
Sy.edlv[,Ahiriad,?vi.D.

Oculofacial and  Reconstructive Surgery

Patient Information
Name

last name

Social SecHrity #

Address

first name
Date of Birth

Female

Street

Home Phone
oktoleaveamessage:          Yesor'No

Errlai!  Address:

Race

A pt#                         City

Work Phone
Yes or No

State                    Zip

Cell  Phone
Yes or No

MaywecontactyoH `v'ia erriai!:      YesorNo

Language

Marital status (please circle):         Single                 Married                   Separated                  Divorced             Widowed

Occupation:

Insurance Information

Primary Insurance:

Secondary:

Employer:

Member lD:

Member lD:

Group#

**If subscriber to insurance .Is other than ``Self", please provide the following..

Name:

Emergency Information

Relationship to Subscriber

Group#

BOB of Insurance Subscriber:LL_

/Confidential Patient Contact Person
Please list ci loccll relative or friend that we may contact in case of emergency. Based upon your written consent
here-in, the person specifically listed below is the only person to whom information will be released other than

you, the patient.

Name

Home Phone

Primary Reason for Examination:

Referring Physician

Work Phone

Relationship to Patient

Cell  Phone

Phone

Primary Care Physician

Preferred Pharmacy

Phone

Phone/address



Syed M. Ahmad., M.D.

Oculofacial and  Reconstructive Surgery

Medications with Dosages

Preferred Pharmacy'-

Drug AIlergies

Phone or address:

Past Surgical Procedures & Dates

Social E±istor-y-

Do you smoke?

How many years?

Yes                    No

Doyoudrinkalcoholicbeverages?       Yes      No

Haveyou  been HIvtested?                      Yes      No

Are `yJou pregnant or nu,rsing?

Are you under the care of a doctor?

If yes, please explain:

lf previous smoker, when did you quit?

How many packs a day?

Average number of drinks per day:            1               2-3          4+

HIV test results:

Yes NO

Positive                  Negative

I hereby request and consent to treatment for myself or my child at the office of Syed M. Ahmad, M.D.

Signature



S-yedrvAI.ArirT-lad.,M.D.

Oculofacial and Reconstructive Surgery

Assignment of Benefits

i  hereb`y' assign  a!!  mec!icEil  anc! surgical  benefits, to  inc!L±de  major medical  benefits to `v`v'r,ich  I am

entitled.   I  hereby authorize and direct my insurance carrier(s), including Medicare, private insurance,
and any other health/medical  plan, to issue payment check(s) directly to Syed M. Ahmad, M.D. for
medical services rendered to myself and/or my dependents.   I understand that I am responsible for any
amount not covered by iinsurance.

Patient R.ec©ivin= SDeciaiized Ser`,iices and,r'or Procedures

As a courtesy to me, Sye`d M. Ahmad, M.D. has obtained information regarding specific benefits covered
and payable under my health insurance plan from a representative of my health insurance company and
has explained those benefits to me.   I understand that Syed M. Ahmad, M.D.  has acted in good faith in
this effort and that the benefit information provided to Syed M. Ahmad, M.D. by my health insurance
corripariy` ma`y' not be ac¢Hi-ate.

I acknowledge that the benefit information obtained by Syed M. Ahmad,  M.D. on  my behalf was

qualified by a representative of my health insurance company with the following statements:

1) This is an estimate of the benefits provided under the patient's insurance contract;

2) Ari`y' pa`y'ment is stibject to trle cocirdinatiori of ber,efits `v.v'ith an`y' other irisurance that may cc`v'er
the services rendered and the coverage being in effect on the date of service;

3) Verification of eligibility or benefits is not a guarantee of coverage or payment and is subject to
any policy provisions and exclusions that are in effect at the time of service are rendered.

**P!ease be a.wal-a tr[at !refracti.v'e co.v.erage is riot a medicai irlsui-arice bel-Iefit.  if `y.ou w'cuid like to

request an eyeglass prescription, this will be a $45 fee in addition to the exam charges. **

Patient,/Responsible Party Signature Date



Sy-ed M. Ahrriad., rvi.D.

Oculofacial and  Reconstructive Surgery

Financial Policy

Thank you for choosing Syed M. Ahmad, M.D. for your eye care needs.  Our primary mission is to deliver the best and most
comprehensive care avaiiabie.  An important part of ciur mission is making the cost of optimal care as easy and manageable for
our patients as possible by offering several payment options.

You may choose from: Cash, Check, Visa,  Mastercard, American Express, or Care Credit.   Syed M. Ahmad, M.D. charges $35 for
returned checks.  Payment by checlk for all surgical procedures must be made a minimum 7 days before surgery.

It is customary to pay for professiohal services when rendered.  As a courtesy, we will bill your insurance company on your behalf.
Your insurance is a contract betweien you and your insurance carrier.  You will receive an explanation of benefits from them
itemizing your responsibilities.  Yowl will be responsible for any co-payments, deductibles, or non{overed services as determined
by your insurance company.  Any balance remaining after your health plan pays will be due upon receipt of a statement.

If you have not met your deductible, you will be responsible for 100% of your visit at the contracted rate.

If, however, Syed M. Ahmad,  M.D. ;is not a  participating provider in your insurance  plan, you will responsible for filing your own
claims and wi!! be respensib!e for paying in fi!!! at the time of service.

In accordance with our contract with your insurance provider, we are responsible for collecting and you are responsible for paying
for your exam.

Syed M. Ahmad, M,D. will verify your insurance eligibility prior to your appointment; however this is not a guarantee of payment
by your insurance company.

!f your insurance po!iey reqiJires pta-authorization from your primary care physician,  it is yoijr respensibi!ity to c}btain this prior to

your appointment.   If the claim for your services is denied for no pre-authorization, you will be responsible for your visit.

