Bittner Vision Associates
Welcome To Our Office

Welcome to Bittner Vision Associates. Thank you for choosing us for your eyecare needs. We are delighted to have
you as a patient and appreciate the confidence you placed in us. Please take a moment to complete the following
information. Any information we already have on file will appear on this form. Please review all completed areas to
ensure that the information we have is current and accurate. If you have any questions, please do not hesitate to ask.

O mr. O miss O mrs. [ ws. O male L1 Female
First Name Ml Last Name Preferred Name
Street Address
City State Zip
Date of Birth Social Security Number
Home Phone Cell Phone

Email Address

Spouse or Parent(s) Name

New to our office? Please tell us how you were referred:;

I Phone Book [ school [ Advertisement L1 Patient (Please Name)
[] Insurance Listing [] Driveby []Other ] Doctor (Please Name)

UPDATED HEALTH INFORMATION NEEDED FOR TODAY'S VISIT:

Primary Care Physician

Please list any other doctors who should
receive reports regarding today's visit:

Current Height and Weight: ft. in. Ibs.

Your current height & weight measurements are used to calculate Body Mass
Index, or BMI. BMI can alert the doctor to possible undiagnosed conditions

such as diabetes.
Smoking Status

|:| Current every day smoker |:| Former smoker
] current some day smoker ] Never smoked



BITTNER VISION ASSOCIATES
Gregory J. Bittner O.D. Michael G. Bittner O.D. Karen A Delserone O.D.
Family Vision Care, Medical Eye Care

ADVANCE NOTICE & ACKNOWLEDGEMENT OF POLICIES

PRIVACY POLICY

A copy of our Notice of Privacy Practices is posted at the front desk. If you would like a copy, please ask when
you check-in for your appointment. Signing below acknowledges that you have had the opportunity to review
the Notice of Privacy Practices and have been offered a copy.

REFRACTIONS

A refraction may be performed at your evaluation and/or subsequent follow-up visits. This is a test to
determine the best possible vision. This test is a separate component to a medical eye exam and is NOT
COVERED BY MEDICAL INSURANCE PLANS. Our current fee for this service is $40.00.

*If you are here for a routine vision exam to evaluate the need for glasses and/or contact lenses and you are
eligible under a vision insurance plan for a routine vision exam then this fee will be covered by your vision
insurance.

ASSIGNMENT OF BENEFITS

Signing below authorizes and directs your insurance carrier(s), including Medicare and private insurance plans,
to issue payment check(s) directly to Bittner Vision Associates for services rendered to you and/or your
dependents. You also authorize the release of any information needed to determine benefits and submit
claims for these services.

FINANCIAL RESPONSIBILITY

Fees (including co-pays) are due and payable on the date that services are rendered. You have requested
services from Bittner Vision Associates, and by making this request, you become fully financially responsible
for any and all charges (including co-insurance, deductibles and non-covered services) incurred in the course
of the treatment authorized.

By signing below, | am confirming that | have read and understand this notice and confirm that | have been
given the opportunity to ask whatever questions that | might have and that they have been answered to my
satisfaction.

Patient Name (print) Signature

Date: / /

2384 Ferguson Road, Allison Park PA 15101
412-486-1043
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SPECIFIC USES AND DISCLOSURES OF INFORMATION REQUIRING YOUR AUTHORIZATION

The following are some specific uses and disclosures we may not make of your health information without your authorization:

Marketing activities. We must obtain your authorization prior to using or disclosing any of your health information for marketing purposes unless
such marketing communications take the form of face-to-face communications we may make with individuals or promotional gifts of nominal value
that we may provide. If such marketing involves financial payment to us from a third party your authorization must also include consent to such
payment.

Sale of health information. We do not currently sell or plan to sell your health information and we must seek your authorization prior to doing so.

Psychotherapy notes. Although we do not create or maintain psychotherapy notes on our patients, we are required to notify you that we generally
must obtain vour authorization prior to using or disclosing any such notes.

YOUR RIGHTS TO PROVIDE AN AUTHORIZATION FOR OTHER USES AND DISCLOSURES

@ Other uses and disclosures of your health information that are not described in this Notice will be made only with your written authorization.
@ You may give us written authorization permitting us to use your health information or to disclose it to anyone for any purpose.
® We will obtain your written authorization for uses and disclosures of your health information that are not identified in this Notice or are
not otherwise permitted by applicable law.
® We must agree to your request to restrict disclosure of your health information to a health plan if the disclosure is for the purpose of
carrying out payment or health care operations and is not otherwise required by law and such information pertains solely to a health
care item or service for which you have paid in full (or for which another person other than the health plan has paid in full on your behalf).

Any authorization you provide to us regarding the use and disclosure of your health information may be revoked by you in writing at any time. After
you revoke your authorization, we will no longer use or disclose your health information for the reasons described in the authorization. However,
we are generally unable to retract any disclosures that we may have already made with your authorization. We may also be required to disclose health
information as necessary for purposes of payment for services received by you prior to the date you revoked your authorization.

YOUR INDIVIDUAL RIGHTS

You have many rights concerning the confidentiality of your health information. You have the right:

@ To request restrictions on the health information we may use and disclose for treatment, payment and health care operations. We are
not required to agree to these requests. To request restrictions, please send a written request to us.

@ To receive confidential communications of health information about you in any manner other than described in our authorization
request form. You must make such requests in writing. However, we reserve the right to determine if we will be able to continue your
treatment under such restrictive authorizations.

e To inspect or copy your health information.You must make such requests in writing to the address below. If you request a copy of your
health information we may charge you a fee for the cost of copying, mailing or other supplies. In certain circumstances we may deny
your request to inspect or copy your health information, subject to applicable law.

@ To amend health information. If you feel that health information we have about you is incorrect or incomplete, you may ask us to amend
the information. To request an amendment, you must write to us. You must also give us a reason to support your request. We may deny your
request to amend your health information if it is not in writing or does not provide a reason to support your request. We may also deny your
request if the health information: -

O was not created by us, unless the person that created the information is no longer available to make the amendment,
O isnot part of the health information kept by or for us,

O is not part of the information you would be permitted to inspect or copy, or

O is accurate and complete.

e To receive an accounting of disclosures of your health information. You must make such requests in writing. Not all health information is
subject to this request. Your request must state a time period for the information you would like to receive, no longer than 6 years prior to the
date of your request and may not include dates before April 14, 2003. Your request must state how you would like to receive the report
(paper, electronically).

@ To designate another party to receive your health information. If your request for access of your health information directs us to transmit
a copy of the health information directly to another person the request must be made by you in writing to the address below and must
clearly identify the designated recipient and where to send the copy of the health information.

Complaints:

If you think that we have not properly respected the privacy of your health information, you are free to complain to us or to the U.S. Department
of Health and Human Services, Office for Civil Rights. We will not retaliate against you if you make a complaint. If you want to complain to us,
send a written complaint to the office contact person at the address, fax or email shown above. If you prefer, you can discuss your complaint in
person or by phone.

Changes to This Notice:
We reserve the right to change our privacy practices and to apply the revised practices to health information about you that we already have. Any
revision to our privacy practices will be described in a revised Notice that will be posted prominently in our facility. Copies of this Notice are also

available upon request at our reception area. BITTNER VISION ASSOCIATES, INC.
2384 FERGUSON ROAD
ALLISON PARK, PA 15101



