Today's Date:

q ' RETINA CONSULTANTS

PATIENT REGISTRATION FORM

First Name: Middle Initial:_ Last Name:
Email™*:
Date of Birth: / / Social Security No.: - -
Home Phone: Mobile Phone:
Patient Gender: Male Female Dther:
Marital Status: Married Single Divorced Widow(ed)
Permanent Street Address:
City: State: Zip:
Local Address (if other than permanent):
City: State: Zip:
REFERRED BY
Doctor: elative /Friend:
nsurance Network Internet/Google Social Media/Facebook/Instagram|  [Other:
PREFERRED PHARMACY
Pharmacy Name: Phone Number:
Address: Zip*:

PRIMARY CARE PHYSICIAN

Doctor:

| Don’t have a PCP

Doctor:

Phone:
OTHER PHYSICIAN - SPECIALTY:

Phone:
OTHER PHYSICIAN - SPECIALTY:

Phone:

Doctor:

EMERGENCY CONTACT INFORMATION

First Name:

Last Name:

Relationship:

Phone Number:




Q' RETINA CONSULTANTS

Patient Name: DOB:

Is today’s visit related to a work or auto accident? O Yes o No

PRIMARY INURANCE INFORMATION - REQUIRED*

Payer Name: ID # Group #

Subscriber Name: Date of Birth: Relationship to Patient:

SECONDAY INURANCE INFORMATION

Payer Name: ID # Group #

Subscriber Name: Date of Birth: Relationship to Patient:

FINANCIAL PRACTICES DISCLOSURE

Welcome to Retina Consultants of Orlando. Our practice participates in many medicalinsurance plans. If we are participating providers
for you plan, we will file the claim on your behalf. If your plan does not cover services provided by our physicians, paymentin fullis expected at the
time of your visit. We accept cash, checks, most major credit cards, and Care Credit. Please be sure to provide us with your most current
insurance card(s) at eachvisitand advise us of any changes. Manyinsurance plans are no longer using the social security number as the patient
ID, and have changed to using the Employee ID as the subscriber number. If you are not the primary cardholder please make sure you give us the
correct subscriber (employee) ID number at the time of your visit.

All of the insurance plans we are contracted with require that we provide the patient's full name, date of birth, social security number,
and complete home address. If you are uncomfortable providing us with this information, we will provide you with a bill so you can file your own
claim with your insurance plan. If you choose to file the claim yourself, payment in full will be due at the time of service.
Copayments/Coinsurance/Deductibles: If your plan requires that you pay a copayment, deductible or coinsurance, you are required to pay at
the time services are rendered.

Self-Pay Patients: Patients with no insurance are expected to pay at the time of service for all care rendered.

Authorizations/Referrals: Manyinsurance plans require a referral/authorization for office visits and/or procedures. You will need to obtain this
referral/authorization from your primary care or referring physician prior to being seen in our office. If you are having surgery we will assist in
getting pre-certification or prior approval for your procedure.

Non-Covered Services: On occasion, we may render a service that is not covered by your insurance plan. We make every effort to inform you of this in
advance. Any non-covered services will become due and payable by you upon notice from your insurance carrier.

Out-of-Network Services: During the transitional period associated with starting a new practice, we will make every effort to work with your
insurance company to obtain authorization for your care with the same in-network benefits that you currently have. In most cases, thisis not a
problem and your insurance carrier will allow us to treat you just as if we were an in-network provider. If there is an instance where this is not
possible, we will make whatever adjustments necessary so that you are not charged anything more than if you had seen an in-network provider.
Please know that we are making every effort to become participating with the primary payers in our region. Unfortunately, the process can
sometimes be lengthy. We will keep you informed!

Affordable Care Plans/Healthcare Exchange: If you have an Affordable Care Plan, you are responsible for paying your healthcare insurance premiums
in atimely manner. Failure to pay your insurance premiums will result in your benefits being terminated. If your insurance is cancelled for failure to pay
your premium, you will be held liable for the amount of the bill for the services rendered by our physicians. This amount will be due in full upon notice.

NOTICE OF ACKNOWLEDGMENT OF FINANCIAL PRACTICES

| have reviewed and acknowledge Retina Consultants of Orlando’s Financial Practices Disclosure. A copy of this disclosure will be provided
to me upon request.

Patient Signature: Date:

INSURANCE AUTHORIZATION

1. I hereby authorize the physicians of Retina Consultants of Orlando to furnish information to insurance carriers concerning my illness, accident
and/or treatments and | hereby irrevocably assign to the above physicians all payments for medical services rendered to myself or to my
dependents. 2. | understand that | am financially responsible for all charges whether or not covered by insurance. 3. | also hereby authorize
you to obtain copies of my medical records from other physicians if necessary. A photocopy of this authorization shall be considered as
effective and valid as the original.

Patient Signature: Date:




RETINA CONSULTANTS

Patient Name: DOB:

AUTHORIZATION TO RELEASE HEALTH INFORMATION

Do you have any particular person or family members that you authorize to receive and discuss information
regarding your personal health information (general information, surgical and billing)?

O Yes O No If yes, please provide:
Name: Relationship: Phone:
Name: Relationship: Phone:

NOTICE OF PRIVACY PRACTICES
Effective April 1, 2003

You have our promise and commitment to protect your medical information. We understand that medical information about you and your
health is very personal. In fact, we are required by law to protect the privacy of your medical information and to provide you with a Notice of
Privacy Practices, which describes:

How medical information about you may be used and disclosed and how you can get access to this information.

We are required by law to have your written authorization before we use or disclose your health information for purposes other than
providing or coordinating your health care, payment or reimbursement for the care we provide to you, and related administration. activities
that support your treatment.

Certain laws may require or allow us to use and disclose your health information for other purposes without your authorization.

You also have important rights, including:
@ The right to inspect and copy the protected health information (PHI) we maintain about you
@ The right to request restrictions of your protected health information (PHI)
@The right to request to receive confidential communications from us by alternative means or at an alternative location
@ The right to request an amendment of protected health information (PHI)
@The right to receive an accounting of certain disclosures we have made of your protected health information (PHI)
@ The right to file a complaint if you feel your rights have been violated

We have available a detailed Notice of Privacy Practices that explains in detail your rights and our obligations under the law. Please note

that we may revise our Notice from time to time and a copy is available by calling our office.

You have the right to receive a copy of our most current Notice in effect or, if you have any questions, concerns, or complaints about the
Notice, please contact our Privacy Officer, Dr. Jose Echegaray 407-637-2096. You will not be penalized for filing a complaint.

NOTICE OF ACKNOWLEDGMENT OF PRIVACY PRACTICES
| understand that under the Health Insurance Portability Act of 1996 (HIPAA) | have certain privacy rights with respect to my protected
health information. | understand that the information can and will be used to:
@ Conduct, plan, and direct my treatment and follow-up among the multiple health care providers who may be directly and indirectly
involved in that treatment
@ Get paid from third-party payers
@ Perform normal healthcare operations, such as quality assessments and medical certifications.
| have received a summary of Retina Consultants of Orlando's Notice of Privacy Practices, but | know that | may contact its Privacy Officer
for a detailed Notice of Privacy Practices that contains a more complete description of the uses and disclosures of my medical information. . |
understand that this organization has the right to change its Notice of Privacy Practices from time to time and that | may contact this
organization at any time to obtain a current copy of the Notice of Privacy Practices.
| understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment
or health care operations. | also understand that you are not required to agree to my requested restriction, but if you do agree, you are bound to
abide by such restrictions.

NOTICE OF ACKNOWLEDGMENT OF PRIVACY PRACTICES

| have reviewed and acknowledge Retina Consultants of Orlando’s Notice of HIPAA Privacy Policy. A copy of this policy will be provided to
me upon request.

