This form will become part of your medical record ggfgt No.

which is considered CONFIDENTIAL. Name
DOB

PERSONAL HISTORY/REVIEW OF SYSTEMS

Please answer Yes (Y) or No (N) to every item. G _ nal S

. : ymp
Systemic Symptoms Hematologic/Lymph astrointestinal Symptoms
YO NO Heartburn

YO No Fever YONQO Easy bleeding _ _
Yo N Chills YO NQO Easy bruising ig HB gbgognagfix swallowing)
Yo N Feeling Tired YO NO Swollen glands-neck Yo NG D?/arrr)heg ’ ’
YO NO Excessive Thirst Pulmonary Symptoms Yo No Constipation
YO NO Insomnia YO NO Shortness of breath Nose/Mouth/Throat
YO NO Recent change in weight Yo No Cough YO NO Nosebleeds
Cardiovascular Symptoms Yo No Wheezing YO NO Mouth sores
Yo No Chest pain Yo No Coughing up blood Yo No Throat pain
YO NO Palpitations Musculoskeletal Symptoms YO No Recent weight loss
YO NoO Swelling in both ankles Yo No Muscle cramps in the calf
Genitourinary Symptoms Yo No Joint pain
YO NO Dysuria (Paintful Urination) YO NO Generalized decrease in strength
¥g mg wgﬁﬁgiﬁ%(gmgriz I:Eg) Neurological Symptoms Skin Symptoms

_ YO NO Dizziness Yo NO Jaundice
Psychological S_vmotoms YO NO Convulsions Y 1 N Skin lesions
YO NGO Depression YO NO Confused or disoriented
YO No Anxiety Yo N o Motor disturbances
YO NO Fainting YO NGO Sensory disturbances Physician Reviewed:

Family History

Please answer Yes (Y) or No (N) for each condition
listed below. If yes, please indicate M-Mother, F-Father,
S-Sibling, G-Grandparent. List other heritable disease below.

YO NOo Blindness Yo No Diabetes
YO N Cataract YO Ng Glaucoma
Y NgMacular Degeneration Other heritable disease:

YO NORetinal Degeneration

Please explain all items marked yes above:
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Chart No.

Date
Name
DOB
List any medication allergies: None[ |
List current medications: None| ]
Use Addtl Sheet if Needed:
Previous Surgeries: Ocular (eye) None[ ]
Surgeries other than eye surgery: None[ ]
Occupation/Hobbies None| ]
Personal History Of Please answer Yes (Y) or No (N) to every item.
YO NO Blindness YO NO Hepatitis C
YO NO Cataract YONO HIV
Yo NO Macular Degeneration YONO AIDS
YO NO Retinal Degeneration YO NO Heart Disease
YO NO Glaucoma YO NO Arthritis
YO NO Amblyopia (Lazy Eyes) YONO Stroke
YO NO Diabetes YO NO Renal Disease (Kidney)
[0 Recent blood sugar average was____ Y ONO Autoimmune Disease (i.e. Lupus)

L1 1 do not check my blood sugar
YO NO Hypertension

YO NO Alcohol Dependence

Y O NO Unspecified Drug Dependence

YO NO Elevated Cholesterol Yo No Emphysema

YO NO Cancer - (Type ) YONO Asthma

Social History
YONO Alcohol Use
YONO Tobacco Use Preferred Language:

Yo NO Self-reliant in usual daily activities

Race/Ethnicity

YO NDO Unable to read (Due to visual impairment) (Answer Yes if you cannot read; No if you can)
YO NO Unable to drive(Due to visual impairment) (Answer Yes if you cannot drive; No if you can)
YO NO Retired from work Physician Reviewed:
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Chart No.
Date
Name
DOB

(Complete Severity & Duration Only If They Apply)
Indicate Duration in Hours/

History of Present lliness . . Days/Weeks/Months/Years
Circle Severity: #

YO NO Blurry Vision Right Eye................. Mild/ Moderate/Severe ~~ HODoOWOMOYO
YONO Blurry Vision Left Eye. ................. Mild/ Moderate/Severe = HODOWOMOYO
YO NO Vision Distortion Right Eye.......... Mild/ Moderate/Severe _ HODOWOMOYO
YO NQO Vision Distorion Left Eye............. Mild/ Moderate/Severe ~ HODOWOMOYO
YO NQO Flashing Lights Right Eye............ Mild/ Moderate/Severe ~ HODOWOMOYO
YONO Flashing Lights Left Eye ... Mild/ Moderate/Severe __ HODOWOMOYO
YO NO Foreign body sensation Rt Eye Mild/ Moderate/Severe _~ HO DO WO MOYO
YONO Foreign body sensation Lt Eye Mild/ Moderate/Severe _ HO DOWOMOYO
YONQO Floaters Right Eye............cc........... Mild/ Moderate/Severe HODoOWOMOYQO
YONQO Floaters Left Eye...........cccoocuvee. Mild/ Moderate/Severe _ HODOWOMOYO
YONO Pain in Right Eye............ccccocoov.... Mild/ Moderate/Severe HO DoOWOMOYO
YONO PaininLeftEye .. ... Mild/ Moderate/Severe  HO DOWoOMOYO
YONQO Loss of partial field of vision Rt Mild/ Moderate/Severe _ HO DO WO MOYO
YONO Loss of partial field of vision Lt Mild/ Moderate/Severe  HODOWOMOYO
0 Other (Rt) Mild/ Moderate/Severe _ HODOWOMOYDO
0O Other (Lt) Mild/ Moderate/Severe ~  HODOWOMOYO
0O Other (Rt) Mild/ Moderate/Severe _ HODOWOMOYO
0 Other (Lt) Mild/ Moderate/Severe ~  HODOWOMOYO

Physician Reviewed:
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Chart No.

Date
Patient Name
First Middle Last

Patient Address

Street Add2 City State  Zip
Telephone No.

Home Work
Emergency Contact:

Name Relationship Phone
Date of Birth: Age: Gender:
Social Security No. Driver's Lic. No.
Employer Occupation
Referred by
Referring Physician Phone Number
Referring Physician Address
Street Add2
City State Zip
Name of your primary care physician/internist
Phone no. and Address of your primary care physician/internist ( )
Responsible Party
Name of Responsible Party:(Self;Spouse; Parent)
Circle

Social Security No. Driver's Lic. No.
Billing Address

Street Add2 City State  Zip
Telephone No.

Home Work

Please be aware that we do not treat worker's compensation (work) related injuries or automobile
related injuries. If your visit today is related to a work or automobile injury please inform the
receptionist so we can assist you in locating another retina specialist that can treat your injury.

Insurance information authorization / assignment of benefits

| authorize Retina Institute of Texas, P.A. to release any information regarding my present illness or injury which my insurance
company may request. | understand that the information disclosed may include references to or treatment of alcohol/drug
abuse, psychological iliness, or HIV testing. | will hold Retina Institute of Texas, P.A., its agents, my physician, and his
associates blameless from any claim of liability arising out of the disclosure and/or release of such information. | assign

to Retina Institute of Texas, P.A. all payments to which | am entitled for medical and.or surgical expenses for the services
reported. | understand that | am financially responsible to Retina Institute of Texas, P.A. for charges not covered by this
assignment of benefits.

Please Sign Here Date
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INFORMATION REGARDING DILATING EYE DROPS

Dilating drops are used to dilate or enlarge the pupils of the eye to allow ophthalmologists to
get a better view of the inside of your eye.

Dilating drops frequently blur vision for a length of time which varies from person to person and
may make bright lights bothersome. It is not possible for your ophthalmolgist to predict how
much your vision will be affected. Because driving may be difficult immediately after an
examination, it's best if you make arrangements not to drive yourself.

