
NORWOOD Clinic
OPHTHALMOLOGY

One Independence Plaza . Suite 700. Hornewood, Ala barn 35209. (205) 250-6042

John S. Owen, Jr., M.D.
_________________________________________________________ has an appointment with Dr. Owen

U Monday U Tuesday U Wednesday U Thursday U Friday ____________________ at ___________

Directions to Office
If you are traveling on 1-65 South:
Take exit 261 A on the left to merge onto 1-20 East/l-59 N toward Atlanta/Gadsden. Travel 1.2 miles and take exit 1 26A for Carraway Blvd.
toward US-31/US-280. Go 0.6 miles and merge onto US-280 E/US-31 S (Red Mountain Expressway). Continue onto US 31/Montgomery
Pkwy and you will see the Regions Bank Building on your right where our office is located. Turn right on 29th Ave South and turn right into
the parking garage.

If you are traveling on 1-65 North:
Take exit 252 for US-31/Montgomery Hwy and turn right on US-31. Drive 5.4 miles and you will see the Regions Bank Building on your left.
Turn left on 29th Ave South and right into the parking garage.

If you are traveling on Hwy 280:
Heading West on Hwy 280 you will merge onto US-31/Montgomery Pkwy toward Montgomery, continue for 0.4 miles and you will see the
Regions Bank Building on your right. Turn right onto 29th Ave South and turn right into the parking garage.

If you are traveling on Interstate 59/20:
Take exit 1 26A to merge onto Hwy 280 East/Hwy 31 5. Continue on Hwy 31 for 3.3 miles and you will see the Regions Bank Building on
your right. Turn right onto 29th Ave South and turn right into the parking garage.



Medical History Questionnaire
Dr.John Owen

*please answer ALL questions and fill in All blanks.*

Patient Name: _________________________________ DOB:________________________

Primary Care Physician: _________________________Phone:________________________

Current Job Title: _______________ Retired:_______________ Disabled:_______________

Living Arrangements:Private Home:_ Assisted Living:_ Nursing Home: Group Home:_

Do you wear Glasses? Yes / No How old are your current glasses?______________

Do you wear contact lenses? Yes / No Brand:___________________________

Lasteyeexam:________________ Doyou drive? Yes/No

Do you smoke? Yes / No *lf yes, how much? _______ *jf no, have you ever? Yes / No

Do you use alcohol? Yes / No *lf yes, how often?__________

Please list ANY and ~ surgeries you have had in the past:_______________________________

List any drug allergies:___________________________________________________________

List ALL current medications:______________________________________________________

Family History: List anyone in your family other then yourself who has/had:

Which Family Member Which side

Glaucoma _________________________ Mom side / Dad side

Macu lar Degeneration __________________________ Mom side / Dad side

Heart Disease __________________________ Mom side / Dad side

Hypertension __________________________ Mom side / Dad side

Diabetes __________________________ Mom side I Dad side

Cancer __________________________ Mom side / Dad side



Review of Systems
Dr. John Owen

* Please answer No or Yes on ALL options*

No Yes No Yes No Yes

General Gastrointestinal Psychiatric

Fatigue ______ Stomach Ulcers _______ Depression ______

Weight Loss _______ Intestinal Disease _______ Anxiety ______

Hernia ______ Memory Loss ______

Eyes Insomnia ______

Blurring ______ ______ Genitourinary

Double Vision ______ ______ Bladder Problems Endocrine

Irritation Liver Problems Diabetes

Discharge Kidney Problems Thyroid Problems

Vision Loss Enlarged Prostate

Eye Pain Heme/Lymphatic

Light Sensitivity Musculoskeletal Bleeding

Joint Pain ______ _______ Blood Clots

Ear/Nose/Throat Arthritis ______ ______ Anemia

Hearing Problem Osteo Arthritis _______ _______

Sinus Problem Rheumatoid Arthritis ______ _______ Allergic/
Immunologic

Chronic Cough Lupus

Dry Mouth Skin Sjogrens
Syndrome

Skin Cancer _______ _______ Hives

Cardiovascular Psoriasis

Chest Pains Warts Females

Palpitations Acne Pregnant ______ ______

High Blood Pressure Nursing ______ ______

Heart Problems Neurologic

Cholesterol Seizures Cancer

Tremors Location:

Respiratory Vertigo

Emphysema Multiple Sclerosis ______ _______

Congestion Dizziness ______ _______

Short of Breath Epilepsy ______ ______

Asthma Headaches ______ ______

List any other problems or Concerns:
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~ NORWOODClinic
Patient Portal Registration and Referral Questionnaire

Norwood Clinic is proud to announce an online tool that will allow you to access your
healthcare information easily and securely.

You may access the following:

o Schedule an appointment
o Check lab results
• Pay your bill
• Ask the billing department question(s)
o Update your information

Please complete the below information:

Patient Name: _____________________________________ Birthday: ________________________

Email Address;

**We support our patients having access to their health information. Beyond the Patient Portal, we have also
enabled the ability for mobile apps to provide you access to your health information In a safe and secure way.
However, we are unaware of any apps that have been configured to connect to our system at this time. Our
website, www.norwoodclinic.com. will be updated when we become aware of any apps that you can use to access
your health information.

Would you like to receive electronic billing statements? D Yes L1 No

Referral Information

How did you hear about Norwood Clinic? (Another patient, friend of the patient, relative, dental office,
yellow pages, newspaper, school, work, mail out, billboard,radio commercial, etc.)

Signature: _____________________________________________ Date:

FOR STAFFIJSE ONLY-MUST BE COMPLETED

o Linked 0 Not linked

Enrollment Completed by:

Date:
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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. 

THE EFFECTIVE DATE OF THIS PRIVACY NOTICE IS APRIL 14, 2003, AS AMENDED ON AUGUST 21, 
2013. 

Norwood Clinic, Inc. (“Facility”, “us” or “we”) are required under the federal health care privacy rules (the "Privacy 
Rules"), to protect the privacy of your health information, which includes information about your health history, 
symptoms, test results, diagnoses, treatment, and claims and payment history (collectively, "Health Information"). We are 
also required to provide you with this Privacy Notice regarding our legal duties, policies and procedures to protect and 
maintain the privacy of your Health Information. We are required to follow the terms of this Privacy Notice unless (and 
until) it is revised. We reserve the right to change the terms of this Privacy Notice and to make the new notice provisions 
effective for the Health Information that we maintain and use, as well as for any Health Information that we may receive 
in the future. Should the terms of this Privacy Notice change, we will make a revised copy of the notice available to you. 
Any revised Privacy Notice will be available at our Facility(ies) for individuals to take with them and we will post a copy 
of a revised Privacy Notice in a prominent location in our Facility(ies). This Privacy Notice will also be posted and made 
available electronically on our website. 

PERMITTED USES AND DISCLOSURES OF YOUR HEALTH INFORMATION 

1. General Uses and Disclosures. Under applicable law, we are permitted to use and disclose your Health Information for 
the following purposes, without obtaining your permission or Authorization: 
 

• Treatment. We are permitted to use and disclose your Health Information in the provision and coordination of 
your healthcare. For example, we may disclose your Health Information to your primary healthcare provider(s), 
consulting providers, and to other healthcare personnel who have a need for such information for your care and 
treatment. 
 

• Payment. We may use and disclose your Health Information so that the treatment and services you receive may be 
billed to and payment may be collected from you, an insurance company or other third party, including 
determining the applicability of any health insurance coverage. For example, a bill sent to your insurance 
company may include information that identifies you, your medical information, and the procedures and supplies 
used in your treatment. 

 
• Healthcare Operations. We are permitted to use and disclose your Health Information for certain administrative, 

legal and quality improvement activities that are necessary for us to run our practice and to support our functions 
of treatment and payment, including, but not limited to: quality assurance, auditing, licensing or credentialing 
activities, and for educational purposes. For example, we can use your Health Information to internally assess our 
quality of care provided to patients. 

 
• Uses and Disclosures Required by Law. We may use and disclose your Health Information when required to do so 

by law, including, but not limited to reporting abuse, neglect and domestic violence, in response to judicial and 
administrative proceedings, in responding to a law enforcement request for information; or in order to alert law 
enforcement to criminal conduct on our premises. 

 
• Public Health Activities. We may disclose your Health Information for public health reporting, including, but not 

limited to reporting child abuse and neglect; reporting communicable diseases and vital statistics; product recalls 
and adverse events; or notifying person(s) who may have been exposed to a disease. 
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• Abuse, Neglect, or Domestic Violence. We may disclose your Health Information to a local, state, or federal 
government authority if we have a reasonable belief of abuse, neglect or domestic violence. 

 
• Regulatory Agencies. We may disclose your Health Information to a healthcare oversight agency for activities 

authorized by law, including, but not limited to, licensure investigations and inspections. These activities are 
necessary for the government and certain private health oversight agencies to monitor the healthcare system, 
government programs, and compliance with civil rights. 
 

• Judicial and Administrative Proceedings. We may disclose your Health Information in judicial and administrative 
proceedings, as well as in response to an order of a court, administrative tribunal, or in response to a subpoena, 
summons, warrant, discovery request, or similar legal request. 

 
• Law Enforcement Purposes. We may disclose your Health Information to law enforcement officials when 

required to do so by law. 
 

• Coroners, Medical Examiners, Funeral Directors. We may disclose your Health Information to a coroner or 
medical examiner. This may be necessary, for example, to determine a cause of death. We may also disclose your 
Health Information to funeral directors, as necessary, to carry out their duties. 

 
• Organ Donation. We may disclose your Health Information to organ procurement organizations or other entities 

engaged in the procurement, banking, or transplantation of cadaveric organs, eyes, or tissues. 
 

• Research. Under certain circumstances, we may disclose your Health Information to researchers when their 
clinical research study has been approved and where certain safeguards are in place to ensure the privacy and 
protection of your Health Information.  

 
• Threats to Health and Safety. We may use or disclose your Health Information if we believe, in good faith, that 

the use or disclosure is necessary to prevent or lessen a serious or imminent threat to the health or safety of a 
person or the public, or is necessary for law enforcement to identify or apprehend an individual. 

 
• Specialized Government Functions. We may disclose your Health Information to authorized federal officials for 

national security reasons and the Department of State for medical suitability determinations. We may also 
disclose your Health Information to authorized federal officials for the provision of protective services to the 
President of the United States or to foreign heads of state or to conduct related investigations. If you are a member 
of the U.S. Armed Forces, we may disclose your Health Information as required by military command authorities. 

 
• Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we 

may disclose your Health Information to the correctional institution or law enforcement official, where such 
information is necessary for the institution to provide you with healthcare; to protect your health or safety, or the 
health or safety of others; or for the safety and security of the correctional institution. 

 
• Workers' Compensation. We may disclose your Health Information as authorized by and to the extent necessary 

to comply with laws relating to workers' compensation or other similar programs that provide benefits for work-
related injuries or illnesses without regard to fault. 

 
• Fundraising. We may use or disclose your Health Information to make a fundraising communication to you for 

the purpose of raising funds for our own benefit. With each fundraising communication, we will provide you with 
an opportunity to elect not to receive any further fundraising communications. We will also make reasonable 
efforts to ensure that if you opt out of such communications you are not sent future fundraising communications. 
We may also use, or disclose to a business associate or to an institutionally related foundation, the following 
Health Information for the purpose of raising funds for our own benefit: (a) demographic information relating to 
you, including your name, address, other contact information, age, gender, and date of birth; (b) the dates of 
healthcare provided to you; (c) the department or area of service that provided you treatment; (d) your treating 
physician; (e) outcome information; and (f) your health insurance status. 
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• Marketing. We may use or disclose your Health Information to make a marketing communication to you that 

occurs in a face-to-face encounter with us or which concerns a promotional gift of nominal value provided by us. 
 

