Nombre: Fecha de Nacimiento:

Historia Supplemental
(These are categories mandated by the US government)

1. What is your preferred language? (circle one)

¢+ English ¢ Spanish ¢ Chinese ¢ Other

2. Please circle your race:

+ American Indian + Alaska Native Asian ¢ Black / African American

+ Native Hawaiian / Pacific Islander + White + Decline to answer
3. Please circle your ethnicity:

+ Hispanic or Latino + Not Hispanic or Latino + Decline to answer
4. Please circle your smoking status below:

¢ Current — every day + Current - some days + Former smoker

+ Never smoker + Decline to answer



FUERST EYE CENTER
Forma De Registro Para Paciente Nuevo
| Informacion del Paciente

Nombre: Seguro Social #:

Direccion:

Cuidad: Estado: Zona:

Fecha de Nacimiento: Hom: Muj:
Telefono: Teléfono de Trabajo:

En Caso de Emergencia llamar a Relacion Telefono( )

Otra Informacion

Médico Primario: Teléfono:
¢ Como se entero de nosotros?
Guia Telefonica Amistad Co. de Seguro Otro
Farmacia Preferida: Teléfono:
Direccion:

Informacion de Aseguranza Primaria

Compania de Seguro: Teléfono:
Direccion:
Aseguardo: Poliza #: Grupo #:
Relacion: Usted Esposa/o Hijos.  Otro
Fecha de Nacimiento: Fecha Efectivo: Deductible:
Trabajo:

Aseguranza Secudaria/Informacién de Plan Cuidado de Vision
Compania de Seguro: Teléfono:
Direccion:
Aseguardo: Péliza #: Grupo #:
Relacion: Usted Esposa/o Hijos.  Otro
Fecha de Nacimiento: Fecha Efectivo: Deductible:
Trabajo:

| Permiso por Tratamiento Médico y Envivar Archivos Médicos

Yo permito a David J. Fuerst M.D., INC., y ayudantes, y/o asociados a que me den tratamiento, también con mi firma
abajo yo permito a David J. Fuerst M.D., INC., y sus doctores que den toda informacién que pida la Compania de Seguros.

Es la poliza de David J. Fuerst M.D., INC., requerir el pago inmediato del paciente después que los servicios hallan
sido rendidos. También firmando abajo estoy demostrando que entiendo esta p6liza. También com mi firma entiendo que sea el
paciente o otra persona que en consideracion de los servicios que seran dados a estos, el o ella estaran individualmente obligado a




parar la cuenta de David J. Fuerst M.D., INC., tan pronto come el recibo sea presentado. La cuenta sera preparada antes de la
salida del paciente. Cuando el Grupo de Compensacion de Seguro esta envuelto, esta entcadido que la cuenta no estara preparada
hasta después que los beneficios del seguro sean recibidos. En este acuerdo también se incluira el acuerdo de pagar cualquier
balance atrasado. En el caso que sea asignaran los cobros al Medicare, yo apruebo que la informacion dada por mi en aplicacion
para pagos en el titulo #XV1I1 (18) del Seguro Social es correcta. Yo requiero que los pagos de beneficios autorizados sean
hechos a m parte. Yo permito que los pagos para servicios médicos sean asignados al doctor, sean my Compania de seguros o de
Medicare.

X [/ X [ 1
(firma de paciente 0 responsable) (Firma de Asegurado)




Nombre: Fecha:
Fecha de nacimiento:

Fecha de ultimo examen de ojos:
Medicina que toma/gotas/pomadas:

Alergia a medicinas: SI/NO
Enfermedades mayors:
(glaucoma, Diabetes, alta presion, infarto)
Cirugias que usted ha tenido:

Actualmente tiene cualquier problema con sus:
Ojos: SI/NO
¢Limita su visién cualquier actividad de vivir diariamente? SI/NO

Oidos, nariz, garganta: SI/NO
Cardiovascular: SI/NO
Respiratorio: SI/NO
Gastrointestinal: SI/NO
Genital, rifién, vesicula: SI/NO
Musculo, huesos, coyunturas: SI/NO
Piel:SI/NO
Neuroldgico: SI/NO
Psiquiatrico: SI/NO
Endocrino: SI/NO
Sangre/linfa: SI/NO
¢Jamas ha tenido usted una transfusion de sangre? SI/NO
Alergias, inmunolégico: SI/NO
Mujers/hembras: esta embarazada? SI/NO

HISTORIA FAMILIAR-circule todo que aplica

las enfermedades que su familia tiene:

SI/NO/desconocido

Madre/padre/abuelos/hermanos

ciego/cataratas/glaucoma/diabetes/alta presion/cancer/tiroides/arthritis/accidente
cerebrovascular/enfermedad heredable

HISTORIA SOCIAL-circule todo que aplica

Toma alcohol? SI/NO y cuanto:
Por cuantos afos:
Fuma? SI/NO y cuanto:
Por cuantos afos:

FIRMA DEL DOCTOR: Date:




FUERST EYE CENTER
Ophthalmology
Corneal and Refractive Surgery
Small Incision Cataract Surgery

Nombre: Fecha:

Gracias por eligir nuestra oficina para el cuidado de sus ojos. Para servirle major, favor de contester las
siguentes preguntas.

1. ¢(Usted usa lentes? Si No
2. ¢Usted usa lentes de contacto? Si No
3. ¢Tiene usted problemas para leer? Si No

4. ¢Ha experiencado used resientementa algun sintoma del 0jo? Favor de circular todo lo que aplique:

Dolor en los ojos Vista Borrosa Parapados Laganosos Luzes Repentinas
Sensibilidad a la luz Doble Vision Pordida de Vista Lagrimas Excesivas

5. ¢Ha tenido alguna erida en su 0jo? Favor de expligar:
D/I
D/I

6. ¢Ha tenido cirugia en sus o0jos? Favor de anotar cual 0jo, tipo de cirugia y fecha aproximada:

7. ¢Estéa usted usando algun medicamento en sus 0jos? Favor de anotar nombre y que tan segido lo usa:

8. ¢Esta usted en tratamiento medico por algunas condicion media? Favor de circular lo que aplique:

Diabetes Enfermedad del Corazon Alta Presion Sanginia
Enbolia Amrtritis Otro:

9. (Que medicamentos (aparte de los de arriba) esta tomando? Favor de anotar:

10. ¢Tiene alergia algun medicamento? Favor de anotar:

11. ;Tiene alguna historia familiar con problemas de los 0jos? Favor de circular y anote relacion
familiar:

Glaucoma: Cataratas:
Enfermedades de la Retina: Otro:

12. Favor de circular cualquiera de los siguientes si a usted le gustaria mas informacion:
LASIK Lentes de Contacto Cirugia de Cataratas
Glaucoma Enfermedades Diabeticas del Ojo Otro



David J. Fuerst , MD Inc. Privacy Statement

David J Fuerst, Medical Group, Inc. 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. You have the right to obtain a copy of this Notice upon request.

Patient Health Information Under Federal Law, your patient health information is protected and confidential. Patient health information includes
information about your symptoms, test results, diagnosis, treatment and health related medical information. Your health information also includes
payment, billing and insurance information.

How We Use Your Patient Health Information We use health information about you for treatment, to obtain payment, and for health care
operations, including administrative purposes and evaluation of the quality of care that you receive. Under some circumstances, we may be required
to use or disclose information without your permission.

Example of Treatment, Payment, and Health Care Options

Treatment: We will use and disclose your health information to provide you with medical treatment or services. For example, nurses, physicians and
other members of your treatment team will record information in your record and use it to determine the most appropriate course of care.

Payment: We will use and disclose your health information for payment purposes. For example, we may need to obtain authorization from your
insurance company before providing certain types of treatment. We will submit bills and maintain records of the payments from your health plan.
Health Care Operations: We will use and disclose your health information to conduct standard internal operations, including proper administration
of records, evaluation of the quality of treatment, and to assess the care and outcomes of your case and other like it.

Special Uses: We may use your information to contact you with appointment reminders. We may also contact you to provide information about
treatment alternatives or other health-related benefits and services that may interest you.

Other Uses and Disclosures: We may use or disclose identifiable health information about you for other reasons, even without your consent. Subject
to certain requirements, we are permitted to give out health information without your permission for the following purposes:

Required by Law: We may be required by law to report gunshot wounds, suspected abuse or neglect or similar injuries and events.

Research: We may use or disclose information approved for medical research.

Public Health Activities: As required by law, we may disclose vital statistics, diseases, information related to recalls of dangerous products, and
similar information to the public health authorities.

Health Oversight: We may be required to disclose information to assist in investigations and audits, eligibility for government programs, and similar
activities.

Judicial and Administrative Proceedings: We may disclose information in response to an appropriate subpoena or court order.

Law Enforcement Purposes: Subject to certain restrictions, we may disclose information required by law enforcement officials.

Deaths: We may report information regarding deaths to coroners, medical examiners, funeral directors, and organ donation agencies.

Serious Threat to Health or Safety: We may use and disclose information when necessary to prevent a serious threat to your health and safety, or the
health and safety of the public or another person.

Military and Special Government Functions: If you are a member of the armed forces, we may release information as required by military
command authorities. We may also disclose information to correctional institutions or for national security purposes.

Workers Compensation: We may release information about you for workers compensation or similar programs providing benefits for work-related
injuries or illness. In any other situations, we will ask for your written authorization to disclose information. You can later revoke that authorization
to stop any future uses or disclosures.

Individual Rights You have the following rights with regard to your health information. Please contact the person listed below to obtain the
appropriate form for exercising these rights.

Request Restrictions: You may request restrictions on certain uses and disclosures of your health information. We are not required to agree to such
restrictions, but if we do agree we must abide by those restrictions.

Confidential Communication: You may ask us to communicate with you confidentially by, for example, sending notices to a special address or not
using a postcard to remind you of appointments.

Inspect and Obtain Copies: In most cases, you have the right to look at or get a copy of your health information. A fee may apply.

Amend Information: If you believe that information in your record is incorrect, or if important information is missing, you have the right to request
that we correct the existing or add the missing information.

Our Legal Duty  We are required by law to protect and maintain privacy of your health information, to provide this Notice about our legal duties
and privacy practices regarding health information, and to abide by the terms of this Notice currently in effect.

Changes in Privacy Policies We may change our policies at any time. Before we make significant changes in our policies, we will change our
Notice and post the new Notice in the waiting area and each examination room. You can also request a copy of our Notice at any time. For more
information about our privacy practices, contact the person listed below.

Complaints: If you are concerned that we have violated your privacy rights, or if you disagree with a decision we made about your records, you
may contact the person listed below. You may also send a written complaint to the U.S. Department of Health and Human Services. The person
listed below will provide you with the appropriate address upon request. You will not be penalized in any way for filing a complaint.

Contact Person If you have any questions, requests, or complaints, please contact:

David J. Fuerst M.D., Inc. Mary Trapp 1135 S. Sunset Ave Suite 312 West Covina, CA 91790

I, hereby acknowledge receipt of the Notice of the Privacy Practice given to me.