There is a $25 fee for any forms toibe completed by Dr. Ahmad or staff (i.e., disability, workers camp, auto accident etc.).

The adult accompanying a minor ahd his/her parents (or guardian) are responsible for payment upon completion c)f the exam.

If you have any questions, please do not hesitate to ask.  We are here to help you get the quality care you want or need.

Patient Name (Please Print)

Patient, Parent, or Guardian Signature

*!f we do not receive payment frorh your insurance carrier vv'ith,in 90 days, you will be respor,sib!e for payment of your treatment

fees and collection of your benefits directly from your insurance carrier.



S-y-edrvl.Ahiriad,rvi.D.

Oculofacial and Reconstructive Surgery

PATIENT CONSEN FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

With  mly consent, Syed  M. Alhmad,  M,D. may Hse ar,c!  c!isc!ose protected hiea!th info,rmation
about me to carry out treatment, payment and healthcare operation.  Please refer to Syed M.
Ahmad, M.D. Notice of Privacy for a more complete description of such uses and disclosures.

I  have the right to review the Notice of Privacy Practices prior to signing this consent.   Syed  M.
Ahmad, M.D. reserves the right to revise its Notice of Privacy Practices at any time.  A revised

Notice of Privacy Practices bo forwarding a written  request to Syed  M. Ahmad, M.D., 3950
\A,J.  P!ano Pwk\,J Ste. A,Piano, Tx 75075.

With my consent, Syed  M. Ahmad,  M.D. may call  my home or other designated location and
leave a message on ;voice mail or in  person in  reference to any items that assist the practice in
carry out TPO, such :as appointment reminders, insurance items, and any call  pertaining to my
clinical care,  includihg laboratory results among other.

\With m`y' consent, Sv`ed  M. Ahmad,  M.D. may e~mai! to mi`y' home or other designated location at

times that assist the practice in caring out TPO, such as appointment reminder cards and

patient statements.   I  have the right to request that Syed M. Ahmad, M.D. restrict how it uses
or discloses my PHl to carrying out TPO.   However, the practice is not required to agree to my
requested restrictiohs, but if it does, it is bound by this agreement.

By signing this form,I  am consenting to Syed M. Ahmad,  M.D. use and disclosure of my PHI to
carry out TPO.   I amiacknowledging that I  have received Syed M. Ahmad,. M.D.  Notice of Privacy

Practices.

I may revoke my cohsent in writing except to the extent that practice has already made
disclosures in  reliance upon my prior consent.   If I do not sign this consent, Syed M. Ahmad,
M.D. may decline td provide treatment to me.

Patient Name  (P!ea§e  Print)

Patient,  Parent, or Guardian Signature Date



A. Notifier:

Bq Patient Name: G. identif!cati®gB Numfoer:

AdvanCie Beneficiary Noftice ®f N®nc®verage (ABN)
ELQF_i_:___=_lf Medicare dodsn't pay for D.                                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 meec!. We expect Medicare may not pay forthe D.                              below.

D. Eo Reason REedicare May Not Pay: F. EstimatedC®s€

15823 Revision of upper eyelid May be deemed cosmetic

67900 Repair brow defect May be deemed cosmetic

67904 Repair eyelid defect May be deemed cctsmeticMaybedeemedcosmetic
I67917 Repair eyelid defect

92285 Eye photography May be deemed cosmetic

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

Note:  lf you chCiose Option  1  or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us {o do this.

®o  ®PT!ONS:        Cheek ®mely ®Bie  fo®x.   W® ®anm®t eh®®se a 83®xfoFyou.

n  ®P"ON 1.   I wantthe B.                              listed above.  You may askto be paid now, but I
also want Medicare bi!led for an offlcia! decision on payment, which is sent to me on a Meclicare
Summary Notice (MSN).  I  understand that if Mec!icare doesn't pay,  I am responsible for
payment,  but i can apiDeai to REec!icare by following the directions on the MSN®  !f Medicare
does pay, you will refund any payments i made to you,  less co-pays ordeductib!es.
I  ®P"®N 2a    I wantthe    D.                               listed above, butc!o not bill Medicare. You may
ask to be paid now as I am responsible fo`r payment.  i cannot appeal if REedicare is n®tfoiB!®dl.
I  OP"ON 3. I don'twantthe D.                              listed above.   I understand with this choice I
am not responsible for payment, anc! I camn®t appea8 t® §©e if RE®dicar® would pay.

H. Additi®na! information:

This notiee gives Our opinion, not an ®ffieial RE®dicare deci§i®m. If you have other questions on

:::=::::_-:--==:=:_;-:---:-:-:-:jii=::_-:I:_I_i=::-=:=I-_:-:-::::-:-_:-I::__-:-:_:=-:::::
CMS does met discriminate in its programs andi activities. To request this pubEieatiom in am

alsernative forrmat, please caEl: l~800-MEDICARE ®r emaiE: AEtFormatRequnest@cms.hhs.goo.

According to the Paperwork Reduction Act of 1995, no persons arc required to respond lo a collection o{. information unless it displays a valid OMB control number.
The valid OMB control number for this information collectiorl {s 0938-0566. The time required to complete this information collection is e.stima{cd {o average 7 minutes

per rcsponsc,  including the time to  rcvic\v  ilistructions,  search  existing daLa resources,  gathc? the  data needed.,  and complete  and  review the  information  collection.  If
you have comments conccming the accuracy of the time estimate or suggestions for improving this form, please write to:  CMS, 7500 Security Boule\.ard, Atm:  PRA
Reports Clearance Officer, Baltimore. Maryland 21244-1850.

Form Approved OMB No. 0938co0566Form CMS-R-131 (fro. I 03A02¢)


