WELCOME TO OUR OFFICE

Today’s Date:

PATIENT INFORMATION

Last:

EYELUX

OPTOMETRY

First: MI:
Patient's SSN:

Date of Birth:
Gender: OMale © Female

Age:

Street:
City: State: Zip Code:
Race: Ethnicity:

Primary Language: © English © Other:

Telephone Number: ( )

Secondary Number: | )

Email:

Guardian’s Name:
Guardian’s Number: | )

WHOM SHOULD WE NOTIFY IN CASE OF AN EMERGENCY?

()

Name Telephone Relationship

What is the major purpose of this visit2

Any problems with your current contact lenses or glasses?

Interested in LASER Vision Correction? (LASIK)

VERY IMPORTANT!
Primary Care Doctor:

Phone Number: | )

Preferred Pharmacy:

Pharmacy Phone (if known) ( )

Optometrist (eye doctor):

City: State:

At Eyelux Optometry, we are
professionals committed to providing you with
the most comprehensive eyecare available in a
respectful and compassionate atmosphere. We
also, promise to educate you thoroughly
regarding your vision and eye health needs.

We are dedicated to actively advancing
our knowledge and expertise in the field of
eyecare so we can offer you leading-edge
technology and products, thus maximizing your
quality of life.

As a result of our united efforts, we will
provide you with the highest level of service
and value to ensure that our relationship with
you, your family and your friends last for many
years to come.

INSURANCE INFORMATION

Vision Insurance:

Subscriber Name:
Subscriber SSN:
Subscriber Birth date:

Primary Medical Insurance:

Subscriber Name:
Subscriber SSN:
Subscriber Birth Date:

| UNDERSTAND THAT | AM RESPONSIBLE FOR
ANY CHARGES NOT COVERED BY MEDICAL
OR VISION INSURANCE:

(SIGNATURE) (DATE)

How did you choose our office?

O Current Patient

O Insurance List O Other:

© Social Media: Instagram  Facebook Other:

O Email




EYELUX

OPTOMETRY

Patient Name:
Birth Date:

PAST OCULAR HISTORY AND PROCEDURES:

Have you been diagnosed with ANY eye problems, or had ANY ocular surgeries or procedures?
(cataracts, cataract surgery, glaucoma, glaucoma surgery, macular degeneration, retinal problems, LASIK, etc.)

Yes No

Please list all OCULAR PROBLEMS and PROCEDURES: Date Left Eye/Right Eye/Bothe

FAMILY HISTORY

Do any of your family members have ANY medical or eye diseases?
If YES, please note the relationship to the patient.

Disease Yes No Relationship
Macular degeneration O O
Glaucoma O O
Retinal Problems O O
Diabetes O O

Comments:

SOCIAL HISTORY

Yes No
Do yousmoke? (OYES (ONO
If yes, how much? packs per day

Former smoker? © YES © NO
If yes, when did you quit?




EYELUX

OPTOMETRY

Patient Name:

Birth Date:
D REVIEW OF THE SYSTEMS
Do you currently have any of the following problems?
Questions Yes No If YES, please explain
1 Do you have any allergies to any medications? O O
2 Constitutional S

(fever, weight loss, fatigue, other)
3 Ear | Nose | Mouth | Throat
(hearing loss, sinus problems, sore throat, difficulty
breathing)
4 Cardiovascular
(heart problems, chest pain, irregular heartbeat, O

heart surgery, blood disorders, chest pain, etc.)

S Respiratory o O
(asthma, shortness of breath, wheezing, coughing)

6 Gastrointestinal -
(heartburn, abdominal pain, diarrhea, vomiting)

7 Genitourinary e

(urinary problems, blood in urine)
8 Skin/Musculoskeletal
(skin rashes, excessive dryness, muscle aches, joint

pain, swollen joints)

9 Neurological o 0
(numbness, weakness, headaches, paralysis)

10 Allergic/ Immunologic oo
(hay fever, allergies)

11 Endocrine e

(thyroid problems, diabetes, autoimmune disease)

12 Cancer | Trauma | Injury o O



EYELUX

OPTOMETRY

Patient Name:
Birth Date:

CURRENT MEDICATIONS

Are you currently taking ANY medications or vitamins/supplementse
If YES, please list all with included milligrams and times per day, if known

Medication Name Strength (mg.) Frequency Taken

Please sign below to consent to the collection of information about prescriptions
that have been filled at any pharmacy or covered by any health insurance plan.

Patient Signature: Date:

Thank you!



EYELUX

OPTOMETRY

CONSENT FOR CARE AND TREATMENT:

I understand that Patient, which may be defined as me, my child, or a child for whom I have legal
responsibility, needs medical care and treatment and I consent to such treatment at Inland Eye Specialists
DBA EyeLux Optometry. Treatment provided by medical providers, nurses, and medical assistants at Inland
Eye Specialists DBA EyeLux Optometry may include evaluation and management, laboratory and other
testing; routine medical, nursing, and medical assistant care and procedures. I understand that photos or
video of Patient may be taken in connection with such treatment and for operational, and quality
improvement.

No Guarantee: I acknowledge that no guarantees or warranties have been made with respect to treatment or
services to be provided by Inland Eye Specialists DBA EyeLux Optometry. [ understand that all supplies,
medical devices, and other goods provided to Patient are provided by Inland Eye Specialists DBA EyeLux
Optometry AS IS and Inland Eye Specialists DBA EyeLux Optometry disclaim any expressed or implied
warranties.

Patient Rights: I understand that a copy of Patient Rights and Responsibilities is available upon request. This
information tells me how to register a complaint or grievance that [ might have relating to Patient's care at
Inland Eye Specialists DBA EyeLux Optometry.

Communicable Disease Testing: I agree that if an Inland Eye Specialists DBA EyeLux Optometry employee
or provider is exposed to Patient's blood or other bodily fluid, pursuant to state law, Inland Eye Specialists
DBA EyeLux Optometry may test Patient to determine the presence of communicable diseases
including Human Immunodeficiency Virus (HIV) and hepatitis. | understand that these test results will be
kept confidential.

Specimen Disposal: 1 acknowledge that Inland Eye Specialists DBA EyeLux Optometry may, in its sole
discretion, remove, retain, or dispose of any tissue or body parts removed from Patient.

Text Messaging: [ understand that Inland Eye Specialists DBA EyeLux Optometry can provide notifications to
my cell phone. These texts are Do Not Reply texts for informational purposes only and are not intended as a
form of two-way communication. I acknowledge that standard text messaging rates and fees will apply.
Messages may include private health and billing information protected under federal and state law.
Messaging utilizes a public telephone network and full encryption and security is not guaranteed, and any
person with access to my phone will be able to see these messages unless | take steps to protect my phone
with a password or PIN. I will have the ability to opt out of text messages at any time by using the STOP
function.

Accessing Pharmacy Information: I agree thatif an Inland Eye Specialists DBA EyeLux Optometry
employee or provider needs to access my pharmacy information that they have my permission to do
so.

Non-Discrimination: Inland Eye Specialists DBA EyeLux Optometry complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color, national origin (including limited
English proficiency and primary language), age, disability, or sex (consistent with scope of sex
discrimination described at§ 92.101(a)(2)). Inland Eye Specialists DBA EyeLux Optometry does not exclude
people or treat them less favorably because of race, color, national origin, age, disability or sex. I
acknowledge that I have been given a full copy of the Non-Discrimination and Language Assistance Notice,
and that [ may request an additional copy at any time



Notice of Language Assistance Services & Auxiliary Aids and Services: Inland Eye Specialists DBA EyeLux
Optometry provides reasonable modifications for individuals with disabilities, and appropriate auxiliary aids
and services in compliance with Section 1557, including qualified interpreters for individuals with disabilities
and information in alternate formats, including but not limited to large print, Braille, recorded audio, and
accessible electronic formats, free of charge and in a timely manner, when such modifications are
necessary. Inland Eye Specialists DBA EyeLux Optometry also provides language assistance services,
including electronic and written translated documents and oral interpretation, free of charge and in a timely
manner, to those with limited English proficiency. I understand and acknowledge that a copy of the full Non-
Discrimination and Language Assistance Notice has been provided to me at least annually and/or upon my
request and in the language or other format that I require, and that I have the option to opt out of receiving
this full notice. I understand that Inland Eye Specialists DBA EyeLux Optometry does not condition the
receipt of any aid or benefit on my decision to opt-out. [ also understand that opting out of receiving the Notice
is not a waiver of my right to receive assistance services or auxiliary aids.[ acknowledge that should I
decide to opt out of receiving the Notice that Inland Eye Specialists DBA EyeLux Optometry will document
my decision to opt out in my patient file. | acknowledge that Inland Eye Specialists DBA EyeLux Optometry will
document my primary language and any appropriate auxiliary aids and services that I require and will provide
those services to me as needed.

I consent to receiving my eyeglasses and/or contact prescription electronically via the patient portal. I
understand that I can also request a paper copy of my prescription any time after it is finalized in my medical
record and that [ may revoke this consent at any time.

oYes oNo

Alternative Contact/Preferred Method of Communication Form

Patient Name: Date of Birth:

We at Inland Eye Specialists DBA EyeLux Optometry take your medical confidentiality very seriously. We
will not and cannot release information without your written authorization.

This authorization allows our staff to speak with only an individual(s) you designate in the event you are not
available to receive phone calls, or you have an adult member that helps coordinate your medical care. You should
not designate your doctor.

As partofour Patient Privacy Policy, we will not leave any health information with any other person unless
you specifically authorize below:

|:| I do NOT authorize anyone to receive information regarding my medical care.

|:| [ authorize my physician and the employee of this clinic to speak with:

1. , my , their phone number is:
NAME OF AUTHORIZED PERSON RELATIONSHIP TO PATIENT

, regarding my APPOINTMENTS AND ACCOUNT/BILL

2. , my , their phone number is:
NAME OF AUTHORIZED PERSON RELATIONSHIP TO PATIENT

, regarding my MEDICAL CARE AND TREATMENT (including Test Results and

Lab Results).

Electronic Communication is my preferred method Yes No



(In order to electronically communicate with you or anyone you designate; we are required to have your
written permission. Communication may be in the following forms: Home Phone/Answering Machine, Cell
Phone: Voicemail, Cell Phone Text-Messaging, E-mail, Mail, or Work Phone.)

This authorization will remain in effect unless changed by me while I am a patient at this office. It is my
responsibility to notify this office of changes and to complete a new form. Any problems and/or questions
concerning this form are to be referred to the Privacy Officer.

[ agree that should I desire to revoke this authorization, I will give written notice.
PRIVACY PRACTICES ACKNOWLEDGEMENT
Notice of Privacy Practices

Our "Notice of PrivacyPractices" policy, available at the reception desk and also online at
our website, provides detailed information about how we may use and disclose protected
health information aboutyou. The details of this policy are in full compliance with all
provisions, including those most recently updated, of the Health Insurance Portability and
Accountability Act passed in 1996 (HIPPA). Our "Notice of Privacy Practices" states that we
reserve the right to change termswithin our policy. Should this hqppen, we will display, and
make available, the new policy and its perspective date of implementation. You have the right
to request restrictions on how your protected health informationmay be used or disclosed for
treatment, payment, or healthcareoperations. We arenot required to agree with your
restrictions; however, if we do, we are bound by our agreement with you.

NOTICE OF BILLING PRACTICES:

THIS NOTICE DESCRIBES OUR BILLING PRACTICES, PLEASE REVIEW IT CAREFULLY.

By signing below, I acknowledge receipt of "Notice of Privacy Practices" and consent to your use and
disclosure of protected health information about me for treatment, payment, and healthcare operations. I have
the right to revoke this consent, in writing, except where the practice has already made disclosures in trust on my
prior consent.

At Inland Eye Specialists DBA EyeLux Optometry, you can expect to receive medical services in a professional
and caring manner. We are committed to providing you with the highest level of service and quality care. In
return, it is your responsibility to provide your insurance information. Please have your photo identification
and current insurance information available at your visit to ensure that your claim can be processed
promptly.

1. APPOINTMENTS: We request that you keep scheduled appointments and arrive at the appointed time. If you
are unable to keep your appointment, please give at least 48 hours' notice. [Cancellations of less than 24
hours prior to your appointment, or a No-Show for your appointment, will result in a minimum
$35 fee per patient, excluding Medicaid patients.] We reserve the right to not make additional routine
appointments for you should you have any remaining balance for previous treatment you received with our
offices. Additionally, any outstanding balance will need to be addressed before checking in for an
appointment.

2. CO-PAYS: According to your insurance contract, you are obligated to pay any co-pay (a small fixed amount
required by your health insurer), deductible (amount you are liable before your health insurer will make
payment), or co-insurance(percentage of the total cost of medical expenses after your deductible has been
reached) due atthe time of service. If you areunable to pay the co-pay at the time of service,



3.

we retain the right to cancel or reschedule your appointment to a time when you are prepared to pay your co-
pay. Furthermore, if your appointment is kept without payment of the co-pay at the time of service, we retain
the right to levy an administrative charge of $10 to your account in order to defray the cost of securing the co-

pay.

PRESCRIPTION REFILLS/FORMS: Please request any prescription refills and present any forms that need to
be completed at the start of your examination. At that time, we have full access to your complete record and can
fulfill your request. We reserve the right to charge the state allowable amount for filling out and completing
forms or attorney requests for your various needs (i.e., SSI, disability, etc.).

EYE EXAMS & GLASSES: This policy will onlyapplyifyou need to purchase eyeglassesand/or contact
lenses. You may request a copy of the full policy/procedure for your records.

*  One Rx check within 90 days of original exam

*  One Rx remake within 90 days of original order date

* Onelens remake is allowed during 1 year warranty period

* One frame restyle allowed within 30 days including a fee of $50

* Frames carry a manufacturer warranty against defects for 1 year

* Alleyewear and/or contact lens orders must be paid in full prior to submitting to vendor

* All sales are final

REFERRALS: If your insurance plan requires a referral, the referral must be presented before seeing a
physician. If you do not have the required referral, we reserve the right to reschedule your appointment or you
will have to be willing to be responsible for the entire cost of the examination. You will be presented with a
waiver acknowledging your acceptance as self-pay, and payment will need to be made at the time of service.

RETURNED CHECKS: Any payment made by check that does not clear our bank account will result in a fee for
insufficient funds. Our fee for insufficient funds is $25 and will be added to your account for each bounced
check.

OTHER INSURANCE: I understand that Inland Eye Specialists DBA EyeLux Optometry participates with
multiple insurance plans and that not all Doctors in the Practice participate with all plans or products within
the plans. I understand that it is my responsibility to verify with my insurance carrier that my physician
currently participates with my plan. The undersigned agrees that I am individually obligated to pay the
full charges of all services rendered to me by Inland Eye Specialists DBA EyeLux Optometry if I belong
to a plan with which Inland Eye Specialists DBA EyeLux Optometry does not participate.

NON-COVERED SERVICES: I understand that Inland Eye Specialists DBA EyeLux Optometry contracts
with health care service plansrelated only to items and services which are covered by the health care
service plans. Accordingly, the undersigned accepts full financial responsibility for all items or services,
which are determined by the health care service plans not to be covered. Examples of non-covered
services include but are not limited to, services not specified as being covered in the patient's
contract with a health care service plan or in the benefit summary the health care plan service
plan furnishes to the patient (i.e.refraction, contactlens fittings) and treatment or tests notauthorized
by the health care service plan. Theundersigned agrees to cooperate with Inland Eye Specialists DBA
EyeLux Optometry to obtain necessary health care service plan authorizations.

FINANCIAL AGREEMENT: I agree that in return for the services provided to me by Inland Eye Specialists
DBA EyeLux Optometry, I will pay my account at the time service is rendered or will make financial
arrangements satisfactory to Inland Eye Specialists DBA EyeLux Optometry for payment. I
understand and agree that if my account is delinquentand sentto collections, Imaybe chargedupto 35%
inadministrative fees.




10.

11.

If the account is sent to an attorney to assist with collections, [ agree to pay collection expenses and
reasonable attorney fees. Any benefits of any type under any policy of insurance insuring the patient, or any
other party liable to the patient, is hereby assigned to Inland Eye Specialists DBA EyeLux Optometry If co-
payments and/or deductibles are designated by my insurance company or health plan, I agree to pay them
to Inland Eye Specialists DBA EyeLux Optometry. However, it is understood that the undersigned and/or
the patient are primarily responsible for the payment of my bill. I further understand and agree that if I
ignore statements of attempts to collect past due amounts, I may have my ability to schedule appointments
and/or receive future services from Inland Eye Specialists DBA EyeLux Optometry limited including
possible dismissal as a patient from the practice.

PATIENT STATEMENTS: At Inland Eye Specialists DBA EyeLux Optometry, all accounts are payable within
30 days after you receive your first statement. Credit is extended as a courtesy and arrangements will be
based on demonstrated needs. Payments keep your account current only when arrangements have been
made. Please call customer service to set up payment arrangements. As a result of costs associated with
sending statements, Inland Eye Specialists DBA EyeLux Optometry does not send statements to patients
for balances under

$20. Billing statements are suppressed until the patient's balance becomes $20 or more inpatient
responsibility. As a result, you may receive a statement long after your last appointment or may be asked to
pay small balances when presenting for an appointment without having received a statement. Patients should
remit small balances owedto Inland Eye Specialists DBA EyeLux Optometry upon receipt oftheir explanation
of benefits from their insurance.

PATIENT DISMISSAL: I agree and understand that Inland Eye Specialists DBA EyeLux Optometry may
initiate separation and/or dismissal of me as a patient of the practice for any of the following non-
exclusive reasons:

(a) Disruptive, aggressive, violent, and/or threatening behavior towards physicians, staff, and/or other
patients;

(b) Repeated failure to attend scheduled appointments;

(c) Non-compliance with physician instructions and recommended treatment and/or other erosion of
physician/patient relationship; and

(d) Non-payment of past due amounts and/or failure to pay any past due amounts as agreed in any
payment arrangement you entered with Inland Eye Specialists DBA EyeLux Optometry Please note,
making payments that are less than an agreed amount per payment arrangement will be considered,
and treated as non-payment for purposes of this provision.

Patients who are dismissed from the practice will be notified in writing and will be given 30 days to find
alternative vision care. Appointments for emergency visits will be allowed during the 30 days but payment of
an emergency visit will be collected at check-in with any additional amounts due collected at check-Out

The physicians and staff at Inland Eye Specialists DBA EyeLux Optometry appreciate your confidence in
allowing us to participate in your eye care.

Your signature indicates that you have read, understand, and agree to the financial responsibilities policies and
procedures of our office.

PATIENT’S NAME:
PATIENT’S DATE OF BIRTH:
PATIENT/GUARDIAN SIGNATURE:

DATE: TIME:




ATTENTION: If you speak English or American Sign Language, free language assistance services
are available to you. Appropriate auxiliary aids and services to provide information in
accessible formats are also available free of charge. Please speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica.
También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacién en formatos accesibles. Por favor hable con su proveed

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
barrierefreien Formaten stehen ebenfalls kostenlos zur Verfiigung. Bitte sprechen Sie mit
Ihrem Provider.

AR MRERPX], BRMNOSRB|HCREBESHEIRS - BIERRIE gHE L8
BN TEMARS - LERBEARHER - BESANRHEEKR -

AR MRERPX], BEMALAGRKREASHYES. hallah REAEE
BN TR, LUMEERXRERREN. FREME]RERRS.

LU'U ¥: Néu ban ndi tiéng Viét, chung tbi cung cdp mién phi cac dich vy hé trg ngdn ngir. Cac
ho tro dich vu phu hop dé cung cdp théng tin theo cdc dinh dang dé tiép cén cling dugc cung
cdp mién phi. Hay néi chuyén véi nha cung cap cha ban.

ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des
formats accessibles sont également disponibles gratuitement. Veuillez en parler a parlez a
votre fournisseur.

BHMMAHMWE: Ecnm Bbl rOBOPKMTE HA PYCCKMKA, Bam A0CTYNHbI BecnnaTtHble yCnyru A3bIKOBOW
nopaep:xku. COOTBETCTBYHOLME BCNOMOraTeNbHble CpeacTsa U YCIyri no npenocrasieHuio
MHOOPMALIMK B [OCTYNHbIX GOpmMaTax Takxe npegocrasnatorca becnnatHo. MoxanyucTa,
NOroBOpPMTE CO CBOMM NPOBaNAepoOMm.
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PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong
sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo
upang maghbigay ng impormasyon sa mga naa-access na format. Makipag-usap sa iyong
provider.

ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono
inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in
formati accessibili. Si prega di parlare con il proprio fornitore.

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed aladispozisyon w gratis pou lang ou pale a.
Ed ak sévis siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis
tou. Tanpri pale ak founise w la.

TAANL:- ATHCT PIREI4 NIPYE PRI 206 A1A% T N9 RPCNAPFA: OBZEY N+LLA
PCRT AR N PUF Hen3 ATHPT RS ATANART A8 U NY9 275 A ANHPY
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MAKINIKA: lkiwa wewe huzungumza Kiswahili, msaada na huduma za lugha bila malipo
unapatikana kwako. Vifaa vya usaidizi vinavyofaa na huduma bila malipo ili kutoa taarifa katika
mifumo inayofikiwa pia inapatikana bila malipo. Tafadhali zungumza na mtoa huduma wako.
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LUS CEEV TSHWI XEEB: Yog hais tias koj hais Lus Hmoob muaj cov kev pab cuam txhais lus pub
dawb rau koj. Cov kev pab thiab cov kev pab cuam ntxiv uas tsim nyog txhawm rau muab lus
ghia paub ua cov hom ntaub ntawv uas tuaj yeem nkag cuag tau rau los kuj yeej tseem muaj
pab dawb tsis xam tus ngi dab tsi ib yam nkaus. Thov nrog koj tus kws kho mob tham.

ATENCAQ: Se vocé fala [inserir idioma], servicos gratuitos de assisténcia linguistica estdo
disponiveis para vocé. Auxilios e servicos auxiliares apropriados para fornecer informacdes em
formatos acessiveis também estdo disponiveis gratuitamente. Por favor, fale com seu
provedor.
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UWAGA: Osoby mowigce po polsku moga skorzystac z bezptatnej pomocy jezykowej.
Dodatkowe pomaoce i ustugi zapewniajgce informacje w dostepnych formatach sa
rowniez dostepne bezptatnie. Prosze porozmawiac ze swoim dostawca.
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