‘Patient Record of Disclosures ™

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected health
information (PHI). The individual is also provided the right to request confidential communications or that a communication of PHI be
made by alternative means, such as sending correspondence to the individual’s office instead of the individual’s home. Be advised that
completing preliminary health and insurance questionnaires does not establish a physician-patient relationship with this practice. An
initial evaluation is required to determine whether you are a suitable candidate and whether the practice will accept you as a patient.

I wish to be contacted in the following manner (Please check & - boxes below.)

Cell phone 0O Written Communication
[ Leave message with detailed information 0 Mail To My Home Address
O Leave message with call back number only 0 Mail to my work/office address

{J FAX to this number

Home phone {0 Other
O Leave message with detailed information

{J Leave message with call back number only

Permission to disclose information form (Piease check ONE of the boxes below.)

O lallow OakWood Vision Services to discuss my medical information with:
' refationship

relationship

' relationship

[ | request that my medical information not be shared with anyone other than another medical provider or a pharmacy.

By signing this document, | agree to all of the above

Patient Signature Date
(If patient is under 18 years of age, a parent or legal guardian must sign.)

. Print Name Patient’s Birthdate
(if patient is under 18 years of age, a parent or legal guardian must sign.)

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of, and requests for PHI
to the minimum necessary to accomplish the intended purpose. These provisions do not apply to the uses or disclosures made pursuant
to an authorization requested by an individual. Note: Uses and disclosures for TPO may be permitted without prior consent in an
emergency.

Record of Disclosures of Protected Health Information

1: Check box if the disclosure is authorized. 2: Type key: T=Treatment Records; P=Payment Information; O=Healthcare Operations; A=Authorization on File; D=Discretionary

3: Enter how disclosure was made: F=Fax; P=Phone; E=Email; M=Mail; 0=0Other



Your Eye Symptoms — Do you (patient) experience any of the following?
Y

Biurred Vision N Flashing Lights N Y Seeing Rings Around Lights N Y |
Distorted Vision N Y Painful Eyes N Y Color Vision Difficulties N Y
Double Vision N Y Gritty/Sandy Eyes N Y Depth Perception Problem N Y
Red Eyes N Y Aching Eyes N Y Losing Place While Reading N Y
Watery Eyes N Y Drawing/Pulling N Y Nigh Vision Problems N Y
ltchy Eyes N Y Dizziness N Y Extreme Light Sensitivity N Y
Burning Eyes N Y Excessive Squinting N Y Discharge From Eyes N Y
Dry Eyes N Y Other Floating Spots N Y
Family History - Has anyone in the patient’s family (blood relative) had any of the following?
Cataracts N Y Glaucoma N Y Heart Disease N Y
Comea Disease N Y Lazy Eye N Y Diabetes N Y
Crossed Eyes N Y Macular Degeneration N Y High Blood Pressure N Y
Retina Disease N Y Cancer N Y . Other ‘
Social History This information is kept strictly confidential. However, you may discuss this portion directly with your doctor if you prefer.
O Yes, | would prefer to discuss my Social History Information directly with the doctor.
Occupation:
Do you drive? . N Y If yes, do you have visual difficulty while driving?
If yes, please describe: :
Do you use fobacco? N Y If yes, type/amourit/how long?
Do you drink alcohol? N Y If yes, type/amount/how long?
Hobbies/Recreation/Sport — Please mark the boxes that apply to you. . ‘
O Boating/fishing 0 Gardening O3 Photography O Sewing CJ Card playing 0 Golf O Racquetbail/Handball O Flying O Swimming/Scuba O Crafts ju] g 0 Skiing 0 Music
Do you wear: O glasses O contact lenses k :
Type of contact lenses: {J Rigid (3 Soft 00 Extended Wear  (J Other -Are they comfortable? (J No 0 Yes
How often do you replace your contact lenses? O Daily {3 1-2 Weeks 0O Monthly OQuarterly

What brand of contact lenses do you wear?

Please provide any additional information w.o: would like to add:

The information provided is true and complete to the best of my knowledge.

Patient Signature (or Guardian if patient is a minor) Date
Name of Person Completing Form (if not patient) v Relationship to Patient
Review date - O Changes O No Changes Provider signature
Review date O Changes 0 No Changes Provider signature
Review Date U Changes ONo changes provider Signature
Review Date 00 Changes [JNo changes provider Signature
Review Date 00 Changes [No changes provider Signature
Review Date U Changes [INo changes provider Signature
Review Date 00 Changes [JNo changes provider Signature

Review Date [J Changes [JNo changes provider Signature
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