• Refill Reminders, Care Coordination, Alternative Therapies. We may provide you with refill reminders about a 
drug or biologic that is currently being prescribed for you, but only if any financial remuneration received by us in 
exchange for making the communication is reasonably related to our cost of making the communication. Except 
where we receive financial remuneration in exchange for making the communication, we may communicate with 
you for the following treatment and health care operations purposes: (a) for your treatment including case 
management or care coordination, or to direct or recommend alternative treatments, therapies, healthcare 
providers, or settings of care; (b) to describe a health-related product or service (or payment for such product or 
service) that is provided by, or included in a plan of benefits, including communications about a healthcare 
provider network or health plan network; replacement of or enhancements to, a health plan; and or (c) for case 
management or care coordination, contacting of individuals with information about treatment alternatives, and 
related functions to the extent these activities are not considered treatment. 
 

• Business Associates. We may disclose your Health Information to business associates who provide services to us 
pursuant to a written agreement that contains terms regarding protection of your Health Information. Our business 
associates are required to protect the confidentiality of your Health Information. 

 
• Other Uses and Disclosures. In addition to the reasons outlined above, we may use and disclose your Health 

Information for other purposes permitted by applicable law. 
 
2. Uses and Disclosures Which Require Patient Opportunity to Verbally Agree or Object. Under applicable law, we 
are permitted to use and disclose your Health Information: (a) for the creation of facility directories, (b) to disaster relief 
agencies, and (c) to family members, close personal friends or any other person identified by you, if the information is 
directly relevant to that person's involvement in your care or treatment. Except in emergency situations, you will be 
notified in advance and have the opportunity to verbally agree or object to this use and disclosure of your Health 
Information 
 
3. Uses and Disclosures Which Require Written Authorization. As required by applicable law, all other uses and 
disclosures of your Health Information (not described above) will be made only with your written permission, which is 
called an Authorization. For example: 

• Psychotherapy Notes. If we maintain psychotherapy notes, we must obtain your Authorization for any use or 
disclosure of such psychotherapy notes, except to carry out the following treatment, payment, or health care 
operations: (a) use by the originator of the psychotherapy notes for treatment; (b) use or disclosure by us for our 
own training programs in which students, trainees, or practitioners in mental health learn under supervision to 
practice or improve their skills in group, joint, family, or individual counseling; or (c) use or disclosure by us to 
defend ourselves in a legal action or other proceeding brought by you. 
 

• Certain Marketing Purposes. If we receive financial remuneration in exchange for making a marketing 
communication we must obtain your Authorization for any use or disclosure of Health Information other than a 
face-to-face communication made by us to you, or for a promotional gift of nominal value provided by us. 

 
• Sale of Health Information. We must obtain your Authorization for any sale of your Health Information and such 

Authorization will state that the disclosure will result in our receiving remuneration. 
 
4. Revoking Your Authorization. You may revoke your Authorization in writing at any time. The revocation of your 
Authorization will be effective immediately, except to the extent that: we have relied upon it previously for the use and 
disclosure of your Health Information; if the Authorization was obtained as a condition of obtaining insurance coverage 
where other law provides the insurer with the right to contest a claim under the policy or the policy itself; or where your 
Health Information was obtained as part of a research study and is necessary to maintain the integrity of the study. 
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PATIENT RIGHTS 

You have the following rights concerning your Health Information: 

1. Right to Receive Written Notification of a Breach of Your Unsecured Health Information. You have the right to 
receive written notification of a breach of your unsecured Health Information if it has been accessed, used, acquired, or 
disclosed in a manner not permitted by the Privacy Rules. We will provide this notification by first-class mail or, if 
necessary, by such other substituted forms of communication allowable by law or you may request in writing to receive a 
notification of a breach by electronic mail. 
 
2. Right to Inspect and Copy Your Health Information. Upon written request, you have the right to inspect and copy 
your own Health Information contained in a designated record set maintained by or for us. A “designated record set” 
contains medical and billing records and any other records that we use for making decisions about you. However, we are 
not required to provide you access to all the Health Information that we maintain. For example, this right of access does 
not extend to psychotherapy notes, or information compiled in reasonable anticipation of, or for use in, a civil, criminal or 
administrative proceeding. Where permitted by the Privacy Rules, you may request that we review certain denials to 
inspect and copy your Health Information. Instead of copies, we can provide you with a summary of your Health 
Information if you agree to the form and cost of such summary. If you request a paper copy or summary explanation of 
your Health Information, we may charge you a reasonable fee for copying costs, postage, and any other costs associated 
with preparing the summary or explanation. Instead of paper copies, if your Health Information is maintained in an 
electronic health record, you may request that we provide the information in electronic form to either you or to a 
designated third-party if such designation is clear, conspicuous, and specific. We may charge you a reasonable cost-based 
fee for an electronic copy, which shall not exceed our labor costs in responding to the request. We may, in some cases, 
deny your request to inspect and copy your Health Information and will notify you in writing of the reasons for our denial 
and provide you with information regarding your rights to have our denial reviewed. 
 
3. Right to Request Restrictions on the Use and Disclosure of Your Health Information. You have the right to request 
restrictions on the use and disclosure of your Health Information for treatment, payment and healthcare operations. We 
will consider, but do not have to agree to, such requests. However, we must agree to restrict a disclosure of Health 
Information about you to a health plan if: (a) the disclosure is for the purpose of carrying out payment or health care 
operations and is not otherwise required by law; and (b) the Health Information pertains solely to a healthcare item or 
service for which you, or someone other than the health plan on your behalf, has paid in full. 
 
4. Right to Request an Amendment of Your Health Information. You have the right to request an amendment of your 
Health Information. We may deny your request if we determine that you have asked us to amend information that: was not 
created by us, unless the person or entity that created the information is no longer available; is not Health Information 
maintained by or for us; is Health Information that you are not permitted to inspect or copy; or we determine that the 
information is accurate and complete. If we disagree with your requested amendment, we will provide you with a written 
explanation of the reasons for the denial, an opportunity to submit a statement of disagreement, and a description of how 
you may file a complaint. 
 
5. Right to an Accounting of Disclosures of Your Health Information. You have the right to receive an accounting of 
disclosures of your Health Information made by us. With respect to Health Information contained in paper form, our 
accounting will not include: disclosures related to treatment, payment or healthcare operations; disclosures to you; 
disclosures based upon your Authorization; disclosures to individuals involved in your care; incidental disclosures; 
disclosures to correctional institutions or law enforcement officials; disclosures for facility directories; disclosures that are 
part of a Limited Data Set; or disclosures that occurred prior to April 14, 2003 or as otherwise allowed by the Privacy 
Rules. With respect to Health Information contained in an electronic health record, unless otherwise specified by law, the 
accounting will not contain disclosures made to you upon your request; based upon your Authorization; to individuals 
involved in your care; or as allowed by law. You may request an accounting of applicable disclosures made by us within 
six (6) years prior to the date of your request for Health Information stored in paper form and made within three (3) years 
prior to the date of your request (but not for any disclosures made prior to implementation of our electronic health records 
system) for Health Information stored in an electronic health record. If you request an accounting more than once in a 12-
month period, we may charge you the reasonable cost-based expenses incurred to comply with your additional request. 
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6. Right to Alternative Communications. You have the right to receive confidential communications of your Health 
Information by a different means or at a different location than currently provided. For example, you may request that we 
only contact you at home or by mail. Such requests must be made in writing 
 
7. Right to Receive a Paper Copy of this Notice of Privacy Practices. You have the right to receive a paper copy of this 
Notice of Privacy Practices upon request. 
If you want to exercise any of these rights, have any questions, or feel that your privacy rights have been violated, please 
contact us. All requests must be submitted to us in writing and returned to the address below. 

