WALTON EYE CARE Come See With Us!
& LASER CENTER

Stephen A. Baynham, M.D.
517 GREAT OAKS DRIVE « SUITE 101 « MONROE, GA 30655 « 770-267-4561

Please Print

MName; Today's Date;

Street: Date of Birth: Age:
PO Box: Sex: MO FO Social Security #:

City: S _State g —

Ethnic Origin: Asian Black Caucasian Hispanic
(Circle Choice)

Give us your telephone numbers please: Marital Status: Single Married Separatcd

Home # Work # Divorced Widowed
Cell# (Circle Choice)

Employer (or School):

Spouse or Parent Name:

Occupation (or Grade):

Emal;

Spouse or Parent Work Phone: _
Who is the subscriber for vour insurance?
Your regular physician;

Subsernibers Social Secunty

Subscrnibers Date of Birth Referring Dr.

Emergency Contact:

Nearest Relative Not Living With You: Belationship: Phone:

The following information is very important to your health. Please take the time to fully and accurately complete this form!
Eye History
Check this box if you have NO eye problems or symptoms: 0 I have no eye problems
Do you have a history of eye problems other than glasses? O Glaucoma O Retinal Disease [ Cataract
O Oiher O Eye Surgery

Da you wear contact lenses? [OYes ONo  Ifyes, what type and power are your lenses?
Do Your Eyes Experience Any of the Following?

O Buming O Flashes of Light O Strain‘Headache

O Sensitivity to Light O Floating Objects O Gritty Feeling

[0 Excessive Tearing O Blurry Distance Vision O 1tchiness

O Difficulty Seeing at Night 0O Blurmry MNear Vision O Sorcness

O Uncomfortable Glasses O Sudden Loss of Vision O Redness

O Uncomfortable Contact Lenges O Glare or Reflection O Dryness

O Double Vision O Difficult Night Driving O Difficult Day Driving

O Difficult Reading Small Print O Difficult Seeing Steps/Curbs O Problems Secing Faces

O Difficult Reading Medium Print O Difficult Reading Signs O Problems with Fine Handiwork
O Difficult Reading Large Print [ Problems Seeing to Play Sports O Problems Seeing to Play games
O Problems Seeing to Cook O Problems Seeing to Watch TV 00 Problems filling out forms

What is the MAIN purpose of this visit? What do you want to accomplish by seeing the doctor today?

PAYMENT IN FULL IS REQUIRED WHEN SERVICES ARE RENDERED IF THERE IS NO
INSURANCE COVERAGE
You will be responsible for any portion of your bifl which is not paid for by your insurance company.

(Please continue on back)




Family Medical History Relationship
Blindness O Yes Mo

Cataracts O Ves No

Glaucoma O Yes No

Diabetes O Yes

Hypertension B Yes
Retinal Disease O Yes

Stroke O Yes

goooooon
g

Heart Attack O Yes

YOUR MEDICAL HISTORY
Medication Allergies:

Major Surgeries:

Review of Systems: If "YES" List Date of Problem

Cardiovascular (Heart) O Yes O No

Heart Attack? O Yes 0O No
High Blood Pressure? [0 Yes O No
Fascular Disease? O Yes ONo

Ear,Mose, ThroatMouth O Yes OO No
Endocrine; Diabetes O Yes O No
Insulin Use 0O Yes 0O No
Thyroid O Yes O No
Hormone O Yes O No

Giastrointestinal O Yes O No
Licer? OYes ONo__
Reflux? OYes ONo__
Bleeding? O Yes ONo

Genitourinary 0O Yes O No
Kidney Stomes? O Yes ONo
Bladder Infections? O Yes ONo

Immune System O Yes O Mo
Praoblems with O Yes ONo

Your Immune System?
Hematologic/Lymph O Yes OMNo
Integumentary (Skin) O Yes O No

Musculoskelelal O Yes ONo
Neurological O Yes O MNo

Stroke? O Yes O No
Psychiatric O Yes ONo
Reproductive O Yes ONo

Are You Pregnant? O Yes O No

Are You Breast feeding? O Yes 0O No B

Menopause? OYes ONo_
Prostate Disease? O Yes ONo__
Herpes? OYes ONo
Other STD? B Yes O No
Respiratory O Yes O No
Asthma? OYe:s ONo
Corn? O Yes ONo
Cancer History? O Yes ONo
Chemotherapy? O Yes ONo
Radiation? O Yes ONo

Type of Cancer?

Social History

Do you smoke? O Yes O Mo
If yes, how much per day?
Smoking Cessation Counseling Done:  Yes

Drink alcohol? O Yes O No

Have you ever had a problem with drug abuse?
O Yes (sec below) O No

How much?
If s0, what drug?

When?

Medications (including Non-Prescription
such as Aspirin, etc.)
Medicine Dosage How Often?

