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Andrea V. Gray, MD, PC

Patient Financial Responsibility
Acknowledgement

Co-Payments are due each office visit prior to seeing the doctor. If you are unable to pay
today, there will be an additional $10 billing fee.

Insurance will be billed as a courtesy. Your signature gives us permission to bill your
insurance. Deductibles, patient balance responsibility beyond insurance, and all balances
are due in full before the end of the month. If it is discovered that you are ineligible with
your insurance plan, you will be responsible for all charges.

Managed Care Plans may require you to obtain a refarral to be seen. If you do not have
an authorization from your primary care physician, you are financially responsible for this
office visit and services rendered.

Self Payment is due in full at the time of service. There is a $25 charge on all returned
checks.

Patient Responsibility balances are due within 30 days of the date of service. There is
a $10 finance charge per month for any balance past due.

Services Not Covered by insurance are the responsibility of the patient / guardian.
Non-covered services vary between each insurance company.

Missed Appointments We reserve the right to impose, and you agree to pay, a fee of
$25 for missed appointments not cancelled with 24 hours notice.

OHP / DCIPA patients without a 24 hour cancellation notice will not be rescheduled.

I have read the above Patient Financial Responsibility Acknowledgement and as a patient, or legal
guardian of a minor or impaired patient, I understand that regardless of any insurance coverage
may have, [ am responsible for payment of my account. I understand there is no fee accrued on
accounts paid current; however, I am also aware that delinguent accounts beyond 90days due
are subject to a $50 collection fee at my own expense.

I understand and agree to the above in accordance with the terms and conditions set forth in the
policy of this office. I also hereby attest that I have given payment information to the best of my
knowledge for complete and timely payment.

Printed Name & Signature Patient Name
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Andrea V. Gray, MD, PC

Eye Physician and Surgeon
Privacy Policy

We will only use or disclose Protected Health Information we obtain from you or on your behalf (a} for
purposes of providing medical services to you, {b) if needed for your internal management and
administrative needs related to our provision of service to you, (¢} if needed to fulfill our legal obligations,
or {d) as required by your insurance provider for processing claims for your medical/vision services. We
maintain technical, administrative and physical safeguards to comply with HIPAA regulations regarding
your protected health information.

We will not use or disclose Protected Health (nformation we obtain from you or on your behalf for any
other activity or purpose unless you have authorized us to do so in writing and such use or disclosure is
otherwise permitted by law,

We will establish and maintain policies and procedures which are reasonably necessary to protect any
Protected Health Information we obtain from you or on your behalf.

If we become aware of any use ar disclosure of your Protected Health Information which is not authorized
under this policy, we will take such action as is reasonably necessary to stop such use or discloser, prevent
its recurrence, and mitigate any harm it may have caused. We will also report any such unauthorized use
or disclosure to you.

If we contract with or otherwise use any other person to process, transmit, stare or otherwise use or
disclose Protected Health Information, we shall insure that person agrees to protect that information and
not to use or disclose that information in any way which is not authorized as provided in this section.

You have the right to access and/or copy your Protected Heath Information and to make amendments or
carrections to the information. If you choose to amend or correct your Protected Heath Information, your
amendment will be added to your Protected Health Information. We have the right to deny your request
if you ask us to amend information that: we did not create, is not part of the health informaticn we keep,
you would not be permitted to inspect and copy, or that is accurate and complete.

All regular employees will be trained in these privacy policies. Appropriate sections for failing to comply
with privacy regulations will be administered and documented.

You may make a complaint to this office regarding our handling of your Protected Health Information. We
will retain a written record of any complaints and take appropriate action to rectify the situation
according to these policies. There will be no intimidating or retaliatory actions against individuals choosing
to make a complaint or exercise their rights according to these policies.

You have a right to review our privacy policy at any time. You will be given opportunity to review our
natice of privacy practices each time you visit our office.

We may disclose health information about you to your family or friends if we obtain your verbal
agreement to do so or if we give you an opportunity to object to such a disclosure and you do not raise an
objection. In situations where you are not capable of giving consent {because you are not present or due
to your incapacity or medical emergency), we may determine that a disclosure to your family or friends is
in your best interest. In that situation, we will disclose only health information relevant to that person's
invelvernent in your care.

Signature Date




Andrea V. Gray, MD, PC

Name: Date: Email:

Primary Care Physician Preferred Pharmacy

Date of Last Eye Exam Do you wear glasses Y/N Contacts? Y/N
Complaint

Medical Conditions —Please check any you have or have had in the past

[ IDiabetes [ Heart Attack [xcopPD [JMS  [JMRSA

Typel

Type2____ [ IStroke [ JAsthma [CJtupus [(JHIV Positive
[“Hypertension [_Irhyroid Problems [ ] Arthritis [CJRA  [JAIDS
[_High Cholesterol [ _JKidney Problems [ | Migraines/Headaches {_IHepatitis
[ Icancer

Type
[ Icurrently Pregnant, Est. Due Date [ Other

Ocular Conditions —Please list any you have or have had in the past

[cataracts [1Crossed/Lazy eyes [ History of eye injury

[ Glaucoma [ Floaters/Flashes [JCorneal Disease
[Macular-Degeneration [ ]Double Vision [“TRetinal Problems (Cause)
[]GCther

Family History-please check all that apply and specify family member (mothersister etc)
[ | Diabetes [(JGlaucoma

[ JHypertension [_]Macular Degeneration

[_JHigh Cholesterol [TJLazy/Crossed eyes

Jother

[C] Adopted/History Unknown

Social History --Please Circle One

Tobacco Use Yes No Formaer
Drug use (including Marijuana) Yes No

Alcohol Use Yes No
Surgeries:

Medications:

Allergies: Reacﬁdn:




Patient Information

Patient’s Name Sex: Male / Female
Social Security # Date of Birth Primary Language

Mailing Address City State Zip

Phone {H) {w} Email

Occupation Emplayer Primary Care Dr.

Marital Status: S M D W Spouse’s Name

Ethnicity: {circle one) Hispanic/Latino or Non-Hispanic/Latino Race

Maother's Maiden Name Patient's State of Birth__
Emergency Contact Phane

UNDER AGE 18; Responsible Party Phone

How did you hear of our office?
Doctor Our Website News Paper Phone Book Friend / Family Insurance Plan

sign TV Ad Lecture f Seminar Social Media

May we communicate with you via phone, answering machine / voicemail regarding your appointments, test

results, billing / insurance, or other medical information? (circle one) YES or NO

Who do you authorize to receive medical, billing / insurance, or appointment information on your behalf?

(Ex: spouse, friend, caregiver, etc.)

Signature Date
If under 18, parent or guardian signature