NORWOOD CLINIC, INC. 
ATTN: PRIVACY OFFICER 

PO BOX 830230 
BIRMINGHAM, AL 35283-0230 

If you believe that your privacy rights have been violated or that we have violated our own privacy practices, you may file 
a complaint with our Privacy Officer. You may also file a complaint with the Office of Civil Rights, U.S. Department of 
Health and Human Services. Our Privacy Officer can provide you with the address. 

 



NORWOODC1inic
Acknowledgement of Receipt of Notice of Privacy Practices

Patient Name: ______________________________________ Patient Date of Birth: ________________

I have been presented with a copy of Norwood Clinic, Inc.’s (“Norwood”) Notice of Privacy Practices,
detailing how the above-named patient’s information may be used and disclosed as permitted under
federal and state law.

In the event of a m~dical emergency or if I am otherwise unavailable, I hereby allow Norwood to
discuss billing, appointments, treatment, d iagnos is, test results, and other protected health information
regarding the above-named patient with the following persons who are involved with the patient’s
health care and/or payment related to the patient’s health care:

Name Relationship Contact #

Contact Methods:

May we leave information on your answering machine at home? Yes No
May we leave information on your voicemail at work? Yes No
May we leave information on your cell phone? Yes No

My signature below is acknowledgement that I have received a copy of Norwood’s Notice of Privacy
Practices and that I agree to the conditions stated in the Notice of Privacy Practices and contained
in this form.

Printed Name of Patient Date

Signature of Patient

Printed Name of Parent/Patient’s Representative (If Applicable)

Signature of Parent/Patient’s Representative (If Applicable)



Patient Name: _________________________ DOB: ______________ Pt. ID#:

STATEMENT/ACKNOWLEDGMENT OF FINANCIAL RESPONSIBILITY:

We appreciate you choosing us as your healthcare provider. Payment for services rendered is
considered part of your overall treatment. Thus, your understanding of the following financial policies is
important to our professional relationship.

Private Insurance Benefits and Coverage Disclosures

As a courtesy, Norwood Clinic, Inc. (“Norwood”) will assist in filing insurance claims as
appropriate, but this in no way guarantees that any benefits will be paid by the patients insurance
company. Your insurance benefit is a contract between you and your insurance company. You are
responsible for notiI~’ing Norwood of any insurance coverage and any changes in your insurance
coverage. Norwood will assist with, but is not responsible for, obtaining any needed insurance referral(s)
or prior authorization(s). Required insurance referral(s) or prior authorization(s) are ultimately the
responsibility of the patient. All efforts relating to the collection of the patient’s insurance benefits are for
the patient’s convenience and do not represent a guarantee of collection or a credit to the patient’s account
until such time as payment is received by Norwood.

The patient’s insurance plan’s eligible charges or maximum allowed amount(s) are the most the
patient’s. insurance company is required to pay under the terms of the patient’s insurance plan. These
eligible charges or maximum allowed amounts are determined by the patient’s specific insurance plan.
Under many insurance plans, Norwood is a non-contracted provider and may not have information about
the patient’s insurance plan’s eligible charges or maximum allowed amount(s) until after a claim has been
processed. As a non-contracted provider, Norwood may bill the patient or his or her parent, guardian, or
personal representative for any fees relating to care received at Norwood that are not paid by the patient’s
insurance company even when the patient’s insurance carrier has paid the plan’s eligible charges or
maximum amount(s) for those services.

If the patient no longer meets the plan’s qualifications or if the criteria of the plan’s benefit
guidelines are not met (including but not limited to, referral or prior authorization procedures, benefit
exclusion and/or eligibility, etc.), the patient or his or her parent, guardian, or personal representative will
be responsible for payment of all non-covered claim charges relating to the care provided by Norwood. If
the patient is not able to provide proof of insurance at the time of appointment or if insurance is not able
to be verified, the patient or his or her parent, guardian, or personal representative will be responsible for
payment.

All services provided must be paid for, regardless of whether the patient’s insurance company
covers those services. The patient or his or her parent, guardian, or personal representative is ultimately
financially responsible for all charges not covered by insurance payments.