Patient Signature: Date:




q ' RETINA CONSULTANTS

FORM COMPLETION POLICY

Patient Name: DOB:

Various patient forms that require completion by our office are not considered part
of your "standard" care. Completion of these forms is a separate service that
requires additional payment. Payment is due AFTER form(s) have been
completed. You will not receive nor have forms delivered via any method until
payment has been made.

Our office reserves the right to decline any form completion request. You will not be
charged for any forms that have not been completed. It is possible that the
completed form(s) may not satisfy the recipient and may require additional form(s).
In those cases, a separate form fee will be applied, and the patient is responsible
for additional fee(s).

Please allow up to 2 weeks for form(s) to be completed. To assist the process,

please fill out all your information on the form(s) prior to submitting request. Form(s)
needing to be completed within 72 hours will be subject to an additional fee.

Please refer to the table below for fee schedule.

Expedited completion fee (within 72 hours) $20.00
DMYV form(s) $25.00
Travel letter(s), jury excuse letter(s), etc. $50.00
FMLA form(s) $75.00
Handicapped DMV form(s) $75.00
Disability form(s) (short & long term) $75.00
Legal medical records request(s) $100.00

Patient Signature: Date:




Q' RETINA CONSULTANTS

AUTHORIZATION TO RECEIVE / RELEASE HEALTH INFORMATION

Patient Name Date of Birth

Address City / State / Zip

| Hereby Authorize the Disclosure of my Health Information From:

Name of Person/Organization Releasing Information

Address City / State / Zip

Phone Number // Fax Number

To Release my Information To:

Retina Consultants of Orlando
Name of Person/Organization Receiving Information

616 E Altamonte Dr Ste 101, Altamonte Springs, FL 32701
Address City / State / Zip

(407) 637-2096//(407) 637-2097
Phone Number // Fax Number

INEQORMATION TO BE RELEASED:

| _Complete Medical Record

| Medical Records for Specific Dates of Service (please list) from to

| Other (please list)
This authorization remain in effect until the information has been forwarded as requested.

RIGHTS OF THE PATIENT:

| understand that | have the right to revoke this authorization at any time by sending a written notification fo the
address below. | understand that a revocation is not effective in cases where the information has already been
used or disclosed but will be effective going forward. | understand that information used or disclosed as a result
of this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal
or state law. Any information received by this office for our own use will continue to be protected by the Federal
Privacy Rule (HIPPA). | understand that | have the right to inspect or copy the protected health information to be
used or disclosed as described in this document by written notification. | understand that | have the right to refuse
to sign this authorization and that my treatment will not be conditioned on signing.

X
Patient Signature Relationship Date
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Date Sent: By: Via:




A. Notifier:
B. Patient Name: C. Identification Number:

Advance Beneficiary Notice of Non-coverage

(ABN)
NOTE: If Medicare doesn’t pay for D._Testing below, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D._Testing below.
D. Testing E. Reason Medicare May Not Pay: F. Estimated Cost
Macular OCT - 92134 Medicare does not pay for these
Glaucoma OCT - 92133 tests as often as ordered for you or
Fundus Photo - 92250 may not be deamed necessary $35 - $150
Fluorescein Angiography - 92235 by medicare.
Ultrasound Biomicroscopy - 76513
B-Scan - 76512

WHAT YOU NEED TO DO NOW:
e Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
e Choose an option below about whether to receive the D. Testing listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance that you
might have, but Medicare cannot require us to do this.

G. OPTIONS: Check only one box. We cannot choose a box for you.

OPTION 1. | want the D. Testing listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on aMedicare
Summary Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.

OPTION 2. | want the D.Testing listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.
OPTION 3. | don’t want the D. Testing listed above. | understand with this choice |

am not responsible for payment, and | cannot appeal to see if Medicare would pay.

H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on this
notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You may ask to receive a copy.

l. Signature: J. Date:

You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You
also have the right to file a complaint if you feel you’ve been discriminated against. Visit Medicare.gov/about-
us/accessibility-nondiscrimination-notice.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7 minutes
per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA
Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (Exp.01/31/2026) Form Approved OMB No. 0938-0566
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