TARANTINO EYE CENTER

PATIENT INFORMATION 32} A4 1

Patient’s Full name A} o] & Birth Date A3 9
Address T4 City
State Zip Referred by A7l 0. 21 74 &

Primary Care Physician 5= %] 2] :

Optometrist 72 ¢+2]:

Sex A1 Home Phone# %] 7 3} Work Phone# 2] %4 3}
Cell# = Email o] ™ ¥
Social Security# 4~ 4FA] 72| E Occupation 2 ¢

Employer’s Name 2] %

Employer’s Address 2] &+ F4

Single 7] & Married 7] & Divorced ©] & Widowed A3
Separated ¥ 7]

Name of Spouse or Parent/Guardian Hlj-$- 21} £ 1 o] A3 &)

o A=HE

ol

Name & Phone number of emergency contact 55 4] ¢188k o]

Insurance Information &} S H. & A 1.

Please present ALL insurance cards to receptionist.
EE gREATES Aol AZaFA L.

PRIMARY & 2} &: Policy# Group#
Policyholder/Relationship 1.3 A}/ 2.3 2} 2} 2] 34 A]

SECONDARY ©| 2} 2 & Policy# Group#

Policyholder/Relationship 2 & A}/ X & x| 2} 2] 717

If your injury is work related, please advice receptionist for additional forms.
A7 AF Lt DA QoW A TFA L,



TARANTINO EYE CENTER

Assignment of Benefits 5.8 & &% 34

[ hereby assign all medical and/or surgical benefits, to include major medical benefits to which I
am entitled to Paul A. Tarantino, M.D., P.A. for services rendered by Paul A. Tarantino, M.D.,
P.A. This assignment will remain in effect until revoked by me in writing. A photocopy of this
assignment is to be considered as valid as the original. Ihereby assume financial responsibility
for all charges whether or not paid by said insurance. I hereby authorize said assignee to release
all information necessary to secure payment. I understand that Paul A. Tarantino, M.D., P.A.
reserves the right to pursue delinquent accounts via third party collection agencies or attorney
and that T am responsible for any collection fees incurred by Paul A. Tarantino, M.D., P.A.

Q12 Paul A. Tarantino, M.D., P.A, oA @t= ]2 A n] 20 t)d R0 R =
A g/qeo] gt B Foly} w454 Paul A, Tarantino, M.D., P.A. o] %x32
FPUL o] BT YEFTAM = AR 9757 A7tA §aF, o] nys
F=TAY BARE 427 Zo] FEFUY, EQL REF A B JBgo] RE
ARA Adg Argun, 2oL ndF FrE s das MaAr 2=
syt o] Agd A $ Paul A. Tarantino, M.D., P.A. oA A 4=} =2
A REALE 185 FFE49USS olgist, 28 A Eolo] &2
TTEE AEdH ol oy

Patient Signature EHA}4] Date &%}

(% We are providing an English translation for the patient’s convenience. If there are any
discrepancies between the English and Korean texts, the patient will be legally bound by the
provisions in English.)

(# B30 HAL 8L HE 5o ATHULW, ghok oJojs) A 8] 22 A
Jol = 27 2o] WA FSo dEUT)

o



TARANTINO EYE CENTER

MEDICAL QUESTIONNAIRE 2| & 2 &4

Name &4} o] = Date 2%}

Ocular History Q7 ]
Please check your current or past eye problems. &A1} I A 9] ST EAE w78 =4 2.

_ Glaucoma =114 __Macular Degeneration S+HFH 4]
_ Cataract Surgery ¥} %V‘ = ___ Retinal Detachment &-=}2tz]
_ Laser Surgery @] ©] A __ Retinal Surgery W44
__ Eye Trauma SH9] ’3’ ____Other 7] &}

__ Lazy Eye A (AFZE)

Disease of the eye can be associated with systemic illness. Please respond YES(Y) or NO(N) if
you have EVER been diagnosed with any of the following:

w9 Y& HAHY A9t Aol 925 AUt Dot olghe AYo = Aug
oAl Fol oA (YL} o 2N E718) AL,

__Diabetes T H ___ High Blood Pressure 129 ¢+
__Kidney Disease 21 % _ Asthma/Emphysema 7 2]/#] 7| =
__ Thyroid Disease 741 2 3 ___ Cancer &

__ HIV/AIDS oj o] = __ Heart Condition 4] 42 &
_ Arthritis #4 g ___Stroke ¥ E&

List current medications and dosage & Al & &8} A & Fu} ok

Allergies to medications (if none known please indicate) ko]l #21g e = 7) (akok
N O AIH None o8} F7]3)] F4L):

Social History 7] E} %] 1.

Do you smoke? HHl| 3 A| L} .7 Y/N How much g vht} 844 4 7}

Do you drink alcohol? #&=4471? Y/N How much & v}i} 514 L 7}

Do you use drugs? v}F-&8A1 1427 Y/N How much € vhv} 814 U 7}

Family History 7} =3 2.

___ Glaucoma =7 __ Retinal Detachment % %2}F2] Diabetes & 3= H
___ Hypertension 221 8%  Macular Degeneration 3 3FH 4 Other 7] €}



TARANTINO EYE CENTER

Please check any symptom or problem that is chronic or persistent, 7H4] H+= 7| &=
T4 E7]3 FAH L. Circle none if nothing in a category applies. T+2F §] 0 ™
= (NONE)ol| & 220 & A F4 8.,

Lung #: None
__ Shortness of breath & & 2 %}
___ Cough 71#

Heart 213 None

_ Racing/Trregular 2] { A B3 &
_ Chest pain/Angina 7} 5% 5/d 4 5

___Palpitations 7} &2

Stomach 9: None

___ Heartburn £ 243

___Constipation ¥ H]

_ Diarrhea A A}

~ Ulcers 9 # %

~ Hernia &%

___ Colitis/Diverticulitis T34 /A1 4 9
_ Liver disease 73 &t

Head/Neck ™ 2]/5-: None

___ Headache 7%

__Severe head injury A g # ] &4
___ Mouth ulcers Yol A7 A%

Ear/Nose 7]/=: None

_ Hearing loss 7 2 44

_ Pain/Discharge 55 /%H| &

_ Dizziness/Fainting ©] #] 2] 2/ 41
__Nose bleeds 53]

__ Tinnitus/Vertigo A & H/d 7|5
___ Sinus pain & 5%

Patient Signature 22} 4] 4

Neurological 17 : None

___ Numbness/Tingling 7}9]/# &
__ Seizures/Epilepsy &2t/7+2

__ Weakness in arm/leg Z/T}2] 4] &

Mood Disorder % 4] 7]]: None
___ Anxious/Nervous & ¢F3}H/41 7 3471

X (e e)
Depression 7<%

General 2%t None

__ Weight loss/gain #l| 5= +24/Z7}
__ Excessive thirst 2| 3 2=

__ Sleep disturbance =5 7ol

__ Heat/Cold intolerance == 3713
__ Loss consciousness 9] 4] 4

_ Fever/Chills € %/2.3t
___Bleed/Bruise easily 3], o] gAY
___ Blood transfusion 38
_ Anemia 918

__ Loss of memory 7] &2
___ Night sweats 2] 2%

Urinary "J%: None
_ Frequent Urination 2t 8=
___ Blood in urine 2.30f 4]<1y]

Genital A} 4] 7]: None

_ Prostate trouble A {4 21
__ Vaginal/Ovarian At3- 21
__ Infectious disease 713 1

Muscle/Joint 52 None
___ Pain/swelling 53/%-7]
~__ Gout &%

_ Stiffness " ¥ g}

Date ‘&%




TARANTINO EYE CENTER

Patient Consent Form 32} & 9] A

Our Notice of Privacy provides information about how we may use and disclose protected health
information about you. The Notice contains Patient Rights section describing your rights under
the law. You have the right to review our Notice before signing this consent. The terms of our
Notice may change. If we change our Notice, you many obtain a revised copy by contacting our
office.

HAY AR EAMNE SAHE] ARARE oW £49 1
%ﬁﬁﬂwﬂ BAARLE Al WA Ae} B E o] g
M7 Aol BANE B W7} glodlnh AR A

o gyt v FAMIE HAHE, ko] o] dZe FAHE A
%ﬂﬁ%%%ﬁé$ﬂ*uq

You have the right to request that we restrict how protected information about you is used or
disclosed for treatment, payment or health care operations. We are not required to agree to this
restriction, but if we do, we shall honor that agreement.

AR NAFRI A5, AF, E
FASEA A 0L REHAL g
o}, weF £ bl 1 ABE A5

AR E 9814 o] @8] AL8H o)A 2
o 2 ge 2 A FT Jr
A

==y

IE]}

By signing this form, you consent to our use and disclosure of protected health information about
you for treatment, payment and health care operations. You have the right to revoke this
consent, in writing, signed by you. However, such a revocation shall not affect any disclosures
we have already made in reliance on your prior consent. The Practice provides this form to
comply with the Health Information Portability and Accountability Act of 1996 (HIPPA).

o] FoAM ol A LEN FAREL HYo] FARY A F, A F, BE AAHAYE
A A MJABEE A3t a ﬂ4b7]%ﬂ%44wﬂ%ﬂﬁi%ﬂﬂ%i&ﬂ
M e 729 HAVE 7S EY Y S X = g TolE AR s g as
7NA A FSA YUY £ 39S the Health Information Portability and
Accountabﬂlty Act of 1996 (HIPPA) Z3lo|uwet A FH S S5},

The patient understands that:
FAEL FEAHE o3 Fh o}

- Protected health information may be disclosed or used for treatment, payment or health
care operations.
HERE ARBRE BARE) A, AR, TE AZDYE oA A HAY
F718% gy,



TARANTINO EYE CENTER

- The Practice has a Notice of Privacy Practices and that the patient has the opportunity to
review this Notice.
= B2 AR FAME 7HA 3 Qu, FAEAAE 2 B E RS

A% o,

- The Practice reserves the right to change the Notice of Privacy Policies.
= HYS VRIAE TAAME AT A7) ds

- The patient has the right to restrict the uses of their information but the practice does not
have to agree to those restrictions.
A AVG R} o G AL H o)} A o] AP HEeAS YA B
Y2 a3 Agd 9 o571 gt

- The patient may revoke this Consent in writing at any time and all future disclosures will
then cease.
AEL o] FANE A2 oM dozo AR BA)E Foas

AFH

- The Practice may condition treatment upon the execution of this Consent.
= HdL FYA AE L AAE N8 E &5 Y&

This consent was signed by & 2] 4] 4] ¢l.

Relationship to patient (if other than patient) $+2H23}2] A (F2}7} o} d 2 9.

Date ‘&%

In front of 51 :

(practice representative)

(#* We are providing an English translation for the patient’s convenience. If there are any
discrepancies between the English and Korean texts, the patient will be legally bound by the
provisions in English.)

(# B0l Mol DAL W T Aste] AFHYLR, 2o} dol o} A5 A
o2 2447 2Ho] P AT AFUT)



