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Dr. oarllla kI Bar"nett & Associates fnc

Ihe undersigned polienl or individuol ocling on beholl of the polienl ogrees os follows:

1. Authorily is gronted lo EYEDOCDULLES to render needed treotment lo lhe obove nomed.
2. Permission is gronled to EYEDOCDULLES to releose informolion regording medicol lreolment, rendered lo Jhe obove nomed potienl to ony insuronce

compony, employer or refening physicion.
3. Monoged Heollh Core Plons: I undeBlond thot if I do not hove vision coveroge, or I om not eligible for o vision exom, I om responsible for o referrol from

my primory core physicion. I understond thot medicol exoms without o referrol ore my finonciol responsibilily.
4, I underslond thot it is my responsibilily lo poy ony deduclible omourr, co-insuronce, or ony olher bolonce nol poid lor by my insuronce compony,
5. I understond thot o chorge of $75.00 moy be issued if I do not concel or moke chonges lo my oppointmenl 24-48 hrs prior to my oppoinlmenl.

_/_/_
Dote

PAIIENI'S NAME:

TAST TIRST MIDDTE

DATE OF BIRTH: SSN#

HOME/MAILING ADDRESS: CITY SIATE ZIP CODE

GENDER (PTEASE CtRCTE ONE):
FEMALE MALE

CEtt PHONE NUMBER:

OCCUPATION: BEST WAy rO CONTACI yOU (prEASE CHECK ONE):
O pHoNe O euRrl

HOW WERE YOU REFERRED TO US? (PLEASE CHECK ONE):
O socl,ql MEDTA O rRrrruo/rAMtLy O ornrR

NAME OF YOUR PRIMARY CARE PHYSICIAN:

SSN#:

MINOR'S [EGAL GUARDIAN:

NAME

DOB:

MINOR'S LEGAT GUARDIAN:

DOB: SSN#

MARTTAT STATUS (prEASE CTRCLE ONE):
SINGTE MARRIED SEPARAIED D/VORCED WIDOWED EMAIT ADDRESS:

VISION INSURANCE MEDICAI. INSURANCE

DAIE OF BIRTH: GENDER (PLEASE CIRCLE)

i . ,, -..-----,, FEMALE MALE

RELAIIONSHIP WIIH PAIIENT:

NAME OI POTICY HOLDER:

TAST fIRSI MIDDI.E

DAIE OF BIRIH: GENDER (PLEASE CIRCIE)
. .. FEMALE MALE

RELAIIONSHIP WITH PAIIENT:

NAME OF POLICY HOLDER:

I.AST fIRST MIDDI.E

NAME OF Y'S'ON INSURANCE:

POLICY ID:

GROUP#:

NAME OF MEDICAL INSURANCE:

POLICY ID:

GROUP#:
HOME/MAILING ADDRESS OT POLICY HOI.DER: HOME/MAII.ING ADDRESS OT POLICY HOLDER:

HOME PHONE NUMBER OF POLICY HOLDERT HOME PHONE NUMBER OF POTICY HOLDER:

EMPI.OYER OF POI.ICY HOI.DER: EMPLOYER OT POUCY HOI.DER:

SIGNATURE OF PATIENT OR LEGAL GUARD]AN FRONT DESK/ WITNESS SIGNATURE

NI TTtr.



REVIEW OF SYSIEMS
Do you currenlly hove ony of lhe following problems? lf YES, pleose exploin below

Pleose lisl ony medicotion lhot you ore
loking, including eye drops.

Yes
No

a Gloucomo:
lYes lNo

a Do you smoke?
EYCS lNO
lf yes, how much?

a Diobetes:
nYes trNo

a Drink Alcohol?
lYes lNo
lf yes, how much?

High blood pressure

[Yes trNo
a

Moculor Degenerotion:
lYes nNo

Other

a Do you hove ony ollergies lo ony
medicotions?

Yes
No

a Conslilulionol (Fever, weighl loss, olher) Yes
No

a Eyes (Gloucomo, Cotorocl, Lory eyes,
Relino problems, Sore lhrool)

Yes
No

a Eorl nose/ lhrool (heoring loss, sinus
problems, sore lhroot)

I Yes
No

a Cordiovosculor (heorl problems, chesl
poin, irregulor heort beql)

Yes
No

a Respirolory (Asthmo, Shorlness of breqlh,
Wheezing, CouShing)

Yes
No

a Goslroinleslinol (Heorlburn, Abdomen
Poin, Diorrheo, Vomitins)

n
!

Yes
No

a Genilourinory (Urinory problems, Blood in
urine)

!
n

Yes
No

a lntegumenlory (Skin roshes, excessive
dryness)

!
!

Yes
No

a Musculoskelelol (muscle oches, joinl
poin, swollen joints)

!
D

Yes
No

a Neurologicol (numbness, weokness,
heodoches, porolysis)

Yes
No

Hemolologicol/ tymphotic (blood
disorders, [eukemio)

!
l

Yes
No

Allergic/lmmunologic (hoy lever,
ollergies)

Yes
No!

Endocrine (thyroid problems) Yes
n No

a Psyc hiolric (depression, onxiety) Yes
No

L1

n

HIPAA PATIENT CONSENT FORM

I underslond thol, under the Heqllh lnsuronce Portobility ond Accountobility Act ol '1996 (HIPPA), I hqve certoin righh to Privocy
regording my prolecled heolth informolion (PHl). I underslond thot this inlormolion con ond wlll be used to:

Conduct, plon ond direct my treotment ond follow up omong multiple heolthcore providers who moy be
involved in thot treolment directly or indireclly.
Obtoin poyment from third porty poyers.

Conduct normol heolthcore operotions such os quolity ossessment ond physicion certificotions.

I hove been informed by you of your Nofi'ce of Privocy Proclices conloining o more complele descripllon of lhe uses qnd
disclosures ol my heolth informolion. I hqve been given the right lo review such Nolfce of Privocy Procfibes prlor lo signing this
consenl. I underslqnd thol this proclice hos lhe right to chonge lhis nollce from lime lo lime, qnd lhol I moy contoct lhe proclice
ol ony lime lo obloin o cunenl copy.

I underslond lhot I moy requesl in writing thol you reslricl how my privote inlormolion is used or dlsclosed lo corry oul keolmenl,
poymenl or heollh core operollons. I olso understond you ore not requlred lo ogree my requested reshiclions, bul lf you do ogree
lhen you ore bound to obide by such reslricllons.

The type of PHI to be reslricled or limiled:
I give permission lo discuss my medicol cqre with lhe following individuols:
I underslond lhol I moy revoke lhis consenl in wtiling ol ony lime, excepl lo lhe exlenl lhol you hove loke oclion relying on lhis consenl.

Polient's Nome: Signolure of Polienl/legol Guordion:

a

a

a

Relolionship to Polienl: Dote:

a

a

a

a

a

a


