Central Florida

Eye Clinic OMAR M. KAZI, M.D.
www.centralfloridaeyeclinic.com Board Certified Ophthalmologist

Dear Valued Patient,

Attached is your new patient registration for our practice. Please fill

this packet out completely and bring it with you to your appointment,
scheduled on:

at am/pm
As part of your complete exam, you will be dilated during this
appointment.

In addition to this paperwork, we kindly ask that you bring a valid
photo ID, updated insurance card(s), and a current list of ALL
medications you are taking.

Should you have any questions please contact us at (407) 674-7333, our
fax number (407) 633-0306.

Thank you,

Central Florida Eye Clinic
centralfloridaeyeclinic@gmail.com

2822 S Alafaya Trail
Ste 150
Orlando, FL 32828



Central Florida Eye Clinic
How Did You Hear About Us
PATIENT NAME
" PHYSICIAN NAME
U Y
! CINN i 1SPN2 E QOXYGUN ! GOLY CHANNEI, i NEWS 13 CITANNEL
I FLORIDA TODAY NEWSPAPER y
™ MAILER / POSTCARD
r Website
r Friend or Colleague
o

b
t

Web search (Googie / Bing / Yahoo)

Other

OMAR M. KAZI, M.D,

2829 S Alafaya Trail
Ste 150
Orlando, FL 32828
(407) 674 7333



DRAR M. KAZI, M.D.

Central Florida Eye Clinic

MEDICAL H ISTORY
Name: Date of birth: ___¢ I FHelght Weight

Ara yau presently under the care of a nhysician? Yas /N W so, physisians name:
List ALL medications you are aunently taking
List ALL of your allergies

e e et L e e 1 s e

— Redness — Light sonﬂhvity

I:I:y eye faahng o EW! Paln'Suramss Muunus dial:hargu — Stins/Chalazion
— Chuoriic infection of eyo or fids —. Sandy or gritty fecling —_ Tired" ayes ~MehingBurrmng - Fluctusting visual aguy
_Other
Do you use lubricating aye drops? Yos/No What name bramd? __
Do you wear eamact lenses? Yes/No How lang have you had theme i~

Are they comfertahle? Yes/No Have you tried wearing them before and discorinuad 1867 YesiNo
Do you wear glagses? Yes / No How tong have you i tham?

Hamyouawmnanewhﬂum Yes /No Desriibe:

Please indicate if vou or a blond relative have or have hag any of the follovang conditions:

Macular degeneration LiNo [1ser [} Family Relalionship.
Diabetes [dNo [ }Set [JFamiy Relalionship:
Heart disease LiNo []SeF [] Family Relationship:
High blood pressure LINo  [1SeF [Famiy Relationship:
Ca% LiNo { |seir {1 Family Relationship:
AsthmalFespiratory LINo  [1Sell | )Famiy Relationstp:
Arthvitis IiNo []Sel L.J Family Relatitmship: =) e
Epilepsy LINo [ yser {1 Family Relationship:
Stioke LINo  []Sef {]Famiy Relationsiip:
HeadachesiMigraines [LJNo [iSeN ] Family Relationship:
Glaucoma - LiNo [[Sell [JrFamiy Relationship:
Allergies [ONo [ ]Ser ] Family Ralalinnstip: e
GastrointestinaliLiver [INo [ 1Sen I_] Family Relatinnship:
B?ml disorder [LINo [ ]sel [} Family Relafionship:
yRe.
Kitiney stones [iNo Self Fami Relationshi
Kidney failura LINo ?_'_]ann fj.e:m:g nelaﬁnmhi:. e T
SOCIAL HISTORY Past Sugical Histosy:
Do you smoke? Yes /No Number of packsperday: Pleese list any pricr Sugeries :
o you drink alcahot? Yes/No Number of drinks per day: b, T, e
Do you use llegal drugs? (cocaine, marljuana, sic,) Yas /No
Patient signature b Date i /
2822 8 Alafaya Trai]
Ste 150
Oriando, FL 32898

(407) 674 7333



Ll

OMAR M. KAZI, m.D,

Central Florida Eye Clinic

Palient Signature Prin

ted Name
PATIENT REGISTRATION

FIRST NAME & MIDDLE IN{TIAL
S— . GITY ST. ZIP
HOME PHONE( ) - CELLPHONE () & WORK(__ ) .
PRIMARY CARE PHYSICIAN

REFERRING PHYSICIAN
DATE OF BIRTH__ / / SEX MARITAL STATUS

SOCIAL SECURITY NUMBER - - ETHNICITY RACE
LOCAL PHARMACY

LOCATION
EMPLOYER NAME

S
PRIMARY INSURANCE MEMBER/GROUP#
SECONDARY INSURANCE MEMBER/GROUP#

FOR INSURANCE PURPOSES, PLEASE LIST THE RESPONSIBLE PARTY'S (SUBSCRIBER'S):
LAST NAME

FIRSTNAME &MIDDLEINITIAL____

ADDRESS oIy <
HOME PHONE ——  CELPNONEE T WORK(_ ) -
E-MAIL___
RELATIONSHIP TO PATIENT RESPONSIBLE PARTIES D.OB_ 77
SOCIAL SECURITY NUMBER N LANGUAGE OF CHOICE

EMERGENCY CONTACT INFORMATION
NAME BUBNEG. 5 - ot

AUTHORIZATION TO RELEASE INFORMATION: | HEREBY AUTHORIZE THE PHYSIGIAN TO RELEASE ANY
INFORMATION  ACQUIRED IN THE COURSE OF MY TREATMENT NECESSARY TO PROCESS INSURANCE CLAIMS.,

PATIENT SIGNATURE (OR PARENT IF A MINOR) DATE / !

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: | HEREBY AUTHORIZE PAYMENT DIRECTED TO THE PHYSICIAN
OF THE SURGICAL ANDVOR MEDICAL BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR HIS/HER SERVICES AS
DESCRIBED, REALIZING 1 AM RESPONSIBLE TO PAY NON-COVERED SERVICES.

PATIENT SIGNATURE (OR PARENT [F AMINOR)_

DATE CETEN,

2822 8 Alafaya Trail
Ste 150

- Orlando, FL 32828
(407) 674 7333



CHAR M. KAZI, m.0

Central Florida Eye Clinic ; 3 #
CONTACT RECORD

Patient's Neme Date of Birth l /

Pharmacy Name Phone # (_ ) -

orida Kys Clinig will leave confidentiai 4] mw:aﬂngmamf ith a family member
eave messages on your ine, with a
wmmwmmmmmmmmammommymmmmm
WprWWWmmMIMW.me.mmMMMM
we will only leave our name and number and other |

nformation necesaary to confinm an appointment, or ask
you to call back.
Please contact me as follows:
* Home Telephone () - Cell ( ) -

E-MAIL ADDRESS

o0 OK to leave a message with healihcare information.
o Leave message with call back number only.
o Do NOT leave messages.

s Work Telephone (____ ) -

0 OK to leave measages with healthcare information.
o Leave a message with call back number only.

o Do Not ieave messages.

o Retired or not working.

-

List the names of individuals you authorize us to speak with regarding your healthcare.
o None.

o Spouse
o Child

o Other ____

If we are unable to reach you by any other means, we will send information
through the U.S. Postal Service to your home address.

%@ s
e 008 Ralya el —— -
Ste 150
Orlando, ¥1 32828
{407) 674 7333




OMAR . KAZI, M.D.

Central Florida Eye Clinic

Patient Consent Form

Qur Notice of Privacy Practices provides information about how we may use and

disclose protected health information about you. The Notice contains a Patient Rights
seoﬁmg:;mhgmﬂgmsmdermum. You have the right to review our Notice before
signing

.Thetermofourhlntharnayd‘uma. If we change our Notice,
you may obtain a copy by contacting our office. ’

You have the right to request that we restrict how protected health information about you is
used or disclosed for treatment,

disclosures we have already made in reliance to '
fnrmtncomplymmmeHaa!mm;uramePortsb&myand

Accountability Act of 1996 (HIPPA),
THE PATIENT UNDERSTANDS THAT:
« Protected health information may be disclosed or used for treatment, payment or health
information.

The Practice has a Notice of Privacy and that | have received this Notice.
The Practice reserves the right to change the Notice of Privacy Policies.
| have the right to restrict the uses of their information but the Practice
does not have to agree with those restrictions.

I may revoke this Consent in writing at any time and all future disclosures will cease.
The Practice may condition treatment upon the execution of this Consent.

This consent was signed by:

Signature of Patlent or Representative Date

Relationship to Patient (if other than patient):

Witnessed by:,

Signature of Witness

2822 § Alafaya Trail
Ste 150
Orlando, FL 32828
(407) 674 7333




OMAR M. KAZS, M.D.

any haider of Medioa m'“'m' : ""' priying for : inelor Thi Vil ;
cantis Mmmm“ “m&}mtﬁwu#m?m'::ﬂ“
hehall (o mmmm.twmmdmm mads anmy

nuwmhumm&mmm inswrance 1. Should you fall 10 do 80 and

L

a ; “._’_ '-—L—._-m
Printad Neme .

micuu W oaw "‘H.
Ste 150

"t' .
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Central Florida Eye Clinic
Authorization to Release / Obtain Health Information

[_] Permission to send Medical Records to: [_] Request Medical Records from
Name

Address

City/State

Telephone :
I authorize this information to be faxed. Number.

= 'y e

For Healthcare Covering the Period(s) [ ] All or From: To:

T understand that specific information to be released may include any illness or injury, medical history,

mmmmmmmmﬂwo@hdaﬂwmmwmmm

photography, lab results, prescriptions, operative reports, and letters, This infomation may inchide AIDS or HIV,
alcohol and/or drug abuse, and mental health,

Today’s date Unless otherwise indicated, this authorization will expire (12) months from
the date of signature. The physician and employees are released from any legal responsibility or Hability for
disclosure of the above information to the extent indicated and authorized herein. I understand that this

authorization may be revoked in writing at any time, except to the extent that action has been taken in reliance on
this authorization for the purpose stated above.

Tunderstand thit there may be a fee for preparing and fuenishing this information.

Signature of Patient/Legal Representative Patient Name (Print) Date of Birth
Initial
2822 8. Alafaya Tralil
Suite 150
Orlando, FL 32828
(407) 674-7333

(407) 663-0306 (fax)