Adverse reaction, such as acute angle-closure glaucoma, may be triggered from the dilating
drops. This is extremely rare and treatable with immediate medical attention.

| hereby authorize the physicians of Retina Institute of Texas, PA and/or such assistants as may
be designated by him/her to administer dilating eye drops. The eye drops are necessary to
diagnose my condition.

Patient (or person authorized to sign for patient) Date

Witness Date

Patient Name: Chart#:



HIPAA NOTICE OF PRIVAY PRACTICES
RETINA INSTITUTE OF TEXAS, PA

3414 Oak Grove Ave. 400 W. Interstate 635 1010 E. Interstate 20 3331 Unicorn Lake Blvd. Maurice G. Syrquin, M.D.

Dallas, TX 75204 Plaza I, Suite 320 Arlington, TX 76018 Denton, TX 76210 Gregory F. Kozielec, M.D.
214-521-1153 Irving, TX 75063 817-417-7769 940-381-9100 Marcus L. Allen. M.D
214-219-3651 Fax 972-869-1242 817-417-7405 Fax 940-381-9106 Fax ’

972-869-2921 Fax S. Robert Witherspoon, M.D.

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes
your rights to access and control your protected health information. "Protected health information is information about you, including
demographic information, that may identify you and relates to your past, present or future physicial or mental health or condition and

related health care services."
USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that
are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to

support the operation of the physician's practice, and any other use as required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any
related services. This includes the coordination or management of your health care with a third party. For example, we would
disclose your protected health information, as necessary, to a home health agency that provides care to you. Another example of
disclosure would be providing your information to the physician that referred you to us or to a physician that we refer you to, ensuring
that the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example,
obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the business
activities of your physician's practice. These activities include, but are not limited to, quality assessment activities, employee review
activities, training of medical students, licensing, and conducting or arranging for other business activities. For example, we may
disclose your protected health information to medical school students that see patients in the office and/or who review your history
through study group discussions and research projects. In addition, we may use a sign-in sheet at the registration desk where you will
be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when the physician is
ready to see you. We may use or disclose your protected heatlh information, as necessary, to contact you to remind you of your
appointment.

We may use or disclose your protected health information in certain situations without your authorization. These situations include: as
Required by Law (Public Health Issues, Communicable Diseases, Health Oversight): Abuse or Neglect: Food and Drug
Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funderal Directors, and Organ Donation: Research:
Criminal Activity: Military Activity and National Security: Workers Compensation: Inmates: Required Uses and Disclosures. Under

the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to
investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will be Made Only With Your Consent, Authorization or Opportunity to
Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician's practice has
taken an action in reliance on the use or disclosure indicated in the authorization.



YOUR RIGHTS

Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or
copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or
administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health
information.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or
disclose any part of your protected health information for the purpose of treatment, payment or healthcare operations. You may also

request that any part of your requested health information not be disclosed to family members or friends who may be involved in your
care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction
requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If the physician believes it is in your best interest to
permit use and disclosure of your protected health information, your protected health information will not be restricted. You then
have the right to use another Healthcare Professional.

You have the right to receive confidential communication from us by alternative means or at an alternative location. You
have the right to obtain a paper copy of this notice from us upon request, even if you have agreed to accept this notice

alternatively (i.e.electronically).

You have the right to have your physician amend your protected health information. If we deny your request for amendment,
you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you

with a copy of such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any. of your protected health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object
or withdraw as provided in this notice.

Complaints: You may file a complaint to us or the Secretary of Health and Human Services if you believe your privacy rights have
been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. ~ We will not retaliate

against you for filing a complaint.

This notice was published and becomes effective on/or before April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices
with respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA Compliance
Officer, Debbie Alfstad in person or by phone at 214-521-1153.

Please list any persons (family members, friends) with whom we may speak regarding issues concerning your protected health
information.

LJ Medical (] Billing

LI Medical L] Billing

[J Medical I Billing

Signature below is only acknowledgment that you have received the Notice of Privacy Practices.

Print Name Date

Signature Witness



