DA -.':General Practlce of Optometry

929 Ftrst Ave NSt Petersburg, FL 33705
' Ph:(727) 898~3155 e
Fax' (727) 821—1912

Mr.__Ms.__ Mrs, Dr.

Last Name,___

Address : o ‘ Sk

State

Gyt

Home/Cell

WOrk . ._ E :""-Ema'il :

Date of Birth____J I' i _SQC!alsecunty Number o

Occupation B Empioyer Lo Referrechy

Vision insurance o MembertD. -_

Medical Insurance _: . __-:Mem:t_:g}g!.D. P

Secondary Med]callns - . e .. . e Mefﬂbef iD R

Prim'aryCa‘r'é Phyﬁician N : Pht_yne_":"_"'. _ i . Fax .'

Medicai lnfgrmatlo

Do you have any bealth condit;ons? (Clrcie all that appiy}

- _'Y_ga_r Diagnosed_

Headaches. . . . High blood Pressure ST Disbetes

Other(s)

CurrentMedications: w i

‘ﬂer'gies Al

Circle Yes or-No: P'rié_gn'ant Yes No tfyeshowfar aiong? " Brea;r_@t_'.feg':d_ing?- ~Yes  No

Date of last eye exam, Were you dllated? R s

I yes what type and when?

Have you ever had any’ eye operations?

Do you have any of the foliowmg condl lons? (Clrcle au that apply)

Glaucoma a . _ Cataracts Blurred wsnon

Do you wear giasses? Contact lenses? : . :t yes what brand? D _' ,

Famnily History (Circle aii that appiy)

High blood pressure - Macular degenaratlon Qétara;ts_ - Glaucoma et[naldetachment -

 (over)



Patient Consent for Use and Disclosure
Of Protected Health Information

St. Petersburg Eye Care Specialists
o {SPECS)
If you have any questions please contact Jeremy Camargo
Phone: 727-898-3155
Fax: 727-821-1912

I hereby give my éonSent fo.r SPECS to use and disclose protected health information (PHI) about
me to carry out treatment, payment, and healthcare operations (TPO).

The Notice of Privacy Practices of this office provides a more complete description of
such uses and disclosures.

Y have the right to review the Notice of Privacy Practices prior to signing this consent. SPECS
reserves thg right, to revise its Notice of Privacy Practices at anytime. A revised Notice of Privacy
Practices miay be obtained by contacting Jeremy Camargo.

With this consent, SPECS, may cali my home or other alternative location and leave a message
on voicemail or in person in reference to any items ;hal assist the practice in carrying out TPO,
such as appointment reminders, insurance items, and any calls pertaining to my eye care.

*It is the patients responsibility to inform our office of any vision or medical insurance prior to
the appointment. We CANNOT submit insurance claims after the fact. *

With this consent, office staff may: fnail to my home or other alternative location any items that
assist the practice in carrying out FPO, such as appointment reminder cards and patient

. statements.

With this consent, office staff may e-mail to my home or other alternate location any items that
assist the practice in carrying out TPO, such as appointment reminder cards and patient
statements. [ have the right to request that SPECS restrict how it uses or discloses my PHI to
carry out TPO. However, the practice is not required to agree to my requested restrictions, but if it
does, it is bound by this agreement.

'l

By signing thlS form, I am consenting to SPECS's use and disclosure of my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made
disclosures in reliance upon my prior consent. If you do not sign this consent, or later revoke it,
SPECS may decline to provide treatment to you.

I also acknowledge that I have read and am entitled to a copy of the Notice of Privacy Practices
from the office of SPECS.

Print Patient Name Date

Signature of Patient or Legal Guardian



A dilated evaluatwn isan 1mp011ant cor __ponent of the comprehenswe eye exam. It is
recommended that every patlent have adilation once a year. “The-dilation drops Qpén up
the pupil so the'doctor-can get a better view of the internal structures of the eye. Itis
critical in detecting, eye condltions stich as cataracts, g]aucoma, macular degeneration,
among others. The drops take about 20 minutes to work and roughly 3-4 hours to wear
off. The side affects include sensitivity to light.and occasional blur up close. We
lecommend wemmg sunglasses after the: procedme a.nd these can be px ov;ded to you 1f

. Tacoept dilation today as part of my comprehensive eye exam -

. Idecline dﬂauon today and.release the doctor from all 11ab111ty 1f pxobiems arise
in the ﬁxt‘mc that may have_be n dxscovered durmg this routmc test - -

I acc:ept dllatmn as’ part of my. comprehenszve eye exam but prefer to schedule it
on anotherday. .1 understand that it is- my responmbdxty to schedule this VISIT:
wnhln 90 days from my_mmal exam.. i S L

(Signature Ofguardwn lfunder 18) e NS R

Printed Natne




