5 4=  TORRINGTON vasion SOURCE . .
éi "7 Dr. Grant Jones Dr. Lynda Jones ' Patl ent Inform ation

Today’s DAte: ..ccverveeeerrcccrrserne v sees e
Patient’s Legal Name: .............. SexOMaIeOFemaIe
ABE e Date of Birth: . veermrmeesnrnesrees s s eans S0CIAL SECUTTTY NUMDETT (i et e
Home Address: .....cieeieirice e i it soe e eeae e e seenenees ereeeneet e s breiees [P rremereetrae e sseeae st tres e e e
CItY/SHAE/ZTI COUE. 1. euermrreireeeiereertertereemerteseesaeesreseeesessaesressnesases essassesseaasassessasesss oessas sanseasasme st sasseee ar sesssvesaasennssnressnsaseraesesmssen
Mailing AAress (I GHTEIENEY: < e et re e e eree st e e beeeesnre s spmben s smts emsevesssegasrrns eaearrsnntsasraes serannesnesens
City/State/Zip COUR. . eureariearirair o cerersistssins et rarbser s bt seer srme e s shm ramr e s anesens sns e smbenabeees
Home Phone: .......ccocvviceveicniinnnnenn, (Leave Message? Y/ N) Cell Phone: ...cccoovvieevcecrcmesieeenneee.. (Leave Message? Y/ N)
Work Phone: ....oocecveoniccrcrenrneecreeeeas (Leave Messége? Y / N) Email AdOress: coovei v e coricveemecevnnertfraesssesssenss i seressnssavis

Is it okay to contact you viaEmail? O Yes O No ' Is it okay to contact you via text message? O Yes O No
Areyou: O Single O Married O Divorced O Widowed

SPOUSE NAMIE <.viceteeeeiiineceererr st aresaneme e e reses s sereas s s meesssastrassseesnreeesaressananes HOomMe PhOME .coveiccieceice ettt v e
Spouse AdAress (if diffErBnt) .. eriieriiericssrermiirsr s reersssesassssens CEll PRONE ceveereeveeiecereeccceriessras s cnnraperseasss e ans
Is any other family MEmMbEr @ PAtIENt iN this OFICET .......voviireeieeessereress etesseettesemststeaseesssteessastsets stmsessreseeastaseesemsreseseeseseeseessme
YOUF OOTCUPALIGN. 1eviiirisiasisiietiem ittt mitetsistcnnmssenear s e sas s ameeas casectmrms essnessase seasns e sneras sass nmses sensss smaas osansaessares sansams sessnsmsdnns bunasnsnypes
EMPloyer's NAME: .....occvivevies i cinrrrseesreesesessesressesssssssssseaes Employer's PhoN i vt sses riesensessenne .
Patient’s Emergency Contact.... it ccsiass s D.OB. cvereriiieerseeriennans PONE i,

Emergency Contact REIAtION 10 PAIENL viiviiriir it iecrie et ses et ctisseterse e sess st e sres st asesasesaesbnssnbs s essrbannsssaartntanasrarrante
PAtiENt’s PRAMMIACY / LOCATION: .vuvitreiuriessirees s ereressieeeessieaseemeecressnsasenssnses isgasssasssnsessss sesssnsssrsnseessmssns sobems srsnsasenseensonss ostesestamsieansosnns
Patient’s Primary Care Physician: Patrent’s referring DOCIN . v ceeneecaeraecanns

Whom may we thank for your referral? ..

PARENT INFORMATION IF PATIENT IS UNDER 18 YEARS OF AGE:

Father's Name: ..o e Father’s Employer: ........icreeeiiaecrrimmenr
Father's Social Security NUMDBEr ......cccoceeimicieiciererinnernrs e eevenees FAEREIS WOTK PRONE: 1ot eertte e en e arans s ensren
Father’s address if different from ABOVE: ...t ettt e e eae 1 sasee s abees s aens s ses s aesbseretenpeestenens
MOLhEE’S NAfME: «.cvvvireeirerereneenre e cee e esseneeeecteens e e seaea s ariens Mother’s Employer: ......ccovecemniiiiiici e,

Mother’s Social Security NUMDEr ....cccccooerennereeiiccincccernecennes MOthEr's Work PHhone: ..o eeeoieeeeeeeveeeseeennerans rerererrien—aa o
Mother’s address if different from above: ..........cccvcenee

Who is responsible for payment of SEIVICES? .........coceeeceuieicee e et ves st s

Please list payer’s contact information if different from the patient:

Mailing Address: .......
Residence Phone: .......cccoccvecenvvneorncciennns CBIL PRONE oo eeeereseenenes WOEK PROTIE oo oo
DO YOU HAVE INSURANCE  Yes........ No ........ If yes, Name of Carrfier: .....uoivieiveeieiir e verersesvsssnens D# i

Insurance Card HOIAer NAME c..ecveve v it e eereme veneeesnneeessesnn Social # of Card Holder vuuevevviveivievereeeerane . .

HOME PRONE ..cvvieeirereeerree e e eresemeaveenn DOB . Relation to Patient u.eeeeeeeeeeenmeenereenreseeraensn




Previous Eye Care Professional: ....... creereeenreaeen reennee eereetenree it rgeeenae ttaerererarrns Date of Last Exam: ...... Geerorareevanazeenaneseseas
The reason for ViSit tOOAY 152 . iovwreerimerrreramrrereserserisssssrsereeasionassessssnnre evvsberterenreen
Are you interested in: O Classes O Confact Lenses O Laser Vision Correction O Other

OF, PIEASE SPECITY: 1eavutrreerreseerireeesiesteseriecn s betassts et b mbs b e ssbnt ome b 1008 eRE B4 e R s oes aesSRe 8 e e s 2Rt 41 e e e asa RS HAeR e e SRR AR R et e e g e s
Type of Contact Lenses worn: O Soft @ Rigigi O Other Arethey comfortable? ... tenn
Circle any eye conditions that apply to you:

Burning Itching ‘ Sandy/gritty feeling Mucous discharge Foreign body sensation Pain
Tearing Blur Double vision Redness Loss of Side vision Flashes Styes
Tired eyes Dryness Light sensitivity Distorted vision Loss of vision Floaters
What are your current eye problems 0F CONCEMST ..o it an st b st va b s s s eanae e s St arsannas
Are yau currently pregnant? O yes O no Are you currently nursing? O yes O no

. . . o e . . « ’ .
List all major surgeries, injuries afo hospitalizations.........ccoveeean R ettt verirrsnerrereas verreerenanes vererersisearansas —

Please list medication currently taken: ..........ccvicninvinsnnnnens rF e geereeseeieeseehareteete st neeareeneseterrebe erebesrensbeaaaan eeeenne eeieeearenenne
....... T LT T T T T T L LT TSPy o
ALLERGY

Do you have any allergies to medicationt O yes © no if yes, explain: ..o s

R 0 A N Ty FORR PO prergeamins [URENPS S PO Jer ] [ riesaasasmesprananasn crsam

R TN S A R S SR PO, SR PR U SR AR O RSy et » pumss ; aumun s e es nrve B

L Ty T S L T T e T T T e T s P TR T Y TR waniw . rews E “

Do you have any other allergies (i.e. environmental/seasonal)l O yes O no If yes, explain: ....coucimmieienin.
OCULAR HISTORY (personal & family) Maternal Paternal
Crossed Eyes O self O family Relationship 10 you: .occroeeeeieeeeeeccr e creeee O O

Lazy Fye O self O family Relationship to you: .......cc.cc.c... renraeeranaeeeeasiesrneans
Cataract O self O family Relationship t0 you: ...ivecceeriivcaeneennes
Giaucoma O self O family Relationship to YOU: ....cccecvicvicieminenecensraniennas eveens

Macular Degeneration O self O family Relationship t0 YOU: covcvicccieriie et rerecrneeenn

0 O C oo
C O 0 0.0

Other: .oovvvvaee. vareemeeeee. O self O family RelAtioNship t0 YOU: wucvercrstssiersesssacceemsessassonss fenven

Have you ever had any type of eye injury or surgery? O yes O no If yes, explain: cvievernieenne resreriaaeraotena e

B T L T P P R P T B o o3 oaecnnrs Tiavisanss Cane B e L LT ]

Do you use tobacco preducts?

O Never Smoked

‘O Former Smoker

O Current everday Smoker

O Current Someday Smoker

O Current Smokeless Tobacco User

Do you drink alcohol? O yes O na. If yes, eccasional.......onefday......2-3/day......4 + /day
Do you have a sexually transmitted disease? O ves O no

Have you had a blood transfusion? O vyes O no

Do vou use illegal drugs? Oyes O no

Wmnomd?




CARDIOVASCULAR
Heart Disease

High Bleod Pressure
Stroke
Heart Attack

CONSTITUTIONAL

Appetite Excess/Loss
Anemia

Dizziness

ENDOCRINE

High Cholesterol
Crohn’s Disease
Diabetes
RenalDisease
Thyroid Disease

GASTROINTESTINAL
Acid Reflux Disease

Diverticulosis
Hepatic Disease

GENITOURINARY

Kidney Stones
Bladder Infections
Other

O 00O OO0 0000 O 0O OO0 O 0000

O C OO

EARS, NOSE, MOUTH, THROAT. O

Meniere’s Syndrome
Sinusitis

O
©)

HEMATOLOGICAL / LYMPHATIC

Anemia
Hematologic Disorder
Sickle Cell

IMMUNOLOGIC

Herpes Simplex (oral)

0
O
O

O
O

Herpes Zoster (Shingles) O

HIV/AIDS
Sarcoidosis

Sjogren‘s;Syndrome

O
O
O

none
self O family Relationship 10 YOU: ..oovneiser reres s riennee
self O family Relationship (0 YOU: veeevecrececereernre e e e vireens
self O family Relationship t0 YOU: crueervrerecmereeercrecerene s saens
self O family Relationship t0 YOU ..ccvveeiviensecnciscssirevannasraness .
none
self O family ‘ Relationship to yoU: .ocveccrree e e
self O family Relationship 10 YOU: cooeerevrecntiree e iniareeas
self O family Relationship to YOU: «euviiicininnineniietensens
none
self O family Relationship (0 YOu: oeevcviviviieniiieveniiine drererde
self O family Relationship to you: «.eveeiniines Civieireveeraiesvnervananns
self O family Relationship tO YOU: .vieveee v ececeecreeeevsceennns
self O family Relationship to you: .c.ceiieneecsicvinisenincns Seeeres
self O family . Relationship to you: ......ccremecniieiiienen, S
none
self O family Relationship 10 YOU: ....ccceeiicrnnicrsnnrreesesrensennens .
self O family Relationship to YOU: «.ovvvienrivceirinesninsnns voreenane
self O family Relationship 10 yOU: ..t nenene
none
self O family Relationship t0 you: «..imssimricnn
self O family Relationship to you: .ccceeevcnniicensin rererasananesens
self O family Relationship t0 yOu: .oecceveriiiiinecsinnsisisiinnas
none
self O family Relationship to YOU: covvvnvinimissirimce e
self O family Relationship t0 YOU: cvveeeircevvcrimirciiiecenas eresrerererses
O none
self O family Relationship 10 YOU: v vvvevereieecenrccrcecres e
self O family Relationship to you: ....... Hieeasbnetbene e eresrras A
self O family Relationship to you: ...coeeeinenes e ereeemmeneeeeenenenesenni
none
self O family Relationship to you: ....ccceeeneeeeee. venssetsacnanes ceerreereas
self O family Relationship t0 you: cvvccnveevvccnenne SEPPRROTORUON
self O family Relationship to you: ....oveeeccirvvenicvrceesienes bestrens
self O family Relationship to You: .....cceemceccnenienee e
self O family Relationship to you: ....c.cocccevviierernemree s necresnenans

FE

Maternal

O 000

O 00

00000

O 0O

O O

0O 0O0O0

OOOO-O

Paternal

OO0 O0OC0C

O 00

0O 00O0

(ONN o)

o 0




SKIN O none

Rosacea O self O family Relationship 1o YOU: .oeevecvenecivnnnsinss irerenerenenenes O O
Albinism O self O family Relationship to you: R AR O O
Lupus O self O family Relationship to you: «..cccccevvvrervnrecinenne. SRR O O
MUSCULOSKELETAL O none

Arthritis O self O family RelAtionship 10 YOU: ivereseeeeniersreinmrmneee s ssesesninn O e}
Ankylosing Spondylitis O self O family Relationship t0 YOU: ...ciieeecieerieccenssnesisicssnsisincan Q O
Myasthenia Gravis O self Q family Relationship t0 YOU: .vvvevvvsivrsessssreerrassessreveesaenns O O
NEUROLOGICAL O none

Seizure Disorder O self O family Relationship 10 YOU: weivveeveereeercreerseeccnaeensenas ‘. 9 O
Headaches/Migraines O self O family Refationship 10 YOU: «.ooecviecrveicen e ‘ O O
Acquired Brain Injury O self O family Relationship to you: _...cceoviveecminecren e O O
Multiple Sclerosis O self O family Relationship t0 YOU: cvecvveeicerrersriieeseee e es e cerveanas Q O
Traumatic Brain Injury O self O family Relationship to YOU: cciivvec e e e cvanenpaesaenes 0 @]
PSYCHIATRIC O none i

Attention Disorder O self O family Relationship to you: .c.ccivrvieice it O O
Alzheimer's O selff O family Relationship t0 YOU: v-cvcvivcininereeesreinesiresepere e e O O
Depression O self O family Relationship to YO covivcreeeirevcccccin vnercaeseressvns O O
RESPIRATORY O none

Asthma O self O family Relationship t0 YOU: w.ecevivieceec v ecrcnvesevmveseemanenee O @)
Bronchitis O self O family Relationship t0 YOUT weevivriimessisionesisenescesvmesananes O o]
Emphysema O self O family Relationship t0 YOU: ..coveeeceecrn e cene e O Q"
Respiratory Dysfunction © self O family Relationship to YOU: «.ceeeoreeeeerec e e e O O
Please list any other condition(s) not found abave: .......... prrnreaessrairans svavaeneen Heraepeesneseteriesreneetertbraneeanr et aebateeteernaee e meerseannees .




Torrington Vision Source is committed to providing the best treatment possible for our patients at rates that are usual and cus-
tomary for our area. You are responsible for payment in full regardless of the interpretation of what is “usual and customary”
by a given insurance company.

| understand that payment is due when services are rendered.

PATIENT SIGNATURE: ..........c ST DATE: .......... hess ke eenane s srnrrenepesen -

CONSENT TO ASSIGNMENT OF BENEFITS AND PROMISE TO PAY

Benefits to Physicians:
I hereby assign all of my rights to insurance benefits and instruct my insurance company to make payments directly to Tor-
rington Visign Seurce and/or its physicians for the benefits provided.

Promise to Pay:

I understand and agree that | am responsible to pay for all services provided to me by Torrington Vision Source and its staff. [f
I fail to pay for the services when they are rendered, | will be responsible for all costs of collection, including but not limited
to, interest at the rate of one and a half percent {(1.5%) per month or eighteen percent (18%) per year, court costs and fees, at-
torney fees, and a collection fee of thirty five percent (35%) of the unpaid balance assigned for collection.
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Date . Patient Signature
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Signature of the patient Representative Relatlonshlp
(Required if the patient is a minor or an adult unable to sign)

WRITTEN AUTHORIZATION FOR RELEASE OF PHI

I hereby authorize Torrington Vision Source to discuss my Protected Health Information (PHI) with the following person.
Should | wish to revoke this authorization, | understand | must do so in WRITING.

NAME 1iviarsssrsrsseerseisiorsneasrrans e e it ereee e st anra e et aa e ae s rsanamaeerananans PRORE ..ot cneee st ce et s e snrrae s e s e e e snans
REIAHONSNID 11evrirvesiemcceniererianereeismeerssna st ces raebessssesse s seeseemesesssensssshsnsasasbnsenes i nesessnsontaseasonsnss onsesssossormsasssasen ssatansebesmsmaeasssarmna
DAE it faesisenree et e e aneesane e PatiEnt’s SIBNALUTE ...oooioiiiicin e ceriirere v itecie e bresrsne s nvm e e ssmest b e e s abea shaeenmmsnns s smsaans
Slgnature of Patlent Representatlve Relationship

(Required if the patient is a minor or an adult unable to sign)

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

| hereby acknowledge that | have received a Notice of Privacy Practices of Torrington Vision Source. | understand that my
Protected Health information (PHI) may be used and disclosed for the purposes of TREATMENT, PAYMENT and HEALTH-
CARE OPERATION of the practice.

R L T L R T L Ry S P PR VT T TR NS Sbbmassnsprae  tesseNvabsepney e Rna ey PYTTTS renpav ey Ty T P T T T T ) teanrmurvua, reateum vee

Signature of Patient Representative Relatlonshlp
(Required if the patient is a minor or an adult unable to sign)



Notice of Privacy Practices

Torrington Vision Source! .

Grant W, Jones, 0.D. Lynda L. Jones, O.D, |
1418 East M St, Torrington, WY 82240 :
Phone: 307-532-4114 Fax: 307-532-7658 |

" Patient
" Signature . . - i Date

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.

Your Rights
When it comes to your health information, you have certain rights. This section explains your rights and some of our responsibilities to help you.
Get an clectronic or paper copy of your medical record

You can ask to see or get an electronic or paper copy of your medical record and dther health information we have about you. Ask us how to do this.
. We will provide a copy or a summary of your health information, usually within 30 days of your request. We may charge a reasonable, cost-based fee.

Ask us to correct your medical record

. Yol can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this.
. We may say “no” to your request, but we’ll tell you wity in writing within 60 days,

Request confidential commuinications _ : :
* Youcanask us te cohtact you in a specific way (for example, home of office phone) or to send mail to a different address. -

. We will say “yes” to all reasonable requests.

Ask us to limit what we use or share

. You can ask us not to use or share certain health itiformation for treatment, payment, or dur operations. We are not required to agree to your réquest, and we may say
“no” if it would affect your care,

If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the purpose of payment or our operations with your
health insurer. We will say “yes” unless a law requires us to share that information.

Get a list of those with whom we’ve shared information : :
. You can ask for a list (accounting) of the times we've shared your health information for six years prior to the date you ask, who-we shared it with, and why.

. We will include all the disclosures except for those about treatment, payment, and liealth care operations, and certain other disclosures (such as any you asked us to
make). We'll provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for-another one within 12 months.

Get a copy of this privacy notice
You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide you with a paper copy promptly.
Choose someonc to act for you :

If you have given someone medical power of attoriey or if semeone is your légal guardian, that person can éxercise your rights and make choices about your health information.
We will make sure the person has this authority and can act for you before we take aiiy action.
File a complaint if you feel your rights are violated

* Youcan file a complaint if you feel we have violated your rights by contacting 7777

. You can file a complaint with the U.S. Departmedt of Health and Human Services Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W.,
Washington, D.C. 20201, callifng 1-877-696-6775, or visiting wivw.lkhs,gov/ocr/privacy/hipaa/complaints/.

* We will not retaliate against you for filing a complaint.

Your Choices

For certain health information, you ean tell us your choices about what we share, If you have a clear préference for how we share youir information in the situations.
described below, talk to us. Tell us what you want us to do, and we will follow your instructions.
[n these cases, you have both the right and choice to tell us to:

- Share information with your family, close friends, or others ifivolved in your care

Share information in a disaster relief situation Include your information in a hospital directory

{f you are not able to tell us your préference, for example if you are uniconscious, we may go ahead and share Your information if we believe it is in your best interest. We
may aiso share your information when needed io lessen a serious and imminent threat to héalth or safety.

In these cases we never share your information unless you give us written permission;
. Marketing purposes

*  Sale of your information




*  Most sharing of psychotherapy notes

In the case of findraising; )
L. We may contact you for fundraising efforts, but.you camntell us not to contact you again.

Our Uses and Disclosures How do we typically use ot share your health information?

We typically usc orshare your health information in the following ways:
Treat you

We can use your health information and share it with other professionals who are treatinig you.
Example: 4 doctor treating you for an injury asks another docror about your overall health condition.

Run our organization

We can use and share your health inforniation to run our’practice, imprave your care, and contact you when necessary.

Exainple: We use health information about you to magnage your lreatiment and services.

Bill for your scrvices .
We.can use and share your health inforination to bill and get payment from health plans or other entities.

Example: We give information about you to your health insurance plan so it will pay for your services.

How else can we usé or share your health information?

We are allowed or required to share your information in othier'ways ~ usually in ways that contribuie to the public good, such as public health and research. We have to meet

many conditions in the Taw before we can share your information for these pUrposes.

Help with public lealth and safety issues
We cai sharé health information about you for certain situations such as: Preventing discase / Helping with produgt recalls / Reporting adverse reactions to medications
/Reporting suspected abuse, neglect, or domestic violence and preventing or reducing a serious threat to anyone’s health or safety

Do research- We canusc or share your information for health research. '

Comply with the law )
We will share information about you if state or federal laws require it, including with the Department of Health and Hurhan Services if'it wants to see that we'ré complying
with féderal privacy law.

Respond to organ. and tissue donation requests -We can share health information about Yyou with organ procurement organizations.

Work with a medical examiner or fineral direetor
We can share health information with a coroner, medical examinér, of funeral director when an {ndividual dies.

Address workers* compensation, law enforcement, and other govérnment requests
We can use or share health information about you:

. For workers” compensation claims

. For law enforcement purposes or with a.law énforcement official
. With health oversight agencies for activities aithorized by law
* Forspecial government functions such as military, national security, and presidential protective services

Respond to lawsuits and legal actions
We can share health information about you in response o a court or administrative order, of in response to 4 subpoena.
Our Responsibilities
. We are required by law to méintain the privacy and security of your protected health information.

. We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information.
* Wemust follow the dutigs and privacy practices described in this notice and give you a copy ol it.

. We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we'can, you may change.your mind.at any
time. Let us know in writing if you change your mind.

Changes to the Terms.of this Notice - We can change the terms of this notice, and the changes will apply o all information we have about you. The new notice will be
available upori request, on our web site, and we will mail a copy to you,

Effective Date.of this Notice: January 1,2015




