AVERY EYE CLINIC

Avery Eye Clinic

Conroe Huntsville

400 South Loop 336 W. 2507 Lake Road
Conroe, TX 77304 Huntsville, TX 77340
(936) 539-4500 - (800) 346 6162 (936) 294-0218

Acknowledgement of Review of Notice of Privacy Practices

I have reviewed Avery Eye Clinic’s Notice of Privacy Practices, which explains how my medical information
will be used and disclosed. | understand that | am entitled to receive a copy of this document.

Signature of Patient or Personal Representative Date Chart #
Name of Patient or Personal Representative Description of Personal Representative’s Authority
Patient declines to sign at this time Staff Initials Date

SUMMARY OF NOTICE OF PRIVACY PRACTES

Avery Eye Clinic Cares about protecting all patients’ privacy. In the process of providing services requested,
we will collect, use and share certain information provided by the patient. The “Notice of Privacy Practices”
explains in detail what information is collected and how that information may be used.

TREATMENT — We are permitted to use and disclose your medical information to those involved in you
treatment, including, but not limited to, hospital staff, primary care physicians and specialists.

PAYMENT — We are permitted to use and disclose your medical information to bill and collect payment for
services provided to you.

HEALTH CARE OPERATIONS — We are permitted to use or disclose you medical information for the
purposes of health care operations, which are activities that support Avery Eye Clinic and ensure that quality
care is delivered.

DISCLOSURES WITH OUT PATIENT AUTHORIZATION — There are situations in which we are permitted
by law to disclose or use your medical information without written authorization or opportunity to object.
These include, but are not limited to: Public Health Activities, abuse/neglect, health oversight, legal
proceeding, law enforcement, workers’ compensation, military or as otherwise required by law.

RESTRICTIONS - You may request that we restrict or limit how your protected health information is used or
disclosed for treatment, payment, or health care operations. We do NOT have to agree to this restriction,
but if we do agree, we will comply with your request except under emergency situations.

INSPECTION/AMENDMENT OF MEDICAL INFORMATION — You may inspect and/or copy health
information that is within the designated record set. You may request an amendment of your medical
information in the designated record set. Any such request must be submitted in writing to the Avery Eye
Clinic Privacy Officer.

Avery Eye Clinic is required by law and regulation to protect the privacy of patients’ medical information to
provide notice of our privacy practices with respect to protected health information and to abide by the terms
of the notice of privacy practices in effect. This notice is subject to change at any time. If changes are
made, a new notice will be posted in the office where it can be seen.



AVERY EYE CLINIC

Avery Eye Clinic
400 South Loop 336 West
Conroe, TX. 77304
(936) 539-4500 (800) 346 6162

WE REQUIRE A COPY OF YOUR INSURANCE CARD AND PHOTO ID FOR INS. PROOF.
(Tiene que presentar su licencia de manejar o una ID que tenga foto)

WE DO NOT ACCEPT WORKER'S COMP. (NO aceptamos Worker's Comp)

It is our policy that payment be made at the time services are rendered.
(Es necasario pagar su consulta despues de cada visita)

We do not look to a third party to bill. (Nosotros no mandamos el bill a una persona tercera)

A parent/guardian is responsible for all charges for a minor child.
( El pariente/guardian es responsable por un paciente que es menor de edad)

BY SIGNING BELOW, | HEREBY AUTHORIZE:

(Al firmar en la linea de abajo, yo autorizo)

My consent for medical treatment by the doctor/Avery Eye Clinic Staff & acknowledge no
guarantees have been made RE: The results of treatment/exam

(Yo autorizo el tratamiento por el doctor/Avery Eye Clinic y reconosco que no hay garantias
en referencia al los resultados de tratamiento/examen)

Payment from my insurance company to Avery Eye Clinic for medical treatment
(Pago de mi aseguranza a Avery Eye Clinic por recibir tratamiento medico)

| understand I'll be responsible for all charges not paid by my insurance
( Yo soy responsable de los cargos que no page mi aseguranza)

The release of any medical records when necessary to/from another physician
(Mi records pueden ser consultados con otro doctor ques sea relacionado a mi enfermedad)

Release of medical information to/from the insurance for claims processing
(Mandar/recibir la informacion medica de la compania de aseguranza)

I will be responsible if | did not obtain a referral or authorization from my insurance company
or my primary care physician.

( Yo soy responsable de obtener una referencia o autorizacion de mi compania de
aseguranza o de mi doctor primario)

List names of people we may give your PRIVATE HEALTH INFORMATION to:
(Por favor de poner 3 personas que puedan dar su informacion privada)

1.

2.

3.

Permission to leave reminder for Appointment on answering machine.
(Permiso de dejar mensaje en su maquina contestador en su casa.)

XX
Patient’'s/Guardian’s Signature
(Firma de Paciente/Guardian)




AVERY EYE CLINIC

Avery Eye Clinic
400 South Loop 336 West
Conroe, TX 77304
(936) 539-4500 (800) 346 6162

Dear Patient: “Most Insurance Companies will not pay for a Complete Eye Exam with an
OPHTHALMOLOGIST unless it is due to a medical illness or an injury. (Querido Paciente: “Por lo regular
muchas de las aseguranzas no pagan el examen rutinario de ojos. Si el resultado es un diagnostico medico
0 accidente su aseguranza si lo cubre)

Date
Patient’'s Name Age Birth date
(Nombre de paciente) (edad) (fecha de nacimiento)
Patient’'s mailing address City State Zip
(Direcion de paciente) (Ciudad) (Estado) (Codigo postal)
Patient’s physical address City State Zip
(Direcion physica de paciente) (Ciudad) (Estado) (Codigo postal)
Home Phone # Work #
(Telefone de casa) (Telefono de trabajo)
Patient’s Social Security # M F
(Numero social de paciente) (Masculino) (Femenina)
Spouse’s Name DOB Phone #

(Nombre de su pareja)

(Fecha de nacimmiento) (Telefono)

Patient’s family Doctor Phone #

(Doctor familiar de paciente) (Telefono)

Patient’s doctor’'s address State Zip
(Direcion de doctor) (Cuidad) (Codigo postal)
Relative’s name (not living with you) Phone #

(Nombre de un familiar cercano) (Telefono)

PRIMARY INS INS. ID #

(Nombre de aceguranza) (Numero de aceguranza)
Insured’s Name Date of Birth

(Nombre de acegurado) (Fecha de nacimiento)
Employer's Name Phone #

(Nombre de su empleado) (Telefono)
SECONDARY INS. INS. ID #

(Aceguranza secundaria) (Numero de aceguranza)
Insured’s Name INS. ID #

(Nombre de acegurado) (Numbero de aceguranza)

IF PATIENT IS A MINOR: List the parent or guardian’s name below: (Si el paciente es menor de
edad: Por favor de poner su pariente o guardian;)

Parent/Guardian Name Address
(Nombre de pariente/guardian) (Direcion)
Phone # Neighbor's Name Phone #

(Telefono) (Nombre de un besino) (Telefono)






AVERY EYE CLINIC

Employee Handbook

Code of Conduct

First and foremost is the sincere commitment of integrity and honesty to our employees and our patients.

As members of the American Medical Association, we, Doctors and all employed physicians within the realm
of the Company are committed to upholding the highest medical and ethical standards for the profession.

Among our commitments to our patients are as follows:

1. To tell them about appropriate treatment options, answer their questions about medical risks and to
give the current and accurate medical facts they need to make an informed decision about their
treatment.

2. To respect their wishes in decisions about their health care and to respect their right to privacy.

3. To provide them with information about other physicians and medical resources when we believe it will
be beneficial for their care.

4.  To provide them with high quality care and to advocate on their behalf to insure that they receive the
care that they need.



