MELTZER EYE CARE CENTER
ROUTE 1 AND GILL LANE
ISELIN, NJ 08830
(732) 636-7444

Privacy Officer: Patricia Murray Effective Date: April 14,2003

Notice of Privacy Practices

This Notice describes how medical information about you may be used and disclosed
and how you can get access to this information. Please review it carefully.

We care about our patients’ privacy and strive to protect the confidentiality of your medical information at this practice.
New federal legislation requires that we issue this official notice of our privacy practices. You have the right to the
confidentiality of your medical information, and this practice is required by law to maintain the privacy of that protected
health information. This practice is required to abide by the terms of the Notice of Privacy Practices currently in effect,
and to provide notice of its legal duties and privacy practices with respect to protected health information. If you have
any questions about this Notice, please contact the Privacy Officer at this practice.

Who Will Follow This Notice

Any health care professional authorized to enter information into your medical record, all employees, staff and other
personnel at this practice who may need access to your information must abide by this Notice. All subsidiaries,
business associates (e.g. a billing service), sites and locations of this practice may share medical information with each
other for treatment, payment purposes or health care operations described in this Notice. Except where treatment is
involved, only the minimum necessary information needed to accomplish the task will be shared.

How We May Use and Disclose Medical information About You

The following categories describe different ways that we may use and disclose medical information without your specific
consent or authorization. Examples are provided for each category of uses or disclosures. Not every possible use or
disclosure in a category is listed.

For Treatment. We may use medical information about you to provide you with medical treatment or services.
Example: In treating you for a specific condition, we may need to know if you have allergies that could influence which
medications we prescribe for the treatment process.

For Payment. We may use and disclose medical information about you so that the treatment and services you receive
from us may be billed and payment may be collected from you, an insurance company or a third party. Example: We
may need to send your protected health information, such as your name, address, office visit date, and codes identifying
your diagnosis and treatment to your insurance company for payment.

For Health Care Operations. We may use and disclose medical information about you for health care operations to
assure that you receive quality care. Example: We may use medical information to review our treatment and services
and evaluate the performance of our staff in caring for you.

Other Uses or Disclosures That Can Be Made Without Consent or Authorization
e As required during an investigation by law enforcement agencies
* To avert a serious threat to public health or safety
e As required by military command authorities for their medical records
» To workers' compensation or similar programs for processing of claims
* |In response to a legal proceeding
* To a coroner or medical examiner for identification of a body
e |f an inmate, to the correctional institution or law enforcement official
° As required by the US Food and Drug Administration (FDA)
e Other healthcare providers’ treatment activities
* Other covered entities’ and providers’ payment activities
» Other covered entities’ healthcare operations activities (to the extent permitted under HIPAA)
e Uses and disclosures required by law
* Uses and disclosures in domestic violence or neglect situations
* Health oversight activities
e Other public health activities

We may contact you to provide appointment reminders or information about treatment alternatives or other health-
related benefits and services that may be of interest to you.
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Uses and Disclosures of Protected Health Information Requiring Your Written Authorization

Other uses and disclosures of medical information not covered by this Notice or the laws that apply to us will be made
only with your written authorization. If you give us authorization to use or disclose medical information about you, you
may revoke that authorization, in writing, at any time. If you revoke your authorization, we will thereafter no longer use or
disclose medical information about you for the reasons covered by your written authorization. You understand that we
are unable to take back any disclosures we have already made with your authorization, and that we are required to
retain our records of the care we have provided you.

Your Individual Rights Regarding Your Medical Information

Complaints. If you believe your privacy rights have been violated, you may file a complaint with the Privacy Officer at
this practice or with the Secretary of the Department of Health and Human Services. All complaints must be submitted
in writing. You will not be penalized or discriminated against for filing a complaint.

Right to Request Restrictions. You have the right to request a restriction or limitation on the medical information we
use or disclose about you for treatment, payment or health care operations or to someone who is involved in your care
or the payment for your care. We are not required to agree to your request. If we do agree, we will comply with your
request unless the information is needed to provide you with emergency treatment. To request restrictions, you must
submit your request in writing to the Privacy Officer at this practice. In your request, you must tell us what information
you want to limit.

Right to Request Confidential Communications. You have the right to request how we should send communications
to you about medical matters, and where you would like those communications sent. To request confidential
communications, you must make your request to the Privacy Officer at this practice. We will not ask you the reason for
your request. We will accommodate all reasonable requests. Your request must specify how or where you wish to be
contacted. We reserve the right to deny a request if it imposes an unreasonable burden on the practice.

Right to Inspect and Copy. You have the right to inspect and copy medical information that may be used to make
decisions about your care. Usually this includes medical and billing records but does not include psychotherapy notes,
information compiled for use in a civil, criminal, or administrative action or proceeding, and protected health information
to which access is prohibited by law. To inspect and copy medical information that may be used to make decisions
about you, you must submit your request in writing to the Privacy Officer at this practice. If you request a copy of the
information, we reserve the right to charge a fee for the costs of copying, mailing or other supplies associated with your
request. We may deny your request to inspect and copy in certain very limited circumstances. If you are denied access
to medical information, you may request that the denial be reviewed. Another licensed health care professional chosen
by this practice will review your request and the denial. The person conducting the review will not be the person who
denied your request. We will comply with the outcome of the review.

Right to Amend. If you feel that medical information we have about you is incorrect or incomplete, you may ask us to
amend the information. You have the right to request an amendment for as long as the information is kept. To request an
amendment, your request must be made in writing and submitted to the Privacy Officer at this practice. In addition, you
must provide a reason that supports your request. We may deny your request for an amendment if it is not in writing or
does not include a reason to support the request. In addition, we may deny your request if the information was not
created by us, is not part of the medical information kept at this practice, is not part of the information which you would
be permitted to inspect and copy, or which we deem to be accurate and complete. If we deny your request for
amendment, you have the right to file a statement of disagreement with us. We may prepare a rebuttal to your statement
and will provide you with a copy of any such rebuttal. Statements of disagreement and any corresponding rebuttals will
be kept on file and sent out with any future authorized requests for information pertaining to the appropriate portion of
your record.

Right to an Accounting of Non-Standard Disclosures. You have the right to request a list of the disclosures we made
of medical information about you. To request this list, you must submit your request to the Privacy Officer at this practice.
Your request must state the time period for which you want to receive a list of disclosures that is no longer than six
years, and may not include dates before April 14, 2003. Your request should indicate in what form you want the list
(example: on paper or electronically). The first list you request within a 12-month period will be free. For additional lists,
we reserve the right to charge you for the cost of providing the list.

Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice at any time. Even if you have
agreed to receive this notice electronically, you are still entitled to a paper copy. To obtain a paper copy of the current
Notice, please request one in writing from the Privacy Officer at this practice.

Changes To This Notice

We reserve the right to change this Notice. We reserve the right to make the revised or changed Notice effective for
medical information we already have about you as well as any information we receive in the future. We will post a copy
of the current Notice, with the effective date in the upper right corner of the first page.



PATIENT INFORMATION
Welcome to our office. The information below will help us to better evaluate your present visual needs.

 Patient Name Age Date of Visit
Address __ ___Chy State_______Zp
Home Phone Cell Phone - Date of Birth _
Occupation If Student: Grade School
E-Mall Address __ :
Employer ; ___Social Security #

Medical Insurance

'Vision Coverage through

Name of Member

S.8.# of Member or 1.D.___ . ______ MemberDateof Birth

Dafe of last eye examination Doctor

Are you having difficufty seeing clearly Distance ' [1Yes [ No Near [1¥es [INo
Are you being examined for eyeglasses (1 Yes [INo : Contact Lenses (I Yes [ No
Do you presently wear glasses [1Yes [INo Do you presently wear contact lenses - [1Yes [ No

Haveyoueverwomoontadlenees ‘OYes DNo_j - Type_______ Date Prescribed
.Refen'edby'Fdend Advemsement (specify) ‘

Pleaseehewmefo!owlngl-iealmcondmons Pastoersent
&l Auergies 3 brug Sensttivities O Eye Surgery I Headaches

O Diabetes [ High Blood Pressure O Eyeorheadinjuies_____ When______ Whers
Ol HayFever  [1EyoDiseases (1 Glaucoma, bood relatives who have
_ Famlly History: Spouse # of Children Ages

Ha‘si anyone in your family had:

T Diabetes ‘[l Heart Disease [ Blindness [ Eye Diseases '[1Tuberculosis [ To wear eyeglasses
Are you presently taklng any hormones including binh control puls Oves CINo
If presently taking medications, please state

Date of last general health exam Physician ) _ Problem
Doynuwanttomowmreabmnoonmctlenses Yes CINo
DOWUhmanyhObbies(SPede)

-Doyouparhcpatehawspor&(specﬂv)

Doyouwamtoknwmoreaboutoorrecﬁng yourvisionwtﬂwsurgery Oves [OIno

' Doyouhaveanyspedﬁcoeamaﬁonalvrslonneeds
(Example: computers, mechanic, etc.)



Welcame to Meltzen Eye Care Center
OFFICE POLICIES

*Eye glasses are a custom made item, therefore they cannot be returned once they are
dispensed

*There is a 25% cancellation fee on all pairs of eye glasses and contacts that have been ordered
and not yet dispensed. ALL SALES ARE FINAL.

*Eye glasses must be picked up within 30 days of purchase or patient will be responsible for any
fees accrued in the remaking of lenses. In addition, contacts must be picked up within 30 days
of order.

*We cannot take back unused or unopened contact lenses
*There is a $15.00 returned check fee

*There are many patients scheduled in our day, therefore, if you are more than 15 minutes late
to your appointment we will have to reschedule it. We will try our best to reschedule it as soon
as possible. Please be patient when emergencies or other unexpected delays beyond our
control cause longer wait times

*If you need to cancel or reschedule an appointment, you must give 24 hours notice or you will
be charged a $25 no-show fee per missed appointment.

*A contact lens prescription is good for one year. A one year supply of contact lenses is the
maximum you are able to purchase before your next exam

*In most cases, contact lens patients come back for a follow up visit. This appointment must be
made within one week and not more than 30 days past your original exam date or there will be
an additional charge

*We would love to see your entire family, but we must limit the amount of family member to
two at a time on any given day

*Your insurance must be presented at the time of your visit

*As per the New Jersey Department of Law and Public Safety, as well as, the New Jersey State
Board of Optometrists, we are not required to release the Pupillary Distance and Height
Segment measurements on an eye glass prescription. If you would like that information for
your records, there will be a $20.00 charge and we are not responsible for eye glasses that have
been made with incorrect measurements.

PATIENT SIGNATURE:

EFF: 01-2018



Meltzer Eye Care Center

Daniel S. Meltzer 0.D
675 US Highway 1 South
Suite 13

Iselin, NJ 08830

Phone 732-636-7444
Fax 732-636-5472

Notice of Privacy Practice Patient Acknowledgement

Patient Name:

Date of Birth:

I have received this practice’s Notice of Privacy Practice written in plain language. The Notice provides
in detail the uses and disclosures of my protected health information that may be made by this practice,
my individual rights, how | may exercise these rights, and the practice’s legal duties with respect to my
information.

I understand that this practice reserves the right to change the terms of its Notice of Privacy Practices,
and to make changes regarding all protected health information resident at, or controlled by, this
practice. | understand that | can obtain this practice’s current Notice of Privacy Practices on request.

Signature:

Date:

Relationship to patient (If signed by a personal representative of patient):




Meltzer Eye Care Center

As a participating provider with your insurance
company, we will gladly accept payment as per
our contract. However; if your insurance
company fails to reimburse Meltzer Eye Care
Center for products and services rendered, then
you the patient/customer will be responsible for
payment. In the event that your insurance
company fails to pay us, we will provide you with
any information you may need to be reimbursed
from your insurance company.

| agree that | will be responsible for any payment
my insurance company fails to make to
Meltzer Eye Care Center.

Patient Signature:
Date:




DILATION FORM

Dilating drops are used to dilate or enlarge the pupils of the eye to
allow your optometrist to get a better view of the inside of your eye.
Dilating drops frequently blur vision for a length of time which varies
from person to person and may make bright lights bothersome. Because
driving may be difficult immediately after an examination, it’s best if
you make arrangements not to drive yourself.

While same day dilations are offered through most insurance’s at
no extra cost, if you have to return at another date please be aware there
may be a $40 charge if we don’t accept your medical insurance. Please

be sure to ask before scheduling your appointment, if the dilation will be
covered.

PATIENT SIGNATURE: DATE:




