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                       William A Argus MD
                WELCOME TO THE OFFICE OF WILLIAM ARGUS, M.D.

        Dear _______________________,

        We are looking forward to seeing you on ________________________at __________________.

        We welcome you to our practice and thank you for selecting us for your eye care needs.  We have    

        prepared this new patient packet and map to our office as an introduction to our practice to help you to
        know what to expect from us, and what we expect from you. 

        It is important to note that while we are the Fort Wayne Glaucoma Center, we also diagnose and treat 
        many other forms of eye disease. Dr. Argus is a skilled surgeon performing cataract extractions,  

        diabetic exams and laser procedures.
To minimize your waiting time at our office, you will find enclosed patient information sheets to be   filled out prior to your appointment.  
Please present these completed sheets, photo ID, and insurance cards to the receptionist at the front desk upon your arrival. 
IF THESE ARE NOT COMPLETED PRIOR TO CHECK IN YOU MAY BE REQUIRED TO RESCHEDULE.
   ***INSURANCE***

   If you do not have insurance, payment in full is due the day of service.  
If you do not bring your insurance cards you will be treated as a self-pay patient and payment will be     expected in full on the day of service.

       Your initial appointment with us will last approximately 1-1/2 hours. Your eyes may be dilated and we
       recommend that you bring sunglasses and someone to drive you home after your appointment.  

  For your safety and comfort please bring a person to assist you throughout the appointment

  if you have mobility or restroom needs, as we do not provide staff to assist with these.
  Please remember to:  
SYMBOL 183 \f "Symbol" \s 14 \h
IF YOU ARE A CONTACT LENS WEARER, PLEASE DO NOT WEAR THEM TO THIS APPOINTMENT, WEAR YOUR GLASSES 








SYMBOL 183 \f "Symbol" \s 14 \hBring your glasses
   




SYMBOL 183 \f "Symbol" \s 14 \hTake your usual medications, including eye drops, prior to your appointment time, or bring them 

      




with you if you need to take them in our office.

    




SYMBOL 183 \f "Symbol" \s 14 \hBring a list of all medications you are taking, including how often you take them.  

    




SYMBOL 183 \f "Symbol" \s 14 \hBring all of your health insurance cards, including Medicare and Medicaid.

    




SYMBOL 183 \f "Symbol" \s 14 \h
Diabetic patients should especially remember to eat their regular meals.

    




SYMBOL 183 \f "Symbol" \s 14 \hComplete all enclosed forms and sign on the appropriate lines. 

    We are looking forward to assisting you in your eye care needs. 

    Sincerely,
        The office of William A. Argus, M.D.
PATIENT INFORMATION

       Patient’s Full Name: ______________________________________________Age: ________ Sex: (     ) Male   (     ) Female

       Address: _________________________________________________City: ______________ State: ______ Zip: ________

       Date of Birth: _______________________________________
   Social Security #: ________________________________
       Primary Phone: (         ) ________________________________ Secondary Phone: (        )__________________________ 

       Employer: ______________________________________
        Work Phone: (         ) _______________________________

       Marital Status: Divorced / Married / Single / Widowed                 Spouse: _________________________________________



  Spouse Date of Birth: _____________________________

      Spouse Social Security #: ___________________________

       Race: Caucasian / Black / Hispanic/ Other                     Preferred Language:  English / Spanish / Other

       Referred By: _______________________________     Family Physician: _________________________________________




Preferred Pharmacy: ______________________________       Email: ___________________________________________

        Emergency Contact: ______________________________       Emergency Contact Phone: __________________________

MEDICAL INSURANCE INFORMATION

       Insured’s Name: _________________________________________ Insured’s Date of Birth__________________________

       Insured’s Social Security #: ________________________________  

       Primary Insurance: ______________________________  Secondary Insurance:___________________________________

CONSENT FOR TREATMENT/BENEFIT ASSIGNMENT/FINANCIAL RESPONSIBILITY
CONSENT FOR TREATMENT:  I, the undersigned, hereby voluntarily consent to outpatient care and treatment performed by Fort Wayne Glaucoma Center’s health care providers. I also consent to outpatient surgical services, diagnostic procedures, medical treatment, and other services as deemed necessary by my health care provider.  I understand the practice of medicine and surgery is not an exact science and that diagnosis and treatment outcome cannot be guaranteed.  I understand that I have the right to additional “informed consent” to any proposed surgical or procedural treatments.  I understand that this consent form will be valid and remain in effect as long as I receive medical or eye care at Fort Wayne Glaucoma Center.

BENEFIT ASSIGNMENT/RELEASE OF INFORMATION:  I hereby assign payment of my benefits by my insurance company, Medicare or Medicaid to Fort Wayne Glaucoma Center.

I authorize Fort Wayne Glaucoma Center to utilize and release the medical or surgical information necessary for claims payment, medical management, or quality of care review purposes. 

FINANCIAL POLICY AGREEMENT: In consideration of professional services rendered to the above patient, I (we) agree to pay when billed customary charges for all services.  I (we) understand that responsibility for the payment for services provided in this office is mine (ours), due and payable at the time services are rendered unless financial arrangements have been made. I (we) accept responsibility for payment of all services, which may be denied insurance coverage, due to exclusion from covered  services, noncompliance with preauthorization requirements, or any other reason for denial.  If you have insurance we will bill the provided information as a courtesy, but it does not relieve your responsibility for full payment of services.  I (we) further understand that a finance charge of 18% interest annually will be added to any balance over 30 days past due.  In the event of the account is overdue I (we) agree to pay all costs associated with attorney fees and collections efforts for my failure to pay in full all incurred charges.
      PATIENT SIGNATURE:_______________________________________________   DATE:___________________________

(OR) Signature of Person Authorized to consent for patient:__________________________________________________

Authorized By: (   ) Parent     (   ) Guardian     (   ) Power of Attorney     (   ) Other
   Fort Wayne Glaucoma Center

    Suite 240 / 7030 Pointe Inverness Way / Fort Wayne IN 46804 / 260.436.5600 / 800.773.6340
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                     William A Argus MD
HIPAA PRIVACY RECEIPT ACKNOWLEDGEMENT

The Fort Wayne Glaucoma Center Notice of Privacy Practices have been provided to me.  I understand I   have the right to review the Notice of Privacy Practices prior to signing this document and by signing this document, acknowledge only that I have received the Notice of Privacy Practices.

Fort Wayne Glaucoma Center reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.

I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.

     (  Declined Notice



























(  Accepted Notice
    ______________________________________    





 ________________________________ 

  Signature of Patient 



        




















 Signature of Personal Representative

____________________


         

















________________________________

  Patients Date of Birth



        




















Description of Personal Reps. Authority

    ____________________

Date

I authorize the following person(s) minimal access (does not include copies of medical records) to my protected health information (PHI), please include your emergency contact:

Name





























Date of Birth





 Phone Number
_________________________________      
____________




______________________  
    Emergency Contact Name
_________________________________      
____________




______________________

_________________________________      
____________




______________________

_________________________________      
____________




______________________

_________________________________      
____________




______________________

Patient’s signature: ___________________________________________________

                              For authorization to release PHI to the above listed individuals.
Fort Wayne Glaucoma Center

       7030 Pointe Inverness Way/Suite 240/Fort Wayne IN 46804 / 260.436.5600 / Fax 260.436.6583










 
                                                                                                             William A Argus MD










                                                                                                               Michelle L Frye OD










                                                                                                               Tina T Kennedy OD










                                                                                                               Jill D Roth OD

NO SHOW AND LATE CANCELLATION POLICY AND

FMLA/DISABILITY PAPERWORK POLICY FOR

FORT WAYNE GLAUCOMA CENTER
No show and late cancellation appointments:

· Effective January 1, 2019, any patient who fails to show or cancel/reschedule appointment and has not contacted our office with at least 24 hour notice will be considered a No Show and charged a fee of $25.00
· Any patient who is more than 15 minutes late will be considered a NO SHOW and will be rescheduled and charged fee of $25.00
· The NO SHOW fees are charged to the patient, not the insurance company, and are due before scheduling patients’ next appointment.

· The fee of $25.00 to fill out paperwork is charged to the patient, not the insurance company, and is due prior to paperwork being returned to the patient or faxed.

I have read and understand the No Show/Late Cancellation and the FMLA/Disability Paperwork Policies and agree to its terms.

_____________________________



__________________________

Signature (Patient/Legal Guardian)



       Relationship to patient

_____________________________



__________________________

Printed name






                            Date
Fort Wayne Glaucoma Center

PRE-SURGERY VISUAL FUNCTIONING VF-8R PATIENT QUESTIONAIRE
Do you have difficulty, even with glasses with the following activities?

	1. Reading small print such as labels on medicine bottles, a telephone book or food labels?

If yes, how much difficulty do you currently have?
	 ( Yes     ( No    ( Not Applicable

 ( A Little          ( A Moderate Amount

 ( A Great Deal      ( Unable to do the activity

	2. Reading a newspaper or book?

If yes, how much difficulty do you currently have?


	 ( Yes     ( No    ( Not Applicable

 ( A Little          ( A Moderate Amount

 ( A Great Deal      ( Unable to do the activity

	3. Seeing steps, stairs, or curbs?

If yes, how much difficulty do you currently have?


	 ( Yes     ( No    ( Not Applicable

 ( A Little          ( A Moderate Amount

 ( A Great Deal      ( Unable to do the activity

	4. Reading traffic signs, street signs, or store signs?

If yes, how much difficulty do you currently have?


	 ( Yes     ( No    ( Not Applicable

 ( A Little          ( A Moderate Amount

 ( A Great Deal      ( Unable to do the activity

	5. Doing fine handwork like sewing, knitting, crocheting, or carpentry?

If yes, how much difficulty do you currently have?


	 ( Yes     ( No    ( Not Applicable

 ( A Little          ( A Moderate Amount

 ( A Great Deal      ( Unable to do the activity

	6. Writing checks or filling out forms?

If yes, how much difficulty do you currently have?


	 ( Yes     ( No    ( Not Applicable

 ( A Little          ( A Moderate Amount

 ( A Great Deal      ( Unable to do the activity

	7. Playing games such a bingo, dominos, or card games?

If yes, how much difficulty do you currently have?


	 ( Yes     ( No    ( Not Applicable

 ( A Little          ( A Moderate Amount

 ( A Great Deal      ( Unable to do the activity

	8. Watching television?

If yes, how much difficulty do you currently have?


	 ( Yes     ( No    ( Not Applicable

 ( A Little          ( A Moderate Amount

 ( A Great Deal      ( Unable to do the activity


Patient Signature:___________________________________________    Date:___________________

	Patient Name:
	 
	 
	 
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	SOCIAL HISTORY
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Tobacco (smoke/chew)
	
	Alcohol (Beer/Wine/Liquor)
	
	
	

	Amount Per Day
	 
	
	Amount Per Day
	 
	
	
	

	Number of Years
	 
	
	Number of Years
	 
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	REVIEW OF SYSTEMS (check only those that apply)
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Eyes
	
	
	
	Respiratory
	
	
	Blood/Lymphnodes

	Previous Surgery
	 
	
	Cough
	 
	
	Easily Brusing
	 

	Contact Lens
	 
	
	Congestion
	 
	
	Gums Bleed Easily
	 

	Pain
	
	 
	
	Wheezing
	 
	
	Prolonged Bleeding
	 

	Double Vision
	 
	
	Asthma
	 
	
	Heavy Asprin Use
	 

	Glaucoma
	
	 
	
	CPAP
	 
	
	
	

	Cataracts
	
	 
	
	
	
	
	MusculoSkeletal
	

	Macular Degeneration
	 
	
	Gastrointestinal
	
	
	Stiffness
	 

	Dry Eyes
	
	 
	
	Heartburn
	 
	
	Arthritis
	 

	Flashes
	
	 
	
	Nausea /Vomiting
	 
	
	Joint Pain/Swelling
	 

	Floaters
	
	 
	
	Jaundice/Hepatitis
	 
	
	
	

	
	
	
	
	
	
	
	Skin
	

	Ears, Nose, Throat
	
	
	
	
	
	Rash/Sores
	 

	Hard of Hearing
	 
	
	Genito-Urinary
	
	
	Lesions
	 

	Ringing in Ears
	 
	
	Pain/Difficulty
	 
	
	Eczema
	 

	Vertigo
	
	 
	
	Blood in Urine
	 
	
	
	

	Use Hearing Aids
	 
	
	History of Kidney Stones
	 
	
	Neurological
	

	
	
	
	
	History of STD's
	 
	
	Seizures
	 

	Cardiovascular
	
	
	Prostate complications
	 
	
	Weakness/Paralysis
	 

	Chest Pain
	
	 
	
	
	
	
	Numbness
	 

	Dizziness
	
	 
	
	Psychiatric
	
	
	Tremors
	 

	Fainting Spells
	 
	
	Anxiety/Depression
	 
	
	
	

	Shortness of Breath
	 
	
	Mood Swings
	 
	
	Immunologic
	

	Irregular Heart Beat
	 
	
	Difficulty Sleeping
	 
	
	Hives
	 

	Difficulty Lying Flat
	 
	
	
	
	
	Itching
	 

	
	
	
	
	
	
	
	Runny Nose
	 

	Constitutional
	
	
	Endocrine
	
	
	Sinus Pressure
	 

	Fatigue/Weakness
	 
	
	Increased Thirst
	 
	
	Pneumonia Vaccine
	 

	Fever
	
	 
	
	Increased Hunger
	 
	
	 
	

	Weight Gain/Loss
	 
	
	Increased Urination
	 
	
	
	

	Antibiotic for Dental 
	 
	
	Increased Sweating
	 
	
	
	

	     Procedures
	
	
	Fingernail Changes
	 
	
	
	

	Previous Anesthesia
	 
	
	
	
	
	
	

	     Problems
	
	
	
	
	
	
	


FORT WAYNE GLAUCOMA CENTER, William A. Argus, M.D.

History and Physical Examination

Name_____________________________________ Referred by_____________________________________


(If you have more entries than the space allows list additional entries on the back of this sheet)

PAST MEDICAL HISTORY (list all past and current medical problems)

1._____________________________________________   

4._____________________________________________

2._____________________________________________


5._____________________________________________

3._____________________________________________


6._____________________________________________
SURGICAL / HOSPITALIZATION HISTORY  






Do you require Antibiotics for Dental Procedures Yes/No







































  Have you had Problems with Anesthesia                Yes/No

Date






Place











Reason

1._____
   


_______________



__________________________________________________________________
2.______



_______________



__________________________________________________________________

3.______



_______________



__________________________________________________________________

MEDICATION LIST (list all current regular and occasional medications and dosages. Include aspirin, antacids and vitamins. List additional entries on the back of this sheet)

( None

1.______________________________________________

5._____________________________________________

2.______________________________________________

6._____________________________________________

3.______________________________________________

7._____________________________________________

4.______________________________________________

8._____________________________________________

ALLERGIES (list allergies to any medication, foods, x-ray dye, etc. Also list type of reaction)

( None

1.____________________


2.____________________


3._____________________



4.__________________

FAMILY HISTORY (has any blood relative had the following, P-Parent, S-Sibling, C-Child)

	
	
	Which Relative
	
	
	
	Which Relative

	  Diabetes
	 Y or N
	 P      S      C
	
	Cataract
	 Y or N
	 P      S      C

	  Cancer
	 Y or N
	 P      S      C
	
	Glaucoma
	 Y or N
	 P      S      C

	  Heart Disease
	 Y or N
	 P      S      C
	
	Macular Degeneration
	 Y or N
	 P      S      C

	  Stroke
	 Y or N
	 P      S      C
	
	High Blood Pressure
	 Y or N
	 P      S      C

	  TB
	 Y or N
	 P      S      C
	
	Arthritis
	 Y or N
	 P      S      C

	  Kidney Disease
	 Y or N
	 P      S      C
	
	Lazy Eye
	 Y or N
	 P      S      C

	  Blindness
	 Y or N
	 P      S      C
	
	Other
	 Y or N
	 P      S      C


Fort Wayne Glaucoma Center

Suite 240 / 7030 Pointe Inverness Way / Fort Wayne IN 46804 / 260.436.5600 / 800.773.6340

                                                                                                                                   Fax 260.436.6583









                                                                                                          William A Argus MD
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Exit off of I-69 at 305B (Highway 14W), Turn left at the stoplight onto Hadley Road, turn left onto Pointe Inverness Way. Dr. Argus is in the 3rd office building on the left (7030) in Suite 240.

If you are coming from the east, take Jefferson Blvd west to Illinois Road. Cross over I-69 and turn left at Hadley Road, turn left onto Pointe Inverness Way. Dr. Argus is in the 3rd office building on the left (7030) in Suite 240.
305B





305B





7030 POINTE INVERNESS WAY


SUITE 240











