your
ggsgngwagggRSogugggonégﬁ
infonnation. By law, we can have ons 30-day extension of tims to cansider a request for emendment if we
notify you in writing of the extension. I€ you want to ask us to amend your health information, send a written
roquest, inctuding your reasons for the emendment, to Dr. Josoph S, Hargravo at the address shown st tha
beginning of this notice, .o

‘You can get a list of the disclosures that we have mado of your health information within the past six yszr
(or a shorter period if you want), exoept disclasures for purposcs of treatment, payment o health cars
operations, disclosres mado in eccordancs with en mufharization signed by you, end soms other limited
ditclones, You are entitled to oo such list per year without chargs. If you want more Eequant lists, you
will bave to pay for them in advance. Wo will usually respond to your request within 60 days of receiving it,
but by law ws can bave ans 30-day axtension of tims if wa notify you of the extension in writing. If you
want a list, send a written reqriest to Dr. Joseph 8, Hargrave at the eddress shown at the beginning of this

notice,

Our Notice of Privacy Practices

By law, we must ehide by tha torms of this Notics of Pavacy Practices until we choose to changs it. Wa
reservo tho right to chiznge this notice et eny tims in complizncs with and os allowed by law. 1f we change
this notice, the new privecy prectices will apply to your health informmticn that we already have, a5 well as to
such information that we may genarate in the fisture, I we change our Notics of Privacy Practices, we will
post the new potico in our affico and bave copies availabls in our office.

Complalnts

1fyou think that wa kave not propesly respected ths privecy of your health information, you are fres to
complain to us or to the U8, Department of Health and Human Servioes, Office for Civil Rights, Wo will not
é%iﬂggwggqgasgsﬁgnéé&evv
Joseph 8. Hargrave .
Rﬁu&ﬁggB?gomggﬁggggg%ﬁsﬂmgﬁg
or by phone, .

For More Information

If you want mor infonmation ebout our privecy practices, call or visit Dr. Joseph 8. Hargrave
et the address or phone mumber shown et (ke beginning of this notics.
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