HIGHLAND OPHTHAILMOLOGY ASSOCIATES, LLC
140 EXECUTIVE DRIVE, NEW WINDSOR; NY 12553

‘Tel: (845) 562-0138 Fax: (845) 562-0147

www.highlandophthalmology.com

FORM 1: PATIENT INFORMATION FORM (2 Pages)

FIRST NAME: | LAST NAME:.

DOB: (m/dfyyyy) SEX:[M [JF | RACE: AGE:;
ADDRESS 1: HOME PHONE:
ADDRESS 2: CELL PHONE:;

CITY: STATE: ZIP CODE: WORK PHONE:
EMAIL; SOCIAL SECURITY NUMBER:

MARITAL STATUS: [0s O™ Ow [ID SPOUSE'S NAME:

OCCUPATION:

EMPLOYER: EMPLOYER PHONE:

EMPLOYER ADDRESS:

WEAR GLASSES: [] YES []NO WEAR CONTACTS: [J YES [J NO
PATIENT'S PHYSICIAN:

ADDRESS: PHONE:
CITY: STATE: ZIP CODE:.
REFERRING PHYSICIAN:

ADDRESS: PHONE:
CITY: STATE: ZIP CODE:

(FOR IDENTIFICATION PURPOSES ONLY)

MOTHER'S FIRST NAME:

FATHER'S FIRST NAME:

EMERGENCY CONTACT: PHONE:

PARENT OR GUARDIAN INFORMATION: (FOR MINORS)
NAME: HOME PHONE:
ADDRESS: WORK PHONE:
CITY: STATE: ZIP CODE:
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HIGHLAND OPHTHALMOLOGY ASSOCIATES, LLC
140 EXECUTIVE DRIVE, NEW WINDSOR, NY 12553
Tel: (845) 562-0138 Fax: (845) 562-0147
www.highlandophthalmology.com

INSURANCE INFORMATION

| PRIMARY INS: ID#: PHONE:
NAME OF INSURED: COPAY(3): DOB:
SECONDARY INS: ID#: PHONE:
NAME OF INSURED: COPAY($): DOB:

- FOR MEDICARE AS SECONDARY PAYOR: Please provide the following information.

POLICYHOLDER NAME:

(of Primary Insurance Policyholder) DOB:

EMPLOYER:

(of Primary Insurance Policyholder)

AUTHORIZATION TO RELEASE INFORMATION

I HEREBY AUTHORIZE HIGHLAND OPHTHALMOLOGY ASSOCIATES, L.L.C. TO FURNISH
THE INSURED’S INSURANCE COMPANY ALL INFORMATION WHICH SAID INSURANCE

COMPANY MAY REQUEST CONCERNING MY CLAIMS.

ASSIGNMENT OF INSURANCE BENEFITS

[ HEREBY AUTHORIZE ALL INSURANCE BENEFITS TO BE PAID TO SAID DR. OF
HIGHLAND OPHTHALMOLOGY ASSOCIATES L.L.C. FOR SERVICES RENDERED. I UNDERSTAND
THAT IF A SERVICE IS NOT COVERED BY MY INSURANCE THAT I AM FINANCIALLY
RESPONSIBLE FOR SAID SERVICE. IF MY INSURANCE PLAN REQUIRES A REFERRAL AND I
ARRIVE WITHOUT ONE, I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR

PAYMENT FOR SERVICES.

DATE:

SIGNATURE:
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HIGHLAND OPHTHALMOLOGY ASSOCIATES, LLC
140 EXECUTIVE DRIVE, NEW WINDSOR, NY 12553
Tel: (845) 562-0138 Fax: (845) 562-0147
www.highlandophthalmology.com

FORM 2: MEDICAL HISTORY FORM

(PLEASE PRINT.)

Date:

Patient Name:

Last First

Date of Birth:

MEDICAL DIAGNOSIS (Please circle Yes or No):

Hypertension YN ‘Endocrine Y[ N Fever/Night Sweats Y|N
Diabetes Y|N Heart Disease Y| N Skin Disease Y|N
Arthritis Y|N Neurological Y| N Ear/Nose/Mouth Y|N
Asthma Y|N Gastrointestinal | Y| N Psychiatric Problems | Y [N
FAMILY HISTORY SOCIAL HISTORY SYSTEMATIC MEDICATIONS
Glaucoma Y| N Alcohol

Diabetes Y|N

Hypertension YN

Other Problems | Y| N Cigarettes YN

Allergies, Intolerances, or Lack of Effect

Ocular Diagnosis

Ocular Surgery Surgical Procedures

Pharmacy Iris Color
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HIGHLAND OPHTHALMOLOGY ASSOCIATES, LLC
140 EXECUTIVE DRIVE, NEW WINDSOR, NY 12553
Tel: (845) 562-0138 Fax: (845) 562-0147

www.highlandophthalmology.com

FORM 3: PATIENT SIGNATURE RELEASE FORM
- PLEASE PRINT.

Date:

Patient Name:
Last First

I authorize the release of my medical information to the following:

RELATIVES

Name: Relation:

Last First

Name: Relation:

Last First

Name: Relation:

Last First

CAREGIVERS—Physicians (other than Primary Care Physician)

Name;

Last First
Name:

Last First
Name:

Last First

This release is valid for but not limited to dates of treatment, medications, treatment
plans, billing and appointment information.

Patient
Signature:
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HIGHLAND OPHTHALMOLOGY ASSOCIATES, LI.C
140 EXECUTIVE DRIVE, NEW WINDSOR, NY 12553
Tel: (845) 562-0138 Fax: (845) 562-0147

www.highlandophthalmology.com

FORM 4: PATIENT CONSENT FOR USE AND DISCLOSURE
OF PROTECTED HEALTH INFORMATION (PHI)

With my consent, Highland Ophthalmology Associates may use and disclose protected health
information (PHI) about me to carry out treatment, payment and healthcare operation (TPO).
Please refer to Highland Ophthalmology Associates’ Notice of Privacy for a more complete

description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent. Highland
Ophthalmology Associates reserves the right to revise its Notice of Privacy Practices at
anytime. A revised Notice of Privacy Practices may be obtained by forwarding a written request
to Highland Ophthalmology Associates Privacy Officer at 140 Executive Drive, New Windsor,

NY 12553.

With my consent, Highland Ophthalmology Associates may call my home or other designated
location and leave a message on voice mail or in person in reference to any items that assist the
practice in carry out TPO, such as appointment reminders, insurance items and any call
pertaining to my clinical care, including laboratory results among other.

With my consent, Highland Ophthalmology Associates may e-mail to my home or other
designated location any times that assist the practice in caring out TPO, such as appointment
reminder cards and patient statements. I have the right to request that Highland Ophthalmology
Associates restrict how it uses or discloses my PHI to carrying out TPO. However, the practice
is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting to Highland Ophthalmology Associates’ use and
disclosure of my PHI to carry out TPO. I am acknowledging that I have received Highland

Ophthalmology Associates’ NOTICE OF PRIVACY PRACTICES.

[ may revoke my consent in writing except to the extent that practice has already made
disclosures in reliance upon my prior consent. If I do not sign this consent, Highland
Ophthalmology Associates may decline to provide treatment to me.

Signature of Patient of Legal Guardian:

Date

Print Name of Patient:

Last First

Print Name of Legal Guardian:
Last First
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FINANCIAL / PAYMENT POLICY

Thank you for choosing HHIGHLAND OPHTHALMOLOGY ASSOCIATES. We are committed to providing you
excellence in ophthalmic care. Because some: of our patients have had questions regarding patient and
insurance responsibility for services rendered, we have developed this payment policy. Please read it, ask us
any questions you may have, and sign in the space provided. A copy will be provided to you upon your request.

**No Cash Accepted. To i improve safety and security we will no longer accept any cash payments. Payments
must be in the form of a check, money order, credit card (AMEX, Mastercard, Visa, Discover, Care Credit) or

debit card for all services.

** Insurance. We participate in most insurance plans, including Medicare. If you are not insured by a plan we
participate in, payment in full is expected at each visit. If you are insured by a plan we participate with, an up-
to-date insurance card must be provided so your coverage can be verified. Knowing your insurance benefits is
your responsibility and you are required to contact your insurance company with any questions concerning your

coverage.

** Copays and Deductibles. All copays must be paid at the time of service. You will be charged a $10.00 billing
fee and will be billed directly. This is part of your contract with your insurance company. Failure on our part to
coliect copayments from patients could be considered fraud. Please help us in upholding our/your contract with
your insurance company. Deductibles are set by your insurance company and are payable after your claim has
been processed.

Our doctors are participating Medicare providers and submlt claims directly to Medicare. Payment for the 20%
coinsurance must be paid immediately upon receiving a statement; should you not have supplemental insurance.
You are also responsible for your annual deductible and any other non-covered services specified by Medicare.

** Proof of Insurance. All patients must fully complete our patient information form before seeing the doctor.
VVe must obtain a copy of your driver's license and current valid insurance to provide proof of insurance. If you
fail to provide us w;th the correct insurance information in a timely manner, you may be responsible for the

balance.

** Claims submission. We will submit your claims and assist you in any way we reasonably can to help your
claims get paid. Your insurance company may need you to supply certain information directly. It is your
responsibility to comply with their request. Your insurance benefits are a contract between you and your

insurance company; we are not party to that contract.

** Coverage changes. If your insurance changes, please notify us before your next visit so we can make the
appropriate changes on our end to ensure your claim goes out correctly. See above, Proof of Insurance,
should you fail to provide any insurance changes.

** Non-payment. [f your account is over 90 days past due, you will receive a letter stating you have 10 days to

pay in full. Partial payments will not be accepted unless a negotiation is made with the billing office. Failure to
abide by an approved negotiated payment plan will result in suspension of scheduling future appointments and
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may lead to a discharge from the practice. If your remammg balance is not pa id, your account will be sent to a collection
agency. - _

There will be a collection fee assessed of $50.00 to cover collection and legal fees.

** Vision Plans. As of May 1%, 2025, Highland Ophthalmology Associates no longer accepts any vision plans, includ

VSP.
Refractions and Corneal Topography are a necessary requirement for cataract evaluations and must be done to
determine changes in your vision and are also required by your insurance company to substantiate surgery. Even if

they don’t pay for these tests.

** Corheal Topography and Lipiview. These tests are done to evaluate and follow the progression of some eye diseases
such as Astigmatism, Keratoconus, and Dry Eye. These tests, if performed, will be billed to your health insurance. Ifitis
not covered by the insurance, you will be billed for Corneal Topography and $75.00 for Lipiview.

** Refractions. A refraction is the procedure during which doctor or ophthalmic technician determines your eyeglass
prescrip‘aon Medicare and nearly all commercial insurances DO NOT COVER THIS SERVICE. There will be a separate

charge assessed of $50.00 for this service and a payment is due upon completion of your visit. If your insurance pays us

for this service, you will be reimbursed accordingly.

Prescriptions obtained after a completed refréct’ion are good for one year. If there is concern with your prescription you
may have a repeat refraction within the first months of having received the prescription.

** Missed/Canceled/Rescheduled appointments. Our policy is to charge $75.00 for missed appointments and $45.00
for cancelled/rescheduled appointments that are not changed within 24 business hours of your appointment day and
time. Appointment changes will only be accepted Monday- Friday. These charges will be billed directly to the patient.
Please help us serve you better by keeping your scheduled appointment or notifying us in advance. Appointment
reminders are a courtesy and not having received a reminder will not excuse you from this fee.

I have read and understand the above Financial Policy. 1 understand that charges not covered by my insurance
company, as well as applicable co-payments and deductibles are my responsibility.

Signature:

Date:

Print Name:

Witness:

THIS POLICY AND PRICES ARE SUBJECT TO CHANGE AT ANY TIME WITHOUT NOTICE OR PRIOR NOTIFICATION

Last updated 4/1/2025.
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