
CHATTANOOGA EYE INSTITUTE. P.C.
Charles A. Kirby, M.D., F.A.C.S. / R. Evan kry, M.D

NAMI] SEXM F
(Last)

ADDRESS

(First) (M.t.)

PHONE

CITY STATE ZIP EMA]L

DATE OF BIRTH SOCIAL SECURII'Y #

EM P LO YER/OCCI I P ATI O-r.* WORK#

MART1AL STATUS S MW D NAME OF SPOUSE

SPOUSE DATI] OF BIRTH SOCIAL SECURIl'Y #

SPOUSE EMPI-OYMENT WORK#

PARENTS OF GUARDIANS OF THOSE PATIENTS LTNDER I8 YEARS OF AGE

FAI'HER'S NAI,IE DOB ADDRESS

EMPI-OYMIINT SS# PHONE#

MOTHER'S NAME DOB ADDRESS

EMLOM:N'I SS# PHONE #

PRIMARY CARE PIIYSICIAN PltoNE #

NAME OI. RI.,FERRING PI{YSICIAN PHONE,

NAMI: OF EMERGENCY CONTAC]. PHONE #

I request that pa).rnent of insurance, including Medicare, supplement insurance and all other insurances,
be made to Chattanooga Eye lnstitute, P.C. for services fumished 10 me by Chattanooga Eye Institute,
P.C.
I authorize the release ofmedical or other information oflhe above listed insurance provider(s). VWe
agree to pay any collection or attomey fee owed, in addition to court costs, ifcharges arc not paid
according to eslablished policy and legal action is necessary lo affect collection. l/We certi$ that Uwe
have read all ofthe above and the information given is true.

PATIENT,]GUARAN'|OR SIGNATURE

HOW DID YOU HEAR ABOUT US?

DATE



Chattanooga Eye lnstitute
HIPAA Compliance Patient Consent Form

Patient's Full Name Patient's Social Security Number

Address Patient's Date of Birth

City, State, Zip Code Patient's Telephone Number

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information

The notice contains a patient's rights section describing your rights under the law. You ascertain that by your
signature that you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your nexl visit to update your signature/date.

You have the right to restrict how your protectad health information is used and disclosed for treatrnent, payment or
healthcare operations. We are not required to agree with this restriction, but if we do. we shall honor this agreement
The HIPAA (Health lnsurance Portability Accountability Act of 1996) law allows for the use of the information for
treatment, payment, or healthcare operations.

By signing this form, I understand lhat:
. Protecled health information may be disclosed or used for treatment, paym€nt, or healthcare operations.. The practice reserves the righl to change the privacy policy as allowed by law.
. The practice has the right to restrict the use of the information but the practice does not have to agree to

those restrictions.
. The patient has the right to revoke this consenl in writing at any time and all full disclosures will then cease. The practice may condition receipt oflrealment upon execution of this consent.

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially
anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such
a revocation will not be relroactive. Please allow 15 bus,ness days for processlng.

May we phone, email, or send a lext to confirm appoinlments?

May we leave a rnessage on your answering machine at home or on your cell phone?

May we discuss your medical condition with any member of your famiiy?

May t^€ phone, email or senl a text for markeling pueoses?

Email:

YES

YES

YES

YES

NO

NO

NO

NO

This consent was signed by:

Signature: Date:

Witness

(Please Print Name)

Date

ll YES, please name the two (2) familyfriend members allowed:



NA]\18
IIISTORY R"EVIEWEDT
Do you cuneDdy havc aDy

YES
sr.in
Heed
Ncck
Luagr /Brcathing :
Hcart / Blood prcseurc _
Stomach / Intcstincs
Gcaitale / Kittacys '-
Bladder
Dirbctcs Mcllirhrs

COMMENTST

EYES
DATE OF I.A.ST EX]{M

PEYSICI NIS SIGNAfiIRE
problcrns in rhc folrowing ".*r lrr-, ^;a. 

i"r""*t", ir-t" 6ffir sp#J"'. =--
NO

ARE YOU IlAvINc At Iy PROBLEMS wTrH yOIJR EYES: rF yES
YES NO

Loss of Visioo
Blurlcd,/Distoncd
Dorblc Vision
Dq'oaVgritty fecling

or infcction/dischargc
Rcdrcss

COMMENTS;

Boncg/Joints^{usc lcs
Ncurologic
Blood Disordcr
AnagieMrmDologic
Psychiaric
Hayfcvcr / Sinus
Tboat / Erou&
Fcvcr / wcight loss

YES NO

DOCTOR

, EXPI{N I]NDER COMMEN,TS.

YES
Ilctirg/burntlrg
Excass tc&riDg
Glarc,{ight sensitivity 

-Pair,/sorcocss
lazy Ey
Contact ls[s/Blas6es
Tired Eycs

PAST MEDICAL ETSTORY
LIST AI{}'MEDICATIONS YOU TAX-E:

LIST AIL MlrrOR ILLNESS ES / trlruRrEs,

LIST ALL SIJRGERIES YOU I'AVE HAD IN THE PAST:

LIST AIL HOSPITALIZANONS WTTH D@LANATIONS OF WHAT T}IEY VERE FOR

ARE YOU ALLEGIC TO ANY MEDICATION? ]GS NO
tr YES _ UST MEDICATIONS

YES Nb
FAII'ILY HtsToRy- Docs your frmily hryc I history ot BlindDcss _ yES NO Ilerrr Discssc - yES NO
Ghuconrr - YBS NO Diabclcs - yTS NO Sjogr€trs Discssc _ yES NO

Rctinr Discase - lGS NO High Blood prcsswc . yES NO Oftcr

Do you use alcohol / tobacco or [t1y mcdicstions not li6ted abovc?

Educltior! Level (Plcase Check) _ Higb School _ _-_Collcge 

--post 

Cnadus6 Dcgcc

NO

F you ARE A imo& ruve vort lreD ipQunre nai A i



CHATTANOOGA EYE TNSTITUTE, P.C.
CHARLES A. XIRBY, M.D., F.A.C.S.

R. Evan lrvy, M.D.
57.I5 CORNELISON ROAD, BUILDING 6600

C}IATTANOOGA, TENNESSEE 3?4I I

NON.COVERID SDR\IICES RELIiASI' F'ORT,I '

Eye exams arc geoerally covered under Medicarc, Medicare Alremative Plans, and all Cornmercial Insumncc plaru.
However, lhcy do not pay for the refraction portion ofthc exam. You will be responsible for thal cost.

Medicare also does not pay for broken or lost glasses/le[s, $mglasses, or any other Dpe of glassos cxccpt after
calaract surgcry. Follou'ing calsr.ct surgery Medicare, Medicare Altemative Plan6, and all Coomccial Insuraoce
plsrLs will pay for slandard lens and frames. Deluxe featurcs are lx)t covered. You may pay for fio$ youself if you
so dcsirc to bave ary deluxe f€atures

\\,A\IIER 
'TORI\I

I urde$tand tbat if I have no secwed appropriate auLhorizations and otlrcrwisc complied with the tcrms ofmy health
bcaeft plao, thcre m8y be a decrease iD my covcraSc or oo covcraSe al a.ll for some or all ofthe services u,hich I am
about to reccive, ard dlat I will be finaucially responsible for thc services not covered.

Palient's Signsture

f)ale Wihess Signature



Chattanooga Eye fnstitute, p.C.
CIIARLES A. KIRBy, M.D., F.A.C,S. R. Evan Lery, I\{.D,

57I5 Cornelison Road Building 6600 Chattanooga, Tennessee 37411

ABOUT YOTIR INSURANCE

There are two t)?es ofhearth insurance that wilt herp pay for your eye care services and products.You may have both, and our practice accepts both: '

Vlsion care plans (such as VSp and EyeMed)

Medical insurance (such as Brue Crose/Blue shierd and Medicare).
vision care plans onry cover routine vision exams arong with eyegrasses and contactIenses. vision plans onry cover a basic screening for ef. diseuJe.'rr,Lvi",i.i""r?
diagnosis, manageinent, or lrealment of eye diseies.

Medical insurance must be used,if you have any cyc heahh probrem or systernic health probrem
that has ocular compricarions. your doctor witi o6termine it;;;-;;ji'ffi;'J'li,i'riri il,".l u*some arc determined by your case hl'story.

Ifyou have both types of insurance pJans it.may be n@essary for us ro b r somc ser'ices to oneplan and other services to the orher. wc wiI usi coordinati.i 
"iu"r"ns i" J";il. ffiii;;dto minimize your out-of-pocket expense.

We will bill your insurance DIT-tr:-S*iq if we.are a participaring provider for rhar plan. Wewill try.to_obtain advanced iuthorization of your insurance be'nefits so wc can tell you what iscovered. If some fecs are nor paid by your plan, we will bi vou for anv un-pat'#,i,#hl.l";-
pays, or non-covered services as allowed by the insurance contract.

I have read and dgree with these policies.

Patient signaturc (or parent/guardian signature ifpatienr is a minor) Dale

Please provide your insuraoce cards to our staff.

5715 Comelison Road,6600 Building, Ch8ftatrooga, tN 3741l_5661
(421) 892-1937 , (800) 8s2-044E , (423) 8s2_5443

LIRL; rvww.cbalteye.com . Email: iafo@chaneye.com



A. Notifier:

B. Patient Name:

Advance Beneficiary Notice of Noncoverage (ABN)
NOTE: lf Medicare doesn't pay for D. below, you may have to pay.

Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D. below

E. Reason Medicare May Not Pay: F. Estimated
Cost

Rcfraction Non Covcred Sen ico s42

WHAT YOU NEED TO DO NOW:
. Read this notice, so you can make an informed decision about your care.. Ask us any questions that you may have after you finish reading.
. Choose an option below about whether to receive the D. Refraction listed above

Note: lf you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

listed above. You may ask to be paid now, but I

also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). I understand that if Medicare doesn'l pay, I am responsible for
payment, but I can appeal to Medicare by following the directions on the MSN. lf Medicare
does pay, you will refund any payments I made to you, less co-pays or deductibles.
tr OPTION 2. I want the D.
ask to be paid now as I am responsible for pa

tr OPTION 3. I don't wanl the D. listed above. lunderstand with this choice I

am not responsible for payment , and lcannot appeal to see if Medicare would a

listed above, but do not bill Medicare. You may
yment. I cannot appeal if Medicare is not billed.

G, OpftOrS: Check only one box. We cannot choose a box for

H. Additional lnformation:

This notice gives our opinion, not an official Medicare decision. lf you have other questions on
this notice or Medicare billing, call 1-8OO-MEDICARE (1 -800-633-4227 ITTY :, 1 -877 -486-2048).
Si nt below means that you have received and understand this notice. You also recerve a co

l. Signature: J. Date:

AccordinS lo the Par,c'work
The valid OMB cohtml nur
miDutes per reslunse. inclu
colleclion. If you have co
Boulevard, Attnj PRA RcFxrns Cleardnce Officcr, Bahimorc, Maryland 2 t 244-t850

R€duction Act of 1995, no persons arc requjred lo respond to a collecrion ofrnfonnauon unless it dislrliF a valid OMB conrrol numberrber for this inlornution collecrion is 0938-0566. The rime required lo complete this infonnalion coll;crion is cstimaled to a
dinE the time to review instnrctions, search cxistiag dala r
mmmts conceoing the accuracy of the time eslimalc ot

'esources. gather the dala need€d, and complete and review the in
veragr ?

formation
suggestions for improving $is form, please *rite loi CUS. ZSOO S""uil

Fonn CMS-R-l3l (03/l l) Form Approved OMB No. 0938-0566

C. ldentification Number:

tr OPTION 1. I want the D.

D.


