Welcome to Sirgany Eyecare!
"At Sirgany Eyecare we are awore that high qualitt healthcare can change lives. Through our commitment tu education
and personalized eye care we embrace the opportunity to change our palients' lives each day."

will soon understand why Sirgany Eyecare continues to grow by providing a Professional,
Progressive and Personal medical experience. Your comprehensivc eye examination will be conducted in a medical
manner, with emphasis on systemic health. The doctors and staff at Sirgany Eyecare strive to provide the newest
technology and most up to date medical care possible.
Upon your visit you

Your comprehensive eye health examination at Sirgany Eyecare includes dilation, which may impair your vision and
cause light sensitivity for about 3-4 hours. Sirgany Eyecare offers an alternative to the dilation, called the Optomap,
which is a non-invasive tool used to capture an in-depth photo of your retina. With the Optomap there is no impaired
vision or light sensitivity, so you will be able to see just the same as when you arrived. This technology is not covered by
insurance companies, and is an out-of-pocket expense to the patient of$37.

If you are a contact lens wearer, you will need a contact lens evaluation and fitting before you are able to order your
contacts. To maintain and ensure a proper contact lens fit, extra professional time, knowledge, experience and skill are all
required. The proper prescribing, evaluation and fitting of contact lenses is not part of a comprehensive eye exam,
therefore extra fees apply and may not be covered by your insurance company. The fee varies based on the type of
contact lenses prescribed and the amount of professional time required to finalize the prescription. This fee includes all
follow up visits (within 90 days of the routine eye examination) needed to finalize the contact lens prescription and ensure
a healthy fit.
On the day of your appointment, please bring your insurance cards, new patient paperwork, and any eyeglasses that you
currently wear, including sunglasses. Please arrive promptly for your appointment. Late arrivals may need to be
rescheduled to maintain a smooth schedule and/or may be charged a late fee of $75. The doctors and staff try very
hard to keep the schedule running smoothly and on time, but please understand that occasionally a patient has a diffrcult
problem, or emergencies can occur that cause delays in the schedule. If this happens or if you arrive early, feel free to
browse our optical department and visit with the opticians before you are seen for your ex.rm.

lf

Sirgany Eyecare is an out-of-network provider with your insurance company, payment is expected at the time of your
service, and you may be able to submit a paid receipt for reimbursement. Please check with your insurance company for
details on out-of-network claims before your appointment. Copays and any additional fees are due at the time of
service. If you are purchasing eyewear, a deposit of 50% is required before the order can be placed. Sirgany Eyecare
accepts cash, personal checks, Master Card, Visa, Discover, American Express, HSA/FSA and Care Credit.
Please take time to thoroughly complete the new patient paperwork.
our office and a staff member will be happy to help you.

If you have any questions please feel free to contact

If you are unable to keep your appointment,

please call the office as soon as possible. Appointments that are not
cancelled with at least 24 hour notice, and missed appointments are subject to a $75 charge.

We are excited you have chosen Sirgany Eyecare for your eye care needs, and look forward to seeing you soon!

Sincerely,
The Sirgany Eyecare Staff
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OPTOMAP INFORMATION & AUTHORIZATION

The doctors and staff at Sirgany Eyecare strive to provide the newest technology and most up to date
medical care possible. Sirgany Eyecare proudly offers the Optomap Daytona technology to assist in
the best retinal screening examination. As a non-invasive, instantaneous procedure, the Optomap is
a highly recommended alternative to dilation.
When your pupils are dilated with drops, your vision is impaired, your eyes are very light sensitive,
and the doctors are only getting a 45 degree snapshot of your eye at a time. The Optomap takes a
more sophisticated, ultra-wide digital retinal image, allowing an even more thorough examination
of your eyes. A 200 degree broad-view photo is taken and pulled up on the computer during your
exam. This in-depth photo allows for Dr. Sirgany, Dr. Howard, and Dr. Dean to better examine and
evaluate your eye health.

The Optomap retinal imagining can assist in diagnosing and treating:
retinal problems, macular degeneration, glaucoma, optic nerve diseases, retinal detachments,
diabetes, high blood pressure, cardiovascular disease, and precancerous and cancerous lesions
Dr. Sirgany, Dr. Howard, and Dr. Dean strongly encourage all Sirgany Eyecare patients to have the
Optomap performed annually at their comprehensive eye health examination. Dilating eye drops are
not needed with the Optomap so your vision will not be blurry or light sensitive, allowing you to drive
after your exam and go about your day as normal.

There is an additional fee of $40 for the Optomap retinal imaging as it is not a covered expense
by insurance companies. This fee is due at the time of your exam, and is eligible for FSA
(Flexible Spending Accounts) and HSA (Health Savings Accounts).

_____ I ELECT TO HAVE THE OPTOMAP RETINAL SCREENING
_____ I DECLINE TO HAVE THE OPTOMAP RETINAL SCREENING

992 State Rte – Cortland, NY 13045 – (p) 607.749.2020 – (f) 607.749.2220 – info@sirganyeyecare.com – www.sirganyeyecare.com

I

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

Patient Name:

I acknowledge that I have been given and understand the Notice of Privacy Practices for Sirgany Eyecare. I
also understand that I am responsible for any and all fees that rny insurance plan does not cover. Ifmy account
is turned over to a collection agency, I

will

PatienUResponