
855 Washington Ave. Holland. Ml 49423
P 616-395-2020 F 616-396-8628
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Cellf i l'lome *:

Age
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Spouse/ParenlsName
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How did you ,irst hear about our offace?

How would you like us to contact you tot appointmenls, glassBs/conlact lens pick up etc.?
J Cell Plrone J Home phone J E-inarl J [,larirPoslcarcl

Medical History
Do you heve any allergies to medications/environffenia,?

Are you laktng any medacattons (including oral contraceptives. aspinn. overthe counler medicalaons and vitamins)" Please list:

Are you usmg any eyedrops (prescriptaon or over the counter)? Please lisl:

Do you or a family member (parents. grandparenls, sblings. children) cuffently have. o, have yo! ever had any of these conditions?
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No Relative lf Yes. Please Explain

Diabele6

High Blood Pressure

High Choleslerol

Vascula./Cardiovascular

Resprratory (Asthma, Emphysema, etc.)

Endocrine {Thyrod)
Bonrs/Joints/Musdes (Arthritis, etc.)

Ear/Nose/Throal (Sinus, Chronic Cough, etc.)

Gastrointestinal (Drarrhea. ConsliFlalion, Ulcers. etc ) n
conilourinary (Kidney, Bladder, Genilals, etc )

Blood/Lymph (Anemia, elc )

Skrn

Constiiulional (Weighi loss/Oain, Fever. etc.)

Neurologrcal {Mqrames. l-leadacne MullFle Sderosrs elc }E

Psychological (Depresson, Anxiety, etc ) O

Eyes (Calaract. Glaucoma. Macular Degeneralion, elc.) n
Are you pregnant/nursing? No Yes

Social History
Do you u9e tobacco products? No

Do you drink alcohol" No

Do you use rllegaldrugs? No

lf yes type, amou^t. how long?
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Yes

Yes

It yes type. amounl, how long?

lf yes, lype amount fiorv ,ong?
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INSI.IRANCE INFORMATION
8-55 Washingttin Ave, IIolland. MI 49:12i. P 616-i95-2010. F 6I6-296-tl62ti

Patient Name Date o1' llirth i

Name ot lnsrrred Insured Datc of i) irth__/*.,--_ i

Insured Relationship to patient: SE[,I SPOUSE PARENI'(circle one) lnsured Social Securitv#

Vision Insurance______Employer

Mcdical lnsurancc Insured ID#

I understand that I am responsible for any paymcnt my insurance does not reimburse West Coast Eye Care.
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NOTICE OF PRTVACY PRACTICES

THls r-OTIcE oF PRIVACY PRACTICf,S ("NOT!C5:") IIESCRIBES HOW wn MAY USE OR DISCLOSE YOUR HEALTH
INFOR'I{A ION AA'D IIO1V YOU CAN GE? ACCiSS'TO SUCH NTOI{IIATION. PL'ASE READ IT CAR.EI1jLLY.

Your "health information," for purposes of this Notice, is generatly any information that identifies you and is created, received,
maintained or traffmited by us in rhe coursc ofproviding hcaltL care items or services to you (referred to as "health information" in
this Notice).

We are required by the Health Insurance Portability and Accou sbiliry Act of 1996 C'HIPAA') and other applicable laws to
mainiain &e privacy ofyour health infomation, to provide individuals with Ois Notice of our legal duties and privacy practices with
respcct to such informatiol, and to abide by the tenns of this Noticc. We are also required by law to noti4, affected individuals
following a breach oftheir unsecured heafth information.

USES AND DISCLOSURES Of INFONAETION WTTHOAT YOUR AATHORIZATION

The most cornmor reasons why we use or disclose your health informatioD are for treatmetrt, payment or health care operations.
Examples ofhow we use or disclose your health information for teatmeDt ]rurposes are: setting up an appointment for you; testing or
examining yotr eyes; prescribing glasses, contact lenses, or eye mcdications and faxing them to be filled; showing you low vision
aids; referring you to atrothsr doctor or clinic for eye care or low vision aids or services; or getting copies of your health information
fiom another professional that you may have seen before us. Examples ofhow we use or disclose your health information for payment
purposes are: asling you about your health or vision care plans, or other sourccs of payment; preparing and sending bills or claitns;
and collecting urpaid amountn (either ourselves or through a collection agency or afiomer. "Healtb care operations" mean lhose
administntive and managerial functions that we must carry out i! order to run our office. Examples ofhow l e use or disclose your
health infurmation for health care operations are: financial or billing audils; internal quality assu:ance; personnel decisions;
participation in managed car€ plans; defense of legal mattErs; business planning; and outside storage ofour records.