Eye Drops

Drug Store: Drug Store Phone:

Other Important Health History
Please Describe Here:

Patient Name:




WALTON EYE CARE Come See With Us!
& LASER CENTER

Stephen A. Baynham, M.D.
517 GREAT OAKS DRIVE « SUITE 101 « MONROE, GA 30655 « 770-267-4561

Welcome to Our Practice

On behalf of our physician and the entire staff of our practice, welcome!

Our number one goal will always be to provide you with the very best
personal eye care possible. Before coming to the office for your
appointment, please complete the enclosed, and bring with you to your
appointment (DO NOT MAIL).

Patient information Form

The FTC (Federal Trade Commission) has passed laws that require us to
take strict efforts to validate and protect your identity from identity theft.
We MUST have the following documentation for your protection to prove
your identification:

A Picture ID (Driver’s License, Passport or State Issued Photo ID)

You must also bring your current insurance card(s)!

IF YOU CANNOT CONFIRM YOUR INSURANCE COVERAGE AND
IDENTIFICATION, WE CANNOT FILE ANY CLAIMS FOR YOUR
CARE AND YOU WILL HAVE TO BE RESPONSIBLE FOR YOUR BILL

Self Pay Patients (PATIENTS WITH NO INSURANCE)

We do require payment of $85.00 to be made on arrival.

If further testing or procedures are needed the balance will be due when you
check out.




To Our Patients without Insurance:

We do require payment of $85.00 to be made on arrival. If further testing or procedures are needed,
the balance will be due when you check out.

To Our Patients With Insurance Coverage:

As a courtesy to our patients, we will gladly enter your insurance information into our computer and
automatically file your insurance for you each time you come in. We request that you allow us to make
a copy of your insurance card so that we enter all of the information correctly and to insure that it is
sent to the correct address. We ask that you keep us informed of any and all changes in your insurance
coverage as soon possible,

To Keep your account current and your credit in good standing, you will be asked to pay for all medical
services in full while your deductible is being met. We also ask that you pay your patient responsibility
amount when services are received. This amount varies from company to company. Example: some
patients are responsible for 20% & the insurance company pays the remaining 80%. If your insurance
company has not paid within 20 days, in fairness to us we ask you to please pay your balance in full.
Also, if we are not participants with your plan, your insurance may deny payment, reduce payment, or
increase your deductible amount. Due to the constant changes in insurance policies and procedures, we
regret that the burden of determining if our services will be covered by your insurance company must
rest with you. There are simply too many different insurance companies, plans, carriers, and constant
changes for us to be able to answer your questions regarding your individual coverage. We have a
telephone available to you so that you can call your insurance with any questions.

Monthly you will receive a statement from our office showing any payments made by your insurance
and the amount they say you are responsible for,

We appreciate your allowing us to be your heaith care providers and we are glad we are able to offer
you the service of filing your insurance. However, your medical care costs are ultimately your
responsibility, regardless of insurance coverage. If you have any confusion or questions regarding your
medical treatment or charges, please ask for clarification before leaving the office, we are here to help.

ASSIGNMENT AND RELEASE: | hereby authorize my insurance benefits to be paid directly to Dr.
Baynham/Walton Eye Care, Inc. and | authorize the release of any medical information necessary to
process my medical claims. | also understand that | am financially responsible far all service rendered
and any fee and/or interest imposed by outside agencies in effort to collect delinguent account
balances.

Patient/Guarantor Signature Date




WALTON EYE CARE, INC.
STEPHEN A. BAYNHAM, M.D. , F.AA.0

Consent to the Use and Disclosure of Health Information for Treatment,
Payment, or Healthcare Operations

I, understand that as part of my
healthcare, Walton Eye Care, Inc, (WEC) vriginates and maintains health records
describing my health history, symptoms, examination and test results, diagnoses,
treatment, and my plans for future care and treatment. I understand that this
information serves as:
* A basis for planning my care and treatment
* A means of communication among the many health professionals who
contribute to my care
= A source of information for applyving my diagnosis and surgical info to
my hill
e A means by which a third-party payer may verify that services billed
were actually provided
e A tool for routine healtheare operations such as assessing quality and
reviewing the competence of healtheare professionals.

I understand and agree, by my signature below that 1 have the right to request
restrictions as to how my Health Information may be used or disclosed to carry out
treatment, payment, or healthcare operations. | understand and agree that WEC is
not required to agree to any restrictions that 1 may request, but il WEC agrees,
WEC will be bound by that restriction.

I understand that I may revoke this consent by notilying WEC in writing that 1
revoke this consent unless WEC has used or disclosed my health Information in
reliance on this consent.

I understand and agree that WEC has the right to disclose relevant Health
Information to my family member, other relative, close or personal friend or anvone

identified by me.

(signature of Patient or Legal Representative) {Date)