Private Pay/Self-Pay Patients

If the patient does not have insurance coverage of any kind, the patient or his or her parent,
guardian, or personal representative will solely be responsible for payment of all charges relating to the
care provided by Norwood.
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Payment Due Dates and Policies

Regardless of whether or not the patient has insurance coverage, the patient or his or her parent,
guardian, or personal representative is ultimately responsible for payment for services rendered by
Norwood. It is the policy of Norwood to collect payment at the time the service is rendered, including co
pays, deductibles, payments for non-covered services, and payments by private pay patients. In addition,
for patients having an outstanding balance at the time of an appoinfrnent, payment of the outstanding
balance is due prior to any additional services being rendered. Payment may be made by cash, check, or
credit/debit card.

If the patient or his or her parent, guardian, or personal representative is unable to pay the amount
due in full at the time of the appointment, the following procedures shall apply:

o Norwood will accept payment of one-third (1/3) of the amount due at the time of the
appointment. An additional one-third (1/3) is due thirty (30) days later, and the final one-
third is due thirty (30) days after that.

• If the patient is unable to pay one-third (1/3) of the amount due at the time of the
appointment, established patients may be allowed to enter into a payment plan agreed to
by Norwood.

• If the patient is unable to pay any of the amount due at the time of the appointment, in
non-emergent situations, the patient will be asked to reschedule their appointment for a
later date when payment can be made.

In the event a filed insurance claim has not been paid within a reasonable amount of time, the
patient or his or her parent, guardian, or personal representative will he billed and responsible for
payment. If Norwood later receives payment from the insurance company, the refund procedures
discussed below will apply.

Any amounts due that are not paid timely may be turned over to an attorney or collection agency.
The patient or his or her parent, guardian, or personal representative is responsible for all collection and
attorney fees, as well as finance or interest charges, associated with such accounts.

Norwood reserves the right to impose a charge for all returned checks. Norwood reserves the
right to impose finance charges on overdue balances. In the event that a check is returned making an
account balance overdue, both a returned check charge and finance charge may apply.

In the event the patient or his or her parent, guardian, or personal representative has overpaid on
an account, any credit balance will be applied towards an outstanding balance. In the event the patient
does not have an outstanding balance, a refund will be made in accordance with Norwoods refund
policies.

Acknowledgement

By signing below, I acknowledge the following:

• I have read and understand the information contained in this Statement/Acknowledgment
of Financial Responsibility.

23260493 vi 2



o I was provided with the opportunity to ask questions about the information contained
herein, Any questions asked have been answered to my satisfaction.

o I understand that I am financially responsible for all charges for services rendered that are
not covered by insurance.

o The decision to receive care from Norwood was voluntary.

Patient Signature Printed Name Date

Parent/Guardian/Personal Representative Printed Name Date
Signature (If applicable)
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Contact Lens Fitting and Evaluation Agreement

Johh S. Owen M.D.

Norwood Ophthalmology

Please understand that contact lens services are Not included in your annual comprehensive eye exam.

Contact lens are considered elective and are not covered by most insurance plans. By law, contact lenses
must be evaluated annually. This is to verify fit and health of the eye for allowed continuation of contact
lens wear. Once this has been done your contact prescription will be valid for one year.

New wearerto contacts:

Spherical Fit $70*

Toric or Multifocal $90*

*This cost will include: initial fit, Contact lens training, trial contacts and follow up visits for 45 days.

Current Contact lens wearer:

Spherical $60~

Toric or Multifocal $80*

*This cost covers the re-evaluation of fit and alignment. This will also include trial lens to verify new
prescriptions if needed.

Specialty Contact fit for RGP, Hard Contacts or Scleral lens are $150.00. This cost does not include
lenses associated with these fittings.

I understand that the fitting/evaluation fee does not include cost of supply contact lenses. Contact lens
supply are charged separately. Contact lens prescriptions will only be released after the initial
fitting/evaluation period is successful and all fees are paid.

I understand even with proper care there are risks associated with wearing contact lenses, and those
risksincrease with improper use. I must follow the instructions given to me by my eye care team about
wearing and replacement schedule. I agree to remdve my lenses at the first sign of problems and call the
office immediately if I develop unusual pain or.redness.

Signature: ________________________________________________________Date:



REFRACTION SERVICES AND FEES

A refraction is the process of determining your best corrected vision and if there is a need
for corrective eyeglasses or contact lenses. It is an essential part of the eye exam and is
necessary to write a prescription for glasses or contact lenses.
A refraction is NOT a covered service by Medicare or most medical insurance plans.
These plans consider a refraction a “vision” service not a “medical” service.

We will NOT file the charge for a refraction with a health insurance unless we know that
your plan covers the refraction charge.

Our office fee for a refraction is $40 and this fee is collected at the time of service in
addition to any co-payment your plan may require. Should your plan pay us for the
refraction, we will reimburse you accordingly.

We cannot file insurance on both the medical and routine vision plan for the same visit.

Patient’s Name (printed) Date

Patient Signature (Legally responsible applicable) Relationship to patient Staff Witness
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Vision and Medical Eye Visit Check-in

Norwood Ophthalmology

PATIENT NAME:

A. Patient Visit Types:

Vision Eye Exam (Routine Visit):
These examinations determine if vision can be improved with glasses or contact lenses and screen for
eye diseases.

Medical Eye Exam:
These are examinations for diagnosis and treatment of eye diseases. If glasses or contact lenses
cannot improve vision, often the cause is related to an underlying medical eye condition. Examples:
Glaucoma, Cataracts, Diabetes, Macular Degeneration, and other underlying medical conditions.

Refraction:
Refraction is the optical determination of the best possible eye vision. It is needed to determine if any
medical, optical, or surgical treatment may be indicated. It is NOT a covered service by most insurance
plans. Our office fee for refraction is $ 40 and it is collected at the time of service and is in
addition to any co-payment.

B. Please check below and sign for the type of exam you are having today:

D Vision Eye Exam D Medical Eye Exam D Refraction

Patient Signature Date

C. Refraction Notice to Patients

Refraction must be performed in order to obtain a prescription. Do you want to receive an eyeglasses or
contact lens prescription today?

D Yes D No Patient’s initials: _________
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A. Notifier: Norwood Ophthalmology Dr. John S. Owen
B. Patient Name: C. Identification Number:

Advahce Beneficiary Notice of Noncoverage (ABN)
NOTE: If Medicare doesn’t pay for D,Refraction below, you may have to pay.

Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D.Refraction below,

D. E. Reason Medicare May Not Pay: F. Estimated
Cost

Refraction Non-covered Service $40.00

WHAT YOU NEED TO DO NOW:
• Read this notice, so you can make an informed decision about your care.
. Ask us any questions that you may have after you finish reading.
. Choose an option below about whether to receive the D.Refraction listed above.

Note: If you choose Option I or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

G. OPTIONS: Check only one box. We cannot choose a box for you.

D OPTION 1. I want the D.Refraction listed above. You may ask to be paid now, but I
also want Medicare billed for an official decision on payment, which is sent to me on aMedicare
Summary Notice (MSN). I understand that if Medicare doesn’t pay, I am responsible for
payment, but I can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments I made to you, less co-pays ordeductibles.
L3 OPTION 2. I want the D.Refraction listed above, but do not bill Medicare. You may
ask to be paid now as I am responsible for payment. I cannot appeal if Medicare is notbilled.
D OPTION 3. I don’t want the D.Refraction listed above. I understand with this choice I
am not responsible for payment, and I cannot appeal to see if Medicare would pay.

H. Additional Information:

This notice gives our opinion, not an official Medicare decision, If you have other questions on
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-42271TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You also receive a copy.

~ I. Signature: J. Date:

CMS does not discriminate in its programs and activities. To request this publication in an
alternati’ve format, please call: 1-800-M:EDICARE or email: AitFormatReouest@cms.hhs.gov.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid 0MB control number.
The valid 0MB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7
minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information
collection, If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1 850.

Form CMS-R-131 (Exp. 03/2020) Form Approved 0MB No. 0938-0566
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