OTHER DISCLOSURES AND USES WE MAY MAXE WITHOUT YOAN AUTTIORIZATION OR CONSENT

ln some limited situations, the law allows or requires us t use or disclose your health infomration witiout your consent or
autho:iz:tion. Not all ofthese situations will apply to us; some may neyer come up at our ofEce at all. Such uses or disclosures are:

. when a state or fedcral law mandates that cenain health hformation be reported for a specifrc purposei

. for public health purposes, such as coDtagious diseasa reporting, investigation or surveillance; and Botices to and fiom the
federal Food and Drug Administration regarding drugs or medical devices;

. disclosu.res to goverunontrl authorities about victi]ns of suspected abuse, neglect or domestic violence;

. uses and disclosures for bealth oversight activities, such as for the liceosing of doctors; for audia by Medicare or Medicaid:
or for investigation of possible violations of health care laws;

r disclosures for judicial and administrativ€ proceedings, such as in response lo subpoeoas or orders of courts or administrative
agencies;

. disclosures for law enforcement purposes, such as to provide informatior about someone who is or is suspected to be a victim
ofa crime; to provide information about a crime at our ofrioe; or to report a crime lhat happetred some$,here €l6e;

. disclosure to a medical examiner to identify a dead person or to determine the cause of death; or to funeral direclors to aid in
burial; or to organizarions that tandlc orga$ or tissue donations;

r uses or disclosures for health related :esearch;
. uses and disclosures to prevent a serious threat 10 healti or saiety;
. uses or disclosures for specialized govemment fiuctions, such as for the protection of the pr€sident or high ranking

govemment officials; for lawful national intelligence activities; for military purposes; or for lhe evaluation and heakh of
memb€rs ofthe foreign service:

. disclosuresofde-identifiedinformation;

. disclosures relating to worker's compensation programs;

. disclosures of a "limited data sef' for research, public health, or health care operations;
e incidental disclosures that are an unavoidable by-product ofpermitted uses or disclosures;
r disclosures to nbusiness associales" and their sub€ontractors wbo perform health care operations for us and who commit to

respect the privacy ofyoxr health idomration in accordance with HIPAA;
r [speci] other uses and disclosures affected by state [arv].



Untess you objecl we will also share relevant infomution about your care with any ofyour personal representstives who are helpilg

you witir your eye care,Upon your death, we may disclose to your lamily membem or to other persons who were furvolved itr your carc

or paynoent for heath car" priot to yoor death (such as your pirsonal represcniative) health inforrnafion rel€vant to their involvemEnt itr

your care unless doing so is inconsistent with your preferences as expressed to us prior to your death.

SPECIFIC ASES AND DISCLOSURES OF TNFOXMATION REOUIRING YOUR AATHORIT.ATION

The fotlowing arc some sp€cific uses a.d disclosures we may nol make of your health itrfomation withort your authorizatiol:

Nlrrketing sctivities. IVe must obtain youl authorization prior to using or disclosing any of your health information for marketiog

purpo.o iole.s such marketing communications take the form of face-to-face commrmications we may make witb individuals or

promotional gifu of nominal value that we may prcvide. 1f such marketing involves frnancial payment to us fiom a lhird party your

authorizatiotr must also include consent to such payment.

Sate of heelit informadon. We do not currently sell or ptan to sell your health infomEtion aod we must seek your authorization prior

to doitrg so.

psycbothcrrpy not s. Although we do not cre.te or maintain psychothempy notes on oUI patients, we are requircd to nodry you that

we geaerally must obtaia your authorizztion prior to using or disclosing any such rotes'

YOUR RIGHTS TO PROVIDE AN AUTHORIZATIONFO& OTHET USES AND DISCLOSURES

Otber uses and disclosures of vour health inl'oroation lbat are rot describcd in this Notice will be ma& onl!, with your written
authorialion

You may givc us written aulhorizalio[ permittiDg us to use your bealth infonDatioD or 1o disclose it to aryone for ary purpose.

We will obain your rrrittcB authoriration Ib, uscs ad disclosurcs ofyour hrralth inforEation tbat are not identitred itr thi$ Notice or are
not othsrwise Jremift€d by applicablo la\r'.

We must agrBe to youI r€quest to reskict disclosue of your bealth infomratiou to a healih plan if ths disclosure is for the purpose of
qarrying out payme$ or hralth carc operalioDs and is not ofterwise required by law axl such information pedains solely:o a health care
item or service for which you trave paid in firll (or for rvhich anotbr person o:b, tlu! the lealth plan hs paid in full oo your behalfl.

Auy autlorization you provide to us rrgufing tk use ard dirclozure of yow health informalion may be revoked by you in writiog at
a4v time. After you rEvoke your autboriTalio! we \dll no longcr rlsc or disclose 1.0ur health idormalion {or the reasotrs descn:bed iD tbs
authorizatioD- flowever, we are gBnErally unable to rctrdct any disclosurrs thal rve may have already rnadc with your authorization We
may also be required to disclose hoallll information as oecessary for purposes of payr&nt for sarl, icos received by you prior to tle date you
revoked yow authoriz-stio!-

,,O UR IN I} I VID UA I. NGII TS

You have ncany rights conceming thc co frdeoiiality ofyour heahh idormation You have the rigit:

Ib rcqueot restrictioor or the bcalth i[formatio[ we mNy ure .nd dirclose for Eertment, p.ymcnt &nd health carc operationr.
We arc l1{rt required to aglee to these rcouest$, To request rcslriclio:rs, plea,se senl a wriltea requesl to us at :he addFss belo$-

To receive conffdential commuuications of hcslah informatior rbo[t ]ou ln any manDer othcr thrn dacribed itr orr authorizrtion
rtqret form. You nlust make such requests in wdting to tk address below. 1lowever, we rese:ve lhe right 10 determirc if we will be
able to contimre your tleatoent undsl such reslrictive authorizations.

To itrrpcct or copli your hcalth irformation.You must mate sucb requests in writing to tbe address below. If you rcquest a copy of
your health infomralion we may charge you a fee for tlc oosl of copying, mailing or other supplies, In certain cirumstarEes we rnay
deny your rcquesl to inspect or copy vour health in{ormatioo, subFcl to applioable law

To Nmexd hc&lth iDformation, If you feel tbat health infouration we lavc aboul you is incorect or incomplete, you uay ask lrs to
anrnd the hfortrdtion. To rcqu€sl ar amsDdmcll, you must rrrite to u6 at tbe address below. You must also give us a rcsson to support
youl rrquest. We may dcry your rcquesl to am:nd your lrealth irformatioo if il is nol ir writing or does fi)t prcvide a reasotr to suppofi
volr rcquest. \tr'e E:dy also dery your requost if thp health infonnation:

o lvas not sreat€d by u6, uoless tbc psrcon that crcat9d 1le ioforuation is no longer available to make tlE an0erdment,

o is not pafl ofrhe health i.nformation kept by or for us"

o is trot part of the irformation you rvould be permined to inspeca or copy, or
o js jc.'I'rte rIlq]:mnlelr-



To rccgivc rn a.€ounting of disclosurcs of your tellth ixformation. You musl make such requests in $ritiog 10 tk address below.
Not all [ealth inforsation is subjecl to thif, rcqucst. Your rEquesl must state a timo period for rhe information you would like to receive.
no looger than 6 years prior to the date of your rEqurst arr, may not ircftde datEs b€forc April 14, 2003- Your rcqu€st must state horv
you would like lo receive tln reg)rt (paper, electronicrlly)-

Ib desigtrste another part! to rcceive yolr h€'alth information.lf your request lbr accass of your bealth idorEatioE diects us to
traosmit a copy of the health inforryation diteatly to aDotber pcrsotr th rcquest mlst be made by you ill $.rititrg to th€ address below
and must clearly identify tk desigmted recipient ard wbere to seDd tk copy of the lealth informatioo.

Co,rtact Persop:
Our contact person for all qucstions, requess or for furthr info[oation related to tlr privey of your health idomation iff:

CorhrrlainE:
If -vou think ttat we have nol properly respected the privac-v of your health hformatioL you e frec to comp&rin to us or lo tbe U.S.

Department of Healrh and Humaa Se rvices, Offce for Civil Rigbtrs. We will mt retaliate against you if you make a complaint. lf you want to
complain to us, s€rl a witletr cottrplainl lo lte omca coatact person at lh6 addtEss, fax or H nuil shcwn above, Ifyou prefer. -vou crndiscuss
your co[rplailr in persoo or by phooe.

Chonges to lhis Notice:
We reserve Ie right to changp our privacy practicos aad to apply tle revised practices to hialth information about you that we already bave.

Aqv revision to our priYacy practices will be des<-ribed iu a revised Nolice that will be posted promiDc ly in our facility. Copies ofthis
Notice are also uvaiLble upon r€qrcst at ow reccptiou a:ea.

Nolice Revised and Et'ectivg;

NF 5/2013

I acknorvledge tbat I received a copy of

Date l'atisd rul1lJ

ACKNOWLEDGEIIIENT OF R"ECEIPT

Signaturc

().D.. Noticc of Privacy Prdclices.

Address


