David Tom, MD, FACS

New Eng land Gregory Haffner, MD
n ra Retina Associates John Huang, MD, MBA, CPE

comm ko o . . Erol Verter, MD
Specializing in diseases and surgery of the retina and vitreous

2200 Whitney Avenue, Suite 300 Hamden, CT 06518
Phone: (203) 288-2020 - Fax: (203) 288-2470

Welcome to our practice!

Attached please find your new patient paperwork which is to be
completed PRIOR to your visit with us. Please bring this completed
paperwork including physician’s phone numbers and addresses along
with your insurance cards, co-pay and any referral your insurance
company may require. We would also appreciate your bringing the
doctor a copy of your current medications. Also enclosed in this
welcome packet are directions to all of our offices with a list of
directions and instructions.

Please expect your first visit with the doctor to be at least 2-3 hours.
We look forward to meeting you.
Sincerely yours,

David Tom, M.D.
Gregory Haffner, M.D.
John Huang, M.D.

Erol Verter, M.D.

1445 East Putnam Avenue 999 Silver Lane, Unit 2B 162 Kings Highway North
0Old Greenwich, CT 06870 Trumbull, CT 06611 Westport, CT 06880
Phone: (203) 698-8880 Phone: (203) 445-9320 Phone: (203) 222-7474

Fax: 203-698-9178 Fax: (203) 242-8661 Fax (203) 221-1591
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PATIENT INFORMATION

**DATE SEX MALE FEMALE
DOB / /
PATIENT NAME
AGE
ADDRESS
Social Security Number
CITY, STATE ZIP CODE
( ) { )
HOME PHONE CELL PHONE
( )
WORK PHONE CONTACT PERSON:

Email Address:

**PHARMACY
( )
NAME ADDRESS PHONE
**PRIMARY CARE PHYSICIAN
#t{ }
NAME ADDRESS PHONE
**REFERRING DOCTOR
tt[ }
NAME ADDRESS PHONE
INSURANCE
“*PRIMARY INSURANCE **ID# *“SUBSCRIBER NAME  **DOB
SECONDARY INSURANCE ID# SUBSCRIBER MAI DOB
Please complete the following information:
Race: Asian  Hispanic White Black/African American Other

Ethnicity:  Hispanic/Latino  Non Hispanic/Latino  Refused to Report

Language spoken:




EMERGENCY CONTACT FORM

PATIENT’S NAME: DOB:

EMERGENCY CONTACT NAME:

EMERGENCY CONTACT PHONE NUMBER:

RELATIONSHIP TO PATIENT:

2k 3k 3k 2k 5k 3k ok 5k 3k ok ok ok ok ok ok 3k ok %k 5k 3k ok ok ok ok ok 3k 3k ok 3k 3k ok 5k 3k ok ok ok ok ok ok 3k ok %k 3k 3k ok 5k 3k ok ok 3k ok ok ok ok ok 5k 3k ok %k 3k ok ok ok 3k ok ok ok 3k ok 3k 3k ok 5k 3k ok ok ok ok ok ok ok ok %k ok ok k kk ok ok ok

EMPLOYEE USE ONLY:

PLEASE OBTAIN EMERGENCY CONTACT INFORMATION AT TIME OF PATIENT'’S VISIT AND ENTER INTO MDI.



n e r New England
Retina Associates

PATIENT INFORMATION SHEET

Name: Date:
Date of Birth: ¥ i /
Purpose of your visit :
List all Allergies to Medications:
1) Are you allergic to LATEX? YES
2) Do you have macular degeneration? YES
3) Do you have glaucoma? YES
4) Do you have cataracts? YES
5) Have you ever had eye surgery? YES
6) Have you ever had an eye injury? YES
7) Have you ever had temporary loss of vision? YES
8) Have you ever had a lazy eye? YES
9) Do you have diabetes? YES
10) Have you even been diagnosed with high blood
Pressure? YES
11) Do you have ANY heart trouble? YES
12) Have you ever been diagnosed with lung problems? YES
13) Have you ever had a stroke? YES
14) Have you ever had stomach or intestional problems? YES
15) Have you ever had urinary tract problems? YES
16) Have you ever been diagnosed with cancer? YES
17) Have you ever been diagnosed with thyroid disease? YES
18) Do you have ANY bleeding disorders/problems? YES
19) Do you have arthritis? YES
20) Are you on any blood thinning medication? YES
21) Have you ever had treatment for psychiatric disorders? YES
22) Have you ever used IV drugs? YES
23) Have you had any recent weight loss or gain? YES
24) Have you had any recent fevers? YES
25) Do you have any skin conditions? YES
26) Do you have any systemic infections? YES

NO
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NO
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27) Do you have problems with your ears, nose or throat? YES NO
28) Do you have mouth sores or problems swallowing? YES NO
29) Have you been hospitalized within the past 5 years? YES NO

List surgeries and dates:

What is your current occupation?

If you smoke or have ever smoked, answer the following:

# of packs per day # of years smoked Year you stopped
smoking?

Have you traveled in the last 6 months? If yes, where?

List all current medications and doses (unless you provide a copy of your list):

Medication Dosage |[Taken how often? Route Reason
Name PRN=when needed
___ times per day _oral
__PRN _topical
_injection
| times per day _oral
__PRN _topical
_injection
____times per day _oral
__FRN _topical
— _ _injection

Continue on back if necessary...
Do you have a FAMILY history of:

1) Diabetes YES NO
2) Retinal Detachment YES NO
3) Glaucoma YES NO
4) Macular Degeneration YES NO
5) Rheumatoid Arthritis YES NO
6) Cancer YES NO
7) High Blood Pressure YES NO

8) Other (Please explain)

PATIENT SIGNATURE:

DATE: ¥ /
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Insurance Payment Disclosure

ReFocus will keep each patient’s Credit Card Authorization Information on file. Should there be
a patient balance post-insurance adjudication, the patient’s card will be charged for the
outstanding balance.

***In locations that do not accept your vision plan, or if you do not have vision coverage,
routine coverage must be through your medical insurance policy.***

[ ] l'authorize ReFocus Eye Health to receive all insurance payments from my current medical
insurance plan.

[ 1 I'agree to pay applicable co-payments, deductibles, and non-covered fees at the time of service,
or upon first notification.

[ 1 If my plan requires a prior approval or referral, | accept responsibility for all payments for non-
approved and/ or non-referred charges.

[ 1 l'agree to release all information necessary for my current insurance plan to process my claims.

[ 1 I'agree to pay in full at the time of service if | do not have insurance or choose not to have my
insurance filed by your office.

[ 1 I agree that, to the extent that my insurance is unclear about my patient responsibility at the
time of service, ReFocus will collect at least $40 as a minimum and then reconcile that amount
with my insurance company and bill or refund any difference to me.

Missed Appointment / Cancellation Policy

Our goal is to provide excellent care to each patient in a timely manner. In order for us to do this, we
ask that you inform us if you are unable to attend your scheduled appointment. Your notification
allows us to proactively fill that available appointment by serving another patient in need of our care.

If you need to cancel or reschedule your appointment, please call at least 24 hours before your
scheduled appointment. You may incur a $50.00* cancellation fee if you cancel/reschedule less than
24 hours before your scheduled appointment (late cancellation) AND/OR fail to arrive at the
designated date and/or time of your appointment (missed appointment). Cancellation fees are billed
directly to you/the patient (not your insurance) and are due prior to your next scheduled visit. *Fees
are subject to change. Bounced checks are subject to a service fee.*

With your help, we can continue to provide quality care and an exceptional experience to all our
patients in need of an appointment. Thank you!

Patient Name: (Please Print)

X Date:
Signature of Patient or Representative / Parent or Guardian or Minor Child

Version August 2024
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Written Acknowledgement of Receipt of Notice of Privacy Practices

Patient Legal Name: Date of Birth:

The undersigned acknowledges the receipt of a copy of the currently effective Notice of Privacy Practices.
The HIPAA (Health Insurance Portability and Accountability Act) Privacy Rule gives individuals, partners, or
guardians the right to request a restriction on uses and disclosures of the specified individual’s protected
health information (PHI). The individual/ parent/ guardian is also provided the right to request confidential
communication of PHI or other sensitive information be made by alternative means (i.e. sending
correspondence to the individual’s office instead of the individual’s place of residence).

My signature will serve as PHI document release should | request ReFocus Eye Health medical records be
sent to other attending provider(s)/ facilities in the future. | also understand that | can contact the Director
of Quality, Safety, and Compliance, Rabia Hamid, at rabia.hamid@refocuseye.com, if | have any further
guestions or concerns.

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO THE PATIENT’S HEALTH INFORMATION
(This includes stepparents, grandparents, spouses, children, caretakers, etc.). You DO NOT need to fill this
section out for your medical records to be sent to other physician offices.

| hereby give permission to the person(s) listed below to receive confidential information about the care
of the above-named patient.

Printed Name: Relationship to Patient:
Contact Phone No.: D.0.B:
Printed Name: Relationship to Patient:
Contact Phone No.: D.0.B:
Printed Name: Relationship to Patient:
Contact Phone No.: D.0.B:
Signature of Patient or Parent/ Guardian/ Personal Representative Date

Printed Name of Patient or Parent/ Guardian/ Personal Representative

The HIPAA Privacy Rule requires healthcare providers to take reasonable steps to limit the use or
disclosure of, and request PHI to the minimum necessary to accomplish the intended purpose. These
provisions do not apply to uses or disclosures made pursuant to an authorization requested by the
individual, parent, guardian, or personal representative.

Note: In an emergency situation, uses and disclosures of PHI for treatment, payment, or healthcare
operations may be permitted without prior consent.



