- ‘ Charles A. Shaller, M.D. - Patient Information Sheet

Demegraphic Information

TodaysDate: _ [ [ Date of Birth [ Sex: 0 Male O Female
NamI : i Ss# - -
Mailldg Address
Home Phone ‘Cell Phone Work Phone
E-mail address May we contact vou at this email? oyesono
Employer

: Name Address
Responsible Party/POA : !

. Name Address arid Phone# Ralation!
*|f patient is under 18 vears old *Responsible Party SS# - - Responsible Party DOB 1 b

(= if POA (Power of Attorney) please present documents so they may be copied for the patient's chart)

Emergency Gontact ]

Name Address and Phone# Relation.
Is this your first visit toour office? Y N If yes, referred by
: flce Information *** Please present insurance card(s) and a photo ID to be scanned for your chart. ™

imary Insurance: Policy Holder Name SS# . DOB Relationship :

Secandary Insurance: Policy Holder Name SS# . DOB = Relationshin -~

HCIAL POLICIES .

Hicare: By my signature below and where applicable, I request that payment of authorized Medicare benefits be made on my behalf to Charles A
Shaligr; M.D., for services furnished to me by Charles A. Shaller, M.D. | understand my signature requests that payment be made and authorizes
release of medical information necessary fo pay the claim. Charles A. Shalier, M.D. accepts the charge determination of the Medicare carrier as the full
charge; and | am respensible only for the deductible, coinsurance and noncovered sarvices. | understand that if a MediGap policy or other hegith
insutnce is indicated for my care, my signature authorizes payment of these secondary insurance beneafits be made on my hehalf to Charles A.
Shaller; M.D., if possible or otherwise to me. :

2. Other Insurance: | understand that Charies A. Shaller, M.D. maintains a Iist of health care service plans with which it contracts, such list being

avail "b;]e from the business office. And that Charles A. Shailer, M.D. has no contract, expressed or implied, with any plan that does not appear;on the
list. The undersigned agrees thatlam individually obligated to pay the full charges of ali services rendered to me by Charles A. Shaller, M.D. it [ belong
toa ','la;n that does not appear on the above mentioned list.

3 Ma!ﬁ-%.ccvered servicas: | understand that Charles A. Shaller, M.D.'s contracts with health care service plans {l.e. HMOs, PPOs) relats only fo items and

servi; é;s which are "covered” by the health service plan. Accordingly, the undersigned accepts full financial responsibility for all items or senéiees

which are detsrmined by the health insurance plzn not to be coverad. The undersigned agrees to cooperate with Charles A. Shaller, M.D. fo obtain
ssary health care service plan authorizations for services/treatments. :

4. Rejlezs.

e of Protected Health Information: | have received or was offered.a copy of Charles A. Shaller; M.D.’s Notice of Privacy Practices and
und

d their policies as well as my rights as i applies 1o use and disclosure of my confidential medical information.

5. Fi j apclal Agreement: | agree that in retorn for services provided by Charles A. Shaller, M.D., 1 will pay my account at the time service is rendered of
will make financial arrangements satisfactory to Charles A. Shaller, M.D, for payment. If an account is sent to an agency or attorney for collectoen, |

to pay collection sxpenses and reasonable attorney’s fees as established by the court. 1 understand and agree that if my accountis delipguient, |
pe charged interest at the legal rate. Any benefits under any health insurance policy insuring the patient are hereby assigned to Charles A. Shaller
M.D. li; co-payments andlor deductibles are designated by my insurance company or health plan, ] agree to pay them to Charles A, Shaller, MD. |
furthen understand and agrse that failure fo pay amounts owed in full at the time of service could result in an additional administrative processing fee
tharged to my acsount. It is understood that the undersigned and/or the patient are primatily responsibie for the payment of my bill. | adires fo
Inia timely manner, for any and all charges for services rendered by Charles A. Shaller, M.D. that are denied for payment by my health Insurance

L

Bengficiary Signature or Authorized Party ' Date

| (OVER)




Heglth History Form o . | _ '
Patient Name: _ , ~ - boB: __ Date Of Last Eye Exam: 5

Primary Care Physician:
Reason for your visit foday: | :
Have you ever been diagnosed With any of the following in the past‘? (Do not leave any unanswered) 0
“ " Yes No ; Yes No
‘0 OHead or Spinal lnjury O O Psychiatric Disorders
‘0 OAsthma or other breathing problems O O Seizures, Convulsion or Fainting
'O OCancer (Type) O OSickle Cell Anemia
O 0O Carotid Artery Disease 0~ ORheumatoid Arthritis
‘0 [ODisbetes #of yrs. /insulin? Y N 0O 0O Stroke or other Neurologic Disease
0 0O Qastrointestinal Disease/Ulcers 0  OTemporal Arteritis
0 0O HeartDisease 0  OThyroid Trouble
0 O Skin Disease O  OTuberculosis - ‘
0 OHighBlood Pressure . #of years @ 0O{Women) Are you pregnant?
O OHIVInfection orADS O 0ODo yousmoke? __ Packs perday
0 OKidney Disease 0 ODoyoudrnk? __ Drinks per day
.0 O Migraines O 0 Other Diseases

Piease explain any YES answers from above: _

Your @cular Hastory— Have you ever been diagnosed with any of the following? {Do not leave any unanswered)

Yes No Yes No
0" 0OCataracts , O Olrtis
O 0O Comeal Disease ) O OO Macular Degeneration
-0 OCrossed Eyes, Lazy Eye (Amblyopia) 0 [ORetina Disease
- 0O [OEye Infections O OOther Eye Disorders:
o o Floaters or Flashing nghts O  OHave you ever had eys surgery? ;
‘D {1 Double Vision O

O Have you ever had an eye injury?
- 10 O Glaucoma e o
Please expiam any YES answers from above' e o L i Sy

Please hst any medicatlons you are ALLERGIC to: .

ListALL medxcatxons - prescription and non-prescriptxon- yeu are c:urrently takmg or brmg a hst
1) % i ; A 7) ok
Fami%y History - Has anyone in your famﬂy (blood relatlve) had any of the foﬂowmg‘? (Dg not leave any unanswéred)
Yes No ~ Yes No i
O OGlaucoma | - . O [ODiabetes
00 [Cataracts O [OHeartDiseases
‘O OCrossed Eyes/Lazy Eye s 0O 0ODiabstic Retinopathy
~i0  [Stroke e O 0O Other Eye Problems:
é?D  OComealDisease =+ O Ootherdiseases .
- | o ‘D Macular Degenerauon O

1 af Rheumatoxd Arﬁvrtxs Auto:mmune dxse se -

Surgi:'cal History (All Surgeries)

Patient Signature:




CHARLES A. SHALLER, M.D.
BOARD CERTIFIED PHYSICIAN AND SURGEON
36 WESTGATE PLAZA, FRANKLIN, NC 28734

CORONAVIRUS — COVID 19 SCREENING QUESTIONNAIRE

PATIENT'S NAME:

DATE OF BIRTH:

In the last 14 days have you traveled outside of Macon County?

Do you have new or worsening onset of any of the following symptoms: fever, cough, shortness of
breath, runny nose, sore throat, chills, body aches, fatigue, headache, loss of taste or smell, red,
goopy, painful eyes or congestion?

If yes — please list your symptoms:

Have you been exposed to someone being tested for Covid.19 or who has symptoms compatible with
Covid 19?

Are any members of your household a close contact of someone who is currently under quarantine for
exposure to Covid 19?

Sign date




Charles A. Shaller, M.D.

Board Certified Physician and Surgeon

36 Westgate Plaza Franklin, NC 28734
(828) 369-4236

WHAT IS A REFRACTION TEST?

A refraction test is given during your complete eye exam. This test not
only will tell your doctor what glasses or prescription you need — but
it also will tell him what your best possible vision is as well as any eye
diseases you may have including cataracts, astigmatism, glaucoma,
macular degeneration, diabetic retinopathy, myopia, hyperopia and
presbyopia which names only a few o% the many eye diseases that DR.
Shaller will be checking for today. It is a vital component of the eye
examination but it is not covered by Medicare and most commercial
insurances — therefore we collect the $50.00 fee for this service from
the patient at the time of his or her visit. Regular eye examinations
are crucial for maintaining the health of your vision. Healthy adults

should have this test yearly.



CHARLES A. SHALLER, M.D.
BOARD CERTIFIED PHYSICIAN AND SURGEON
36 WESTGATE PLAZA, FRANKLIN, NC 28734

DETERMINATION OF THE REFRACTIVE STATE
OF THE EYES

: Per Medlcare Jurisdiction Il Part B — Medicare statutorily excludes payment for determination of
- the refractwe state of the. eyes during an eye examination. The majonty of supplemental
, insurances and commercial insurances follow Medlcare guldehnes Because the refraction test
is NON-COVERED — NOT PAYABLE BY YOUR INSURANCE PROVIDER - my ofﬁce doesnot
submlt a claim for the test. - . : S

k iThe refractlon fee is $50 and is due at the tlme you check in for your appomtment

By signing this notice | acknowledge that Dr. Shaller’s ofﬁce staff has lnformed me the refractton, ,k
fee is a NON- COVERED test anditis my full respons«brllty for full payment at the time of my
appointment.

~ Patient's signature

- Date:




