MICHAEL J. GROTH, M.D.
Ophthalmic Plastic and Reconstructive Surgery

PATIENT REGISTRATION SHEET

PATIENT’S LEGAL NAME: DATE:

PATIENT’S PREFERRED NAME (If different from legal name):

DATE OF BIRTH: AGE: SEX: O MALE 0O FEMALE
ADDRESS:

CITY: STATE: ZIP:

CELL PHONE: ( ) (WILL BE USED FOR APPOINTMENT REMINDERS)
Home Phone: ( ) May leave a message on your home phone? OYes [ No
EMAIL.: Driver’s License:

Marital Status: 0 Single O Married O Divorced O Widowed [ Separated [ Other:

Referred By: Driver’s License:

Your Occupation: Employer’s Name:

Work Address: Work Phone: ()
Emergency Contact: Relationship:

Emergency Contact’s Phone:

Preferred Pharmacy:

Reason For Today’s Consultation:

INSURANCE INFORMATION

Primary Carrier: Group#: Policy #:
Name of Insured: Insured’s Date of Birth:
Insured’s Employer: Employer’s Phone:

Employer’s Address:
Send Claims to (Address/Phone):

Secondary Carrier: Group#: Policy #:
Name of Insured: Insured’s Date of Birth:
Insured’s Employer: Employer’s Phone:

Employer’s Address:
Send Claims to (Address/Phone):

**YOUR CARRIER REQUIRES THE LISTING OF INSURED’S EMPLOYMENT INFO AND DATE OF BIRTH**

PLEASE CHECK HOW YOU WILL PAY FOR TODAY’S SERVICES (Due at time services are rendered):
O Check O Cash [OVisa/Mastercard/AMEX



MICHAEL J. GROTH, M.D.
Ophthalmic Plastic and Reconstructive Surgery
PATIENT MEDICAL MISTORY

PATIENT NAME: DOB:
HEIGHT: WEIGHT: Date of Last Complete Physical Examination:
Primary Care Physician: Physician’s Telephone: ()

0 NO KNOWN ALLERGIES O ALLERGIES (to medications, foods, etc.):

*ALLERGIC TO: OEGGS OSOYBEAN 0O LATEX 0O NONE
* If Yes, Please Explain Reaction:

MEDICATIONS (taken regularly or occasionally, prescription and non-prescription):

*ARE YOU CURRENTLY TAKING ANY FORM OF SEMAGLUTIDE? O NO OVYES,
Have You Taken Cortisone or Steroid Medication the Past 6 Months? 0 NO [OYES,

Do You Have Any Current or Recent Medical Problems? If so, are you under a doctor’s care for these? Please
Explain:
DO YOU HAVE OR EVER HAD ANY OF THE FOLLOWING? (Please check all that apply):

O Contact Lenses O Cataract(s)

O Glaucoma O Anemia

O Diabetes O Kidney/Urinary Problems
O Heart/Circulation problems O Cancer

O Mitral Valve Prolapse O Seizure or Epilepsy

O Pacemaker O Stroke

O Lung/Respiratory problems O Hiatal Hernia

O Asthma O AIDS/HIV Positive

O Dizziness/Fainting OO Hepatitis B

O Blood or Bleeding Skin Problems O Hepatitis C

O High Blood Pressure O Other (please list):

O Implants (including hardware) O NONE OF THE ABOVE

HAVE YOU EVER HAD AN ABNORMAL: O EKG O CHEST X-RAY OBLOOD OR LAB TEST
DATES AND TYPES OF PREVIOUS SURGERIES:

HAVE YOU OR A BLOOD RELATION EVER HAD ANY COMPLICATIONS OR PROBLEMS WITH SURGERY
OR ANESTHESIA? IF YES, PLEASE EXPLAIN:

HAVE YOU EVER BEEN HOSPITALIZED FOR ANYTHING OTHER THAN SURGERY? IF YES, PLEASE
EXPLAIN:

Do You Drink Alcohol? OYES, How Much? O NO Do You Smoke? OYES, How Much? O NO
ARE YOU PREGNANT? OYES O NO ARE YOU NURSING? OYESs O NO
PATIENT SIGNATURE: DATE:

PHYSICIAN SIGNATURE: DATE:




MICHAEL J. GROTH, M.D.
Ophthalmic Plastic and Reconstructive Surgery

FINANCIAL AGREEMENT AND AUTHORIZATION OF BENEFITS

PATIENT’S NAME

RESPONSIBLE PARTY RELATION:

1. Michael J. Groth, M.D., the surgical facility anesthesiologist are NOT contracted
providers for any insurance companies. Payment is always required at the time
services are rendered or by the date specified in the financial agreement, whichever
comes first. Insurance claims can ONLY be submitted for medically necessary
procedures upon request as a courtesy. | do hereby agree that I am ultimately
responsible for paying for all services rendered to me by Michael J. Groth, M.D. |
have read the above office policy and understand it.

SIGNATURE OF PATIENT/RESPONSIBLE PARTY DATE

2.  Provided that my insurance can be billed for these services, | agree to accept only the amount my
insurance carrier reimburses, no more and no less. A copy of this authorization is as valid as the
original, and this authorization will remain in effect until I rescind it in writing.

SIGNATURE OF INSURED/AUTHORIZED PERSON DATE

3. lauthorize the release of any medical or other information necessary to process claims to
my insurance company. A copy of this authorization is as valid as the original, and this
authorization will remain in effect until rescinded by me in writing.

SIGNATURE OF INSURED/AUTHORIZED PERSON DATE



MICHAEL J. GROTH, M.D.
Ophthalmic Plastic and Reconstructive Surgery

YOU ONLY HAVE TO COMPLETE THIS FORM IF YOU HAVE MEDICARE

PRIVATE CONTRACT FOR MEDICARE BENEFICIARY

Dr. Michael Groth has opted out of Medicare. The Medicare Administration requires that all
Medicare patients read, understand and sign the following:

I am aware that the office requires payment at the time services are provided. I do hereby agree
that I am ultimately responsible for paying for all services rendered to me by Michael J. Groth,
M.D.

Initials

I agree that I cannot submit a claim or request Michael J. Groth, M.D. to submit a claim for
payment under Medicare, even if such items and services are otherwise covered by Medicare.

Initials

I acknowledge that Medigap plans do not, and other supplemental insurance plans may choose
not to, make payment for items and services rendered by Michael J. Groth, M.D.

Initials

I acknowledge that Michael J. Groth, M.D. is not limited in the amount that he may charge for

the items and services rendered. I understand that no reimbursement will be provided by
Medicare to Michael J. Groth, M.D. for services rendered.

Initials

I understand that a Medicare Advantage plan may not by law make any payments to the
physician for any Medicare items and services furnished to me under this contract.

Initials

1, , hereby understand that Michael J. Groth, M.D. is not
a provider for Medicare and that I am ultimately responsible for items and services rendered. 1
have read the above office policy and understand it.

Signature Date



MICHAEL J. GROTH, M.D.
Ophthalmic Plastic and Reconstructive Surgery

HAVE YOU EVER EXPERIENCED THE FOLLOWING:

YES NO YES NO
Unexplained Muscle Cramping or Spasms Headaches
Excessive Sweating Heatstroke
Night Sweats Heat Intolerance
Fatigue Elevated Blood Pressure
Nausea or Motion Sickness Hypothyroidism
Dizziness Fevers following Exercise or Anesthesia
Excessive Thirst Dark Chocolate Colored Urine

Please indicate how many caffeinated beverages you consume daily:

Have any blood relatives had problems with anesthesia? No [0  Yes [, Please Explain

Do you have a muscle or neuromuscular disorder? No O Yes [, Please Explain

Do you or any family member have a history of malignant hyperthermia? No LI Yes [, Please Explain:

VTE RISK ASSESSMENT

Add 5 points for each of the following statements that apply: | Add 2 points for each of the following statements that apply:

(] Recent elective hip or knee joint replacement surgery. Il Age 60-74 years.

] Broken hip, pelvis or leg within the last month. [ cancer (current or previous).

] serious trauma within the last month (i.e. afall, broken bone or a O Recently had major surgery that lasted longer than 45 minutes.

car accident. [] Recent laparoscopic surgery longer than 45 minutes.

L] spinal cord injury with paralysis within the last month. [ Plaster cast that has kept you from moving your limb within the
last month.

Add 3 points for each of the following statements that apply: | [ Tube in blood vessel in neck or chest that delivers blood or

| Age 75 or over. medicine directly to the heart (also called central venous access).

O History of blood clots.
O Family history of blood clots.
O Family history of blood-clotting disorders.

Add 1 point for each of the following statements that apply:

] use of birth control or Hormone Replacement Therapy. [ varicose Veins.

] Have been pregnant or had a baby within the last month. O History of Inflammatory Bowel Disease (i.e Crohn’s or UC).
] Age 41-59 years. ] Legs are currently swollen.

] Planning minor surgery in the near future. ] Overweight or obese.

(] Had major surgery within the past month. L] Heart Attack.

] serious infection (i.e. pneumonia). ] History of Congestive Heart Failure.

] Lung Disease (i.e. emphysema or COPD). ] Currently on bed rest or severely restricted mobility.

TOTAL SCORE: |:| Low Risk 0-1 point, Moderate Risk 2 points, High Risk 3+ points
1 Use SCD [1 Early P/O Ambulation [J TED Stockings

Patient

Signature Date Anesthesiologist Signature Date

Surgeon

Signature Date RN Signature Date




MICHAEL J. GROTH, M.D.
Ophthalmic Plastic and Reconstructive Surgery

BRIGHTON LASER AND SURGERY INSTITUTE

PRE-OPERATIVE EVALUATION OF BLEEDING HISTORY

Are you currently taking any medications that might affect bleeding [i.e. blood thinners, antiplatelet

agents (NSAIDs, ASA) or anticoagulants (warfarin, heparin)]? O No OYes,
please explain:

Personal history of bleeding disorder or excessive bleeding? 0 No O Yes, please
explain:

Have you ever had excessive bleeding after surgery or major trauma? 0 No O Yes, please
explain:

Family history of bleeding disorder or excessive bleeding? 0 No O Yes, please
explain:

Do you have any comorbidities which may increase bleeding risk (i.e. bone marrow, renal or liver
disorder)? 0 No [O Yes, please explain:

NOTE: ALL SCHEDULED SURGERY PATIENTS WILL NEED TO HAVE A PT/PTT BLOOD TEST
PERFORMED 2-3 WEEKS PRIOR TO SURGERY.

PATIENT SIGNATURE DATE ANESTHESIOLOGIST SIGNATURE DATE

SURGEON SIGNATURE DATE RN SIGNATURE DATE



MICHAEL J. GROTH, M.D.
Ophthalmic Plastic and Reconstructive Surgery

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), | have certain rights
to privacy regarding my protected health information. | understand that this information can, and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple health care providers who may
be involved in that treatment directly and indirectly.

o Obtain payment from third-party payers.

e Conduct normal health care operations, such as quality assessments and physician certifications.

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the
uses and disclosures of my health information. | understand that this practice has the right to change its Notice of
Privacy Practices from time to time and that | may contact this practice at any time at the address above to obtain a
current copy of the Notice of Privacy Practices.

I understand that | may request in writing that you restrict how my private information is used or disclosed to carry out

treatment, payment, or health care operations. | also understand you are not required to agree to my requested
restriction, but if you do agree, then you are bound to abide by such restrictions.

Patient Name:

Relationship to Patient:

Signature:

Date:

FOR OFFICE USE ONLY:

I attempted to obtain the patient’s signature in acknowledgment on this Notice of Privacy Practices Acknowledgment
but was unable to do so as documented below.

Date Initials Reason



MICHAEL J. GROTH, M.D.
Ophthalmic Plastic and Reconstructive Surgery

PATIENT AUTHORIZATION FORM

I hereby authorize any or all of the designated parties listed below to request and receive the release of any protected
health information related to my treatment, payment or administrative operations. | understand that the identity of
designated parties must be verified before the release of any information.

Authorized Designees:

Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:

This authorization shall remain in effect from the date signed below until revoked.

I understand that:

e | may inspect or copy the protected health information to be used or disclosed.

e | may revoke this authorization in writing by contacting your practice at the address above, attention Privacy
Officer.

o Information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient and
no longer protected by HIPAA.

e | may refuse to sign this authorization and that you will not condition treatment or payment on my providing
this authorization (except to the extent that the authorization is for research-related treatment, in which case,
you may refuse to provide that research-related treatment).

Patient Name:

Signature: Date:

Relationship to patient, if minor:

Privacy Officer:




