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Patient Information
(PLEASE PRINT NAME AS IT APPEARS ON INSURANCE CARD)
Last Name: ___________________________ First Name: ___________________________ MI: _____
Date of birth: _____/_____/_____ Sex: Male / Female (PLEASE CIRCLE ONE) 
Local Address: _______________________________________________ Apt/Building#: ____________
City:___________________________________________ State:__________ Zip Code:_____________
Out of State Address: __________________________________________________________________
Email Address: _______________________________________________________________________
Marital Status (Please Circle One):     Married           Single          Widow/er
Preferred Phone #: (_____)-_________-________ Alternative Phone #: (_____)-________-________
Emergency Contact Name: _____________________________ Phone #: (_____)-_________-_______
Occupation: _____________________________ Place of Employment: __________________________
How did you hear about us? ___________________________________________________________

Financial Assignment and Agreement:

1. Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. Some companies pay fixed allowances for certain procedures, and others pay a percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance, or any other balance not paid for by your insurance. 
2. In order to control your cost of billings, we request that your charges for office visits be paid at the conclusion of each visit unless you are covered by medicare. 
3. I request that payment of authorized Medicare and/or insurance benefits be made on my behalf for any services furnished to me. I authorize any holder of medical information about me to release to the health care financing administration, its agents or the benefits payable for related services. 
4. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as an original. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize said assignee to release all information necessary to secure the payment. 



Signed (Patient or parent of minor) _________________________________ Date ________________
   

	Elan Rosenblat, M.D.
M. Cecilia Artigas, D.O.
7545 W. Boynton Beach Blvd
Ste 205 Boynton Beach, FL 33437
www.southfloridaophthalmology.com
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Name:____________________________________________Date:_______________________
Allergies to medications:_________________________________________________________                                                                                                  
Who is your primary medical doctor:________________________________________________                                                                                 
List all your medications including eye drops:_________________________________________   _____________________________________________________________________________                                                                                               
Ocular History: Cataract:_______Glaucoma:_______Retinal disease:_______Weak Eye:______
Have you had laser vision correction (Lasik/PRK/RK):   ☐ No  ☐ Yes Type:_________________
Previous Eye Surgeries: _________________________________________________________                                                                                                  
List any Major Surgeries:_________________________________________________________                                                                                       
Medical History:
____Diabetes (circle) Type 1  or  2 :  A1C:__________
____High blood pressure
____High Cholesterol 
____Chest pain/ irregular heartbeat/ shortness of breath
____Cough, trouble breathing    
____Dizzyness, hearing loss, ringing in ears, sore throat   
____Hair loss, rash, skin lesions
____Back pain, joint pain, aches, stiffness, swelling    
____Bleeding, bruising, tender nodes
____Fever, night sweats, weakness, weight loss    
____Cold intolerance, excess hunger/thirst
____Balance problems, headaches, numbness,  tingling
____Anxiety depression, insomnia, irritability, nervousness
Other medical problems:__________________________________________________________
______________________________________________________________________________
Family History: Macular Degeneration: ▢ mother, ▢ father  Glaucoma:  ▢ mother, ▢ father
Retinal Detachment ▢ mother, ▢ father  Cataract: ▢ mother, ▢ father  Other: _______________
Social History:   Do you Drink?  Yes/No   Do you Smoke? Yes/No
Occupation:________________  Hobbies:____________________________________________
Pharmacy Name and Address: _____________________________________________________
Pharmacy phone number: (___) ___-____


PATIENT CONSENT FORM 
Addition to HIPAA Notice of Privacy Practices 

The Dept. of Health and Human Services has established a "Privacy Rule” to help insure that personal health care information is protected for privacy. The Privacy Rule was also created in order to provide a standard for certain health care providers to obtain their patients' consent for uses and disclosures of health information about the patient to carry out treatment, payment, or health care operations. 
As our patient, we want you to know that we respect the privacy of your personal medical records and will do all we can to secure and protect that privacy. We strive to always take reasonable precautions to protect your privacy. When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in the need of your health care information and information about treatment, payment or health care operation, in order to provide health care that is in your best interest. 
There are times you may wish other family members or friends to inquire about your appointments or have access to your medical information. We will not release any information unless you have listed them below. If you wish to allow messages other than just to return our calls, on your message recorder- please indicate this also. 
Recorded Messages: No______ (Do not leave messages other than to "return call") 
          Yes______ May leave messages 
List any family members or others you wish to have access to your records, for example, who may call in regarding your condition or call for you. We will not release any information to spouses or your children unless they are listed here.   (We will require signed releases by you from anyone wanting access to your records other than the insurance companies you have listed, healthcare providers necessary to your care, or persons listed below:) 

List of Names and how related:






Signature below is acknowledgement that you have received the "HIPAA NOTICES OF PRIVACY PRACTICES”, which was published and became effective April 14, 2003.

PRINTED NAME _____________________________________DATE________________  

SIGNATURE ______________________________________________
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