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Greetings from Retina & Vitreous of Texas!

We are pleased that you have chosen us to provide you with services. We
look forward to your arrival to fulfill your retinal care needs.

Enclosed is an information packet to help answer many of the questions first
time patients have. We want you to know about our office procedures and
methods of practice. The more you know, the more we can be of service. If
you have any questions please do not hesitate to ask. Also, please complete
and bring with you the forms in the patient information packet. Completing
these forms and bringing them to your initial appointment with us will save you
from having to complete the forms when you arrive at our office.

Upon arrival and after the necessary paperwork is completed, you will be
evaluated by a technician, you may have some tests and be evaluated by one
of our fellows (fully trained Ophthalmologists who are doing two more years of
training with us) and will then see the staff retinal specialist. This may take
several hours for your first visit. You may wish to have someone accompany
you.

We look forward to meeting you at your first appointment. If you have any
questions whatsoever, please call our office at 713-799-9975.

Welcome to what we hope you will come to regard as the greatest retinal
surgical practice in the world. We would be proud to be your retinal specialist
for life!

Sincerely,

The doctors and staff of RVT

enclosures

Phone: 713-799-9975 Fax: 713-799-1095 Toll Free: 800-9-RETINA
Emergency Beeper: 713-612-2456
www.RetinaTexas.com




Patient Name:

ASSIGNMENT OF BENEFITS

| certify that the information given by me is true and correct to the best of my
knowledge and promise to pay RETINA AND VITREOUS OF TEXAS, P.L.L.C., all
charges and expenses for the above patient in accordance with the current fees and
charges established by RETINA AND VITREOUS OF TEXAS, P.L.L.C., that are not
covered or payable by this assignment. | hereby authorize payment to RETINA AND
VITREOUS OF TEXAS, P.L.L.C. for all benefits payable to me. | further assign and
convey to RETINA AND VITREOUS OF TEXAS, P.L.L.C., all health plan benefits,
ERISA benefits, insurance payments, payments pursuant to the Social Security Act
and other medical benefits to which | may be entitled. RETINA AND VITREOUS OF
TEXAS, P.L.L.C., may pursue collection of such benefits in my name or in the name of
RETINA AND VITREOUS OF TEXAS, P.L.L.C. | understand that if such benefits are
not paid by my insurance carrier within a reasonable period that my insurance carrier
may be reported to the Texas Insurance Commissioner. | hereby authorize the use of
a photographic reproduction of this authorization in the place of the original.

DATE:

Printed Name

X
Signature

AUTHORIZATION TO RELEASE INFORMATION

| hereby authorize any holder of medical information about me to release to
RETINA AND VITREOUS OF TEXAS, P.L.L.C., and/or their physicians and/or staff
and/or to my insurance carrier or sponsoring agency or the Social Security
Administration or its intermediaries or carriers any and all medical information about
me upon request. | understand that this may include information relating to Acquired
Immunodeficiency Syndrome (AIDS), infection with HIV (Human Immunodeficiency
Virus), and/or treatment for psychiatric conditions, alcohol abuse, or drug abuse. |
also authorize RETINA AND VITREOUS OF TEXAS, P.L.L.C., to receive payment
from my insurance carrier that is payable to me at the clinic address (2727 Gramercy
Street, Suite 200, Houston, TX 77025) to apply to my co-insurance/deductible owed. |
do further release RETINA AND VITREOUS OF TEXAS, P.L.L.C., its officers, agents,
and/or members, employees and/or staff, from any and all claims as a result of having
received or released medical information about me pursuant to this release.

X
Signature

Date
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ATTENTION DIABETIC PATIENTS

Thank you for being a new patient at Retina and Vitreous of Texas. For your
initial visit with RVT, we recommend that you follow your usual diet plan as your
appointment may exceed 90 minutes. Please do not fast for your appointment
with us unless directed to do so by a physician or technician of RVT. Also, bring
juice, fruit or any other item recommended by your primary care physician for

possible changes in your blood sugar level.

Again, thank you for being a patient of Retina and Vitreous of Texas!

The Staff of Retina and Vitreous of Texas
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FINANCIAL POLICY

WELCOME!

We are committed to providing you with the highest quality care and we are pleased to discuss our
professional fees with you at any time. Your clear understanding of our financial policy is important to our
professional relationship. Please ask if you have any questions about our fees and financial policy or your
responsibility.

ANY CHANGES IN INSURANCE COVERAGE, ADDRESS, TELEPHONE NUMBER, OR OTHER
DEMOGRAPHICS MUST BE GIVEN TO THE RECEPTIONIST WHEN YOU SIGN IN FOR YOUR
APPOINTMENT.

To assist us in establishing your account please provide the following:
1. Current insurance information on your registration form.
2. Please present your insurance card and picture ID so that a copy can be made for your
chart.
3. Signed authorization for the release of information necessary for filing your insurance and
for any pre-certifications. (This authorization is on the last page of your registration form.)
4. All co-pays designated by your PPO or HMO will be paid upon check in.

SURGERY

Insurance will be verified at the time of your pre-operative visit. Deductible and co-insurance amounts will
be verified at the same time. Payment in full is required in advance if insurance benefits are not assigned or
in the event there is no insurance. A deposit will be required if insurance benefits are assigned to the doctor
due to individual policy deductibles and percentage of coverage. Any overpayment by the insurance will be
refunded to the patient (or parents) in a timely manner. Please provide your insurance forms on the day of
your pre-op appointment. Other financial arrangements may be discussed with our Insurance Department
or Patient Billing Representative.

Due to frequent rescheduling and/or cancellations of surgeries by our patients in the past, it has become
necessary to apply an administrative charge for multiple surgery changes. A patient who reschedules or
cancels surgery more than once for any reason other than a medical condition will be charged
$50.00, which will not be applied toward surgical fees and is non-refundable.

INSURANCE

Medicare: We are participating providers with Medicare. We will also file with your secondary or
supplementary policy. Our office does not file third insurance policies. Please make sure that you provide
our receptionist with your Medicare and supplementary cards.

Indemnity/Fee for Service: As a courtesy to our patients we will file with your insurance, provided you have
met your annual deductible and pay your co-insurance at the time of service. If you have not met your
yearly deductible you must pay at the time of service and a claim will be filed with your insurance upon
request.

ntr Man Health Care (HMO, PPO, EPO): It is your responsibility to make sure that your doctor
is currently enrolled with your plan. All necessary referrals must have been obtained prior to each visit. If
your referral has not been completed prior to your arrival in the office it may mean a delay in being seen by



www.RetinaTexas.com



the physician and the possible rescheduling of your appointment. You are obligated by your insurance
company to pay the co-pay at the time of your visit.

Workers’ Compensation: We gladly accept Workers’ Compensation patients. However, your insurance
information and verification of your injury must be made prior to your arrival in this office. The insurance
and injury information must be given to the receptionist prior to being taken to an exam room. Failure to do
so may result in the rescheduling of your appointment. Private insurance will not pay for medical claims
resulting from an on-the-job injury. If there are any questions regarding whether or not you have a workers’
comp claim please ask to speak to our insurance counselor.

Medicaid: We do accept Medicaid patients. We are providers for the following Medicaid HMOs—TDH
network and Star Plus. We also accept traditional Medicaid. If you are on a Medicaid HMO plan, you are
responsible for obtaining the referral from your primary care physician prior to your office visit. Patients
must bring their current Medicaid card at every office visit. Failure to do so will result in rescheduling your
appointment.

Insurance is a contract between you and your insurance company. We are not a party to your
contract. We will not become involved in disputes with your insurance company regarding deductibles, non-
covered/covered expenses, co-insurance or “reasonable and customary” charges other than to supply
factual information as necessary. You are responsible for timely payment of your account and office visit
claim follow-up with your insurance company. Because this is a surgical practice there can be large co-
insurance and/or surgery deposit amounts due at your pre-operative appointment. Payment plans are
available but arrangements must be made in advance with our insurance counselor.

Our staff is very knowledgeable in referral authorization, pre-certification, and preauthorization procedures
for both private and workers’ compensation insurance. At times, you may be required to obtain additional
information from your insurance plan regarding specific outpatient services. Being knowledgeable about
your insurance policy and referrals is to your benefit.

Returned Check Fee: There will be a $25.00 charge on all returned checks.

PLEASE NOTE: ANY ACCOUNT SENT TO THE COLLECTION AGENCY FOR NON-PAYMENT WILL BE
CHARGED A FEE OF 25% OF THE OUTSTANDING ACCOUNT BALANCE. THIS IS IN ADDITION TO
THE BALANCE OWED.

Minors/Unaccompanied Minors: The parent accompanying a child of a divorced family will be responsible
for payment of charges incurred for that date of service regardless of insurance or divorce decree status.
Unaccompanied minors must have authorization for medical treatment signed by his/her parent or legal
guardian and is responsible for providing current insurance information and any necessary payment at the
time of service.

For further information you may also visit our website at www.RetinaTexas.com.

It is our company policy never to make patients wait unless absolutely necessary. We are fortunate to have
the best physicians in the world caring for patients from around the globe, authoring papers on the latest
treatments for retinal disease, designing surgical instruments, and accommaodating high risk surgical retina
patients. Because of this unique care and the passion with which our physicians provide care, there may be
times that appointments with certain patients will exceed an hour or more. We truly feel it is imperative that
each patient understands their disease process and/or what their surgery will involve. Time and
outstanding service are the things we give each of our patients at Retina and Vitreous of Texas.

| have read and understand the above terms and conditions and will verify so by giving my
signature.

Patient’s signature Date
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MEDICAL HISTORY QUESTIONNAIRE

The Health Care Financing Administration requires that we obtain the following
information from you to be in compliance with their patient history guidelines for
billing consultation services. If you have any questions regarding this form or need
assistance, please let our staff know.

REVIEW OF SYSTEMS
Do you presently have any problems in the following areas? If “yes,” please give an
explanation:

Integument (skin) Yes No
Ears, Nose, Mouth, Throat Yes No
Respiratory (lungs) Yes No
Cardiovascular (heart) Yes No
Gastrointestinal (stomach) Yes No
Bones, Joints, Muscles Yes No
Neurological Yes No
Lymph Nodes Yes No
Hematopoietic (blood) Yes No
Allergic / Immunologic Yes No
Genitourinary Yes No

List any medications (including any eye medications) that you take:

ARE YOU ALLERGIC TO ANY MEDICATIONS? Yes No
If “yes,” list medications:

What symptoms or complaints do you have with your vision (please be specific, including
dates if necessary)?

PATIENT NAME: DATE:






PAST HISTORY:

List all major ilinesses and injuries that you have had in the past:

List any surgeries (including on your eyes) that you have had in the past:

FAMILY HISTORY:

Do any family members (blood relatives) have any of the following diseases? If
“yes,” indicate how they are related to you:

Diseases Relationship to Patient
Blindness Yes No

Cataract Yes No

Glaucoma Yes No

Macular Degeneration Yes No

Retinal Detachment Yes No

Diabetes Yes No

High Blood Pressure Yes No

Cancer Yes No

Stroke Yes No

Heart Attack Yes No

Kidney Disease Yes No

Thyroid Disease Yes No

Arthritis Yes No

Other Yes No

(please list other )

SOCIAL HISTORY:

Do you drink alcohol? Yes No
Do you smoke? Yes No

Do you think you may have been exposed to HIV (the AIDS virus)? Yes No

PATIENT NAME: DATE:






Are you taking blood thinners? (Circle one) YES NO

If yes, please select which blood thinner you are currently taking from the list below, and
give your current dosage (mg):

1) ASPIRIN DOSE
2) COUMADIN DOSE
3) PLAVIX DOSE
4) OTHER DOSE

How long have you been taking this drug?

Please give us the name of the doctor who prescribed this drug to you:

Type of doctor:

Phone number:
Address:
City: State: Zip:

PATIENT NAME: DATE:






Referring doctor:

Address:

City, State, Zip:

Phone Number (including area code):

Fax Number (including area code):

Family doctor:

Address:

City, State, Zip:

Phone Number (including area code):

Fax Number (including area code):

Patient signature:

Date:

Comments:
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2727 Gramercy Street, Suite 200
Of Texas Houston, TX 77025
Phone: 713-799-9975
800-9-RETINA
REGISTRATION FORM Fave 713-799-1095
DATE: PATIENT INFORMATION
NAME: AKA: DATE OF BIRTH:
SOCIAL SECURITY #: M/F MARITAL STATUS:
ADDRESS: CITY: STATE: ZIP

OCCUPATION/EMPLOYER NAME:

HOME PHONE: () WORK PHONE: ()

CELL PHONE: () PAGER: ()

E-MAIL ADDRESS:

GUARANTOR/RESPONSIBLE PERSON INFORMATION

NAME: RELATIONSHIP TO PATIENT:

DATE OF BIRTH: SOCIAL SECURITY #:

ADDRESS(if different): CITY: STATE: ZIP:
HOME PHONE: () WORK PHONE: ()

EMPLOYER NAME:

EMERGENCY CONTACT INFORMATION

NAME: RELATIONSHIP:
PHONE: CELL PHONE:
REFERRAL INFORMATION
REFERRING PHYSICIAN: PHONE: FAX:

INSURANCE INFORMATION
PLEASE SUPPLY US WITH A COPY OF YOUR INSURANCE CARD(S)
PRIMARY INSURANCE COMPANY: INSURED NAME:

SECONDARY INSURANCE COMPANY: INSURED NAME:

WORKER’S COMPENSATION INFORMATION
(COMPLETE ONLY IF INJURED AT WORK)

EMPLOYER AT TIME OF ACCIDENT: PHONE( )
ADDRESS: CITY: STATE: ZIP:
INSURANCE COMPANY NAME:

ADDRESS: CITY: STATE: ZIP:
PHONE: ( ) DATE OF INJURY:

CLAIM NUMBER: ADJUSTOR’S NAME:






