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Gayle Leff Goldstein, MD
                  

HIPAA Acknowledgement / Medical Records:

In accordance with the Health Insurance Portability and Accountability Act of 1996, I was provided an opportunity to read the Georgia Ophthalmology and Aspects Optical Privacy Policy; and if requested, a copy will be provided.
I understand and agree that my medical records will be shared with other treating physicians (under T/P/O) if referred from this office to another physician.
This agreement will remain in effect until I request otherwise in writing. 

__________________________________________
 ____________________

Signature of Patient              or




Date

Guardian if patient is a minor





PERSONAL INFORMATION:
How did you hear of us?  (circle one)    Friend/Relative      Insurance Co     Yellow Pages

Patient’s Name  (please print):
FIRST _____________________________LAST____________________________ MI___

Address: ____________________________City________________ State ___ Zip _________
                                                                          email Address: ___________________________

Home phone: _______________________ Cell /Work phone:_______________________

Social Security #:______________________DATE OF BIRTH: ________________AGE_____
Male / Female                              Marital status:      S    M    D    W
If minor child:  Father’s Name ______________________________ Child resides with:



    Mother’s Name _____________________________   Mother/Father/Both

Patient’s Employer: ___________________________________or Student _____
           Work phone: _____________________________

Emergency Contact:  Name_____________________________ Phone ___________________




    Relationship _______________________

Primary Care Physician or Family Doctor’s Name _______________________
Telephone#_____________________

Were you referred by a physician?      NO      YES – Dr. _________________________








          Phone ______________________

 REASON FOR SEEING THE DOCTOR TODAY? __________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________
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REGARDING TODAY’S VISIT:

Is this visit the result of an accident?
    YES   
NO
If Yes, was the accident:

            Work related? 

NO      YES- Please complete a first report of injury.







Workers’ Compensation claims must be filed







with your Workers’ Compensation company.







You must report your injury to them prior to







treatment at our office.  We require case number







address for filing a claim, contact name and 







telephone number of case worker.

Was it a car accident?        NO      YES- Please provide the auto insurance information instead of your health insurance info below. For our office to file with auto insurance, 


the accident must have been reported, you must have a case number and the claims address.

MEDICAL INSURANCE INFORMATION:
Name of Primary Insurance:
______________________________________________

Name of *Secondary Insurance:   ______________________________________________

(*We will file secondary insurance if your primary is Medicare. We will also file       

    to your secondary if it is Medicare, Medicaid or Tricare only.)

Name of Insured_____________________________________

Social Security # of Insured ___________________________

DOB of Insured  _______________________

Relationship to Patient _____________________________

  **************************************************************************
Authorization for Payment and Signature on File.

(Includes Private Insurance, Medicare, Medicaid and Self Pay patients)

Self Pay:  I understand that payment is my responsibility and expected at time of service, due to no insurance coverage or for other reasons.

Private Insurance or Medicare per HIPAA standards:  I authorize this physician to release any information in the course of my exam or treatment and permit payment directly to this office.  I recognize and accept responsibility for any co-pay, deductible, co-insurance, balance or service not covered, as per my health insurance contract.

I certify that the information provided by me to be true and correct.  I request that the payment of authorized benefits by made on my behalf.  I assign the benefits payable for physician services to the physician or Georgia Ophthalmology Associates, furnishing the services and to send payment to that office.

__________________________________________
_____________________
Signature of Patient 
or




DATE

Guardian (if patient is a minor)
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