The Laser Eye Institute

1603D MEDICAL DR.
LAURINBURG NC 28352
910-277-1411-Phone 910-277-2911-Fax

ACCT #
PATIENT REGISTRATION FORM

PLEASE COMPLETE ALL SECTIONS ON FRONT & BACK

Patient’s FULL name;
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matters deemed necessary, 1
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FULL NAME & DOB: |




CONSENT FORM:

alth Information for Trea’cment/Payment/HeaIthcare

(For use & disclosure of Protacted He Operations)

I_understand that as part of my healthcare, The Laser Eye Institut lescribing my health
history, Symptoms, examinations, test results, and any plans for future care and treatment. I also understand this nformation serves as:
> Abasis for planning my care and treatment
> Ameans of cemmunication among the many hezlth

> Asource of information for applying my diagnesis &
>  Ameans by which a third party payer can verify that services billed were actually provided

> Atool for routine healthcare operationg such as assessing quality & reviewing the competence of healthcs
I understand and have been provided with a Notice of Information Practices that provides a more complete descripFion of information uses &
disclosures. I understand & have the right to review the notice prior to signing the consent. I uriderstand the praclice reserves the right to
Fhange their notice & practices, and prior to impiementation, will mail a copy of any revised notice to the address that I have provided if there
Is a need to use or disclose any protected heaith information (PHI). Ialso understand that I have tha right to restrict as to how my PHI may
be used to disclosed to carry out treatment, payment and/or healthcar

SEC : i not required to agree to the
restrictions requested, I understand that I may revoke this consent in writing, except to the extent that the practice has already taken action
in reliance thereon.

surgical information to my bill

re professionals,

, €~mail, and/or with a
), such as appointment,
reminders, insurance items, and/or any call pertainin ini , |
T have the right to request that TLET restrict how It uses or discloses my PHI to carry our TPO. However, the practice is not required to agree”’
tc my requested restrictions, but if it does, it is bound by this agreement. By signing this form, I am consenting to TLEI to use and/or
disclose my PHI to carry out my TPO. I may revoke my consent in writing except to the extent that the practice has already made disclosures
in reliance upen my prior consent, If I do nat sign this consent, TLET may decline to provide treatment to me.
HIPPA COMPLIANCE STATEMENT:
At TLEI we are dedicated to protecting your medical information. We ara required by law to maintain the privacy of| PHI and to provide you
this notice of cur legal duties and privacy practices with respect to PHI. TLEI js required by law to abide the terms of this notice, We comply
with all federal, state, and iocal laws. This notice describes how we use your PHI. It describes same of your rights and some of our
responsibilities.

UNDERSTANDING YOUR HEALTH RECORD/ INFORMATION:
Each time you visit our office(s), we record your symptoms, physical examination, test results,

diagnosis, and/or treatment. This information
enables us to: planning of your care, communicate with others for You, report to your insurance carrier, bill for our work, and/or improve the
quality of care.

YOUR RIGHTS:

Although your paper chart belongs to our practice, the information contained in the chart is yours. You have the right to: inspect your
records, obtain a copy of your chart for a fee, and tell us not to release information upon a written request. Any
patient/guardian/representative may file a complaint to the practice and/or the Secretary of Heaith and Human Services if they believe their
privacy rights have been violated. To file a complaint with the practice, please contact TLEI, 1603D Medical Drive, Laurinburg, NC, 28352. By
phone, 910-277-1411, or by fax, 910-277-2911. All complaints will be addressed and the results will be reported to the privacy officer,
OUR RESPONSIBILITIES:

We are required to: maintain the privacy of your PHI, send needed PHI to other medical providers, release information to insurance
companies, certain government agencies, and others, Wea may be required to release some information, even witholit your permission.

EXAMPLE F HOW YOUR 1 FORMATION IS USE :
Your PHI will be recorded and used to plan your treatrnent, Reports may be sent to other doctors to help them pian your treatment. Bills will
be sent to your insurance company. The information in the bills will include confidential information such as your name, address, diagnosis,
and treatment. In providing your care, we may communicate with other individuals and/or businesses. Examples include but not limited to
other physicians and/or laboratories. To protect your privacy, we ask our business associates to safeguard you information,

OTHER NOTICES:

We may leave 2 message at your home, on your answering machine/voicemail. We may mail you a writ‘t‘en notice. We may need to disclose
your information to your family members and/or other people helping with your care. In doing s0, we wn_J[ use our best judgment. We may

disclose information to others as required by law or if subpoenaed. If Yyou were injured on the job, we will need to disclase your PHI to your
workers compensation insurance company. We may, from time to time, update these policies.

FINANCIAL POLICY: e
i ical i i i i ici ltants, if needed and as
I authorize the release of any and/or all medical informaticn to my primary care/refernpg physician, to consu ) IF
necessary to process insurance claims, applications, and/or prescriptions. I also authorize payment cf benefits tolTL:I. I unde‘:rstand that: I
am financially responsible for all services rendered for the following reasons: I do not have the proper referral prior to to the time of service.
My referral is invalid/expired. I have given incorrect/invalid insurance information. Expenses are not covered by mylinsurance company. I

have not met my deductible. The services rendered are deemed medically unnecessary by my insurance company. (This applies to present
and/or future visits).
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i [ i { S /i D ts and all outstanding
Payment s required up front for all services that are rehdered, 7"/7/5. Includes co-pa ymen d. _
ba;}’;nces. Thg signature below signifies you understand and are wifling to comply with the policies of this office,
your insurance plan, HIPPA and all PHI,

*Signature: Date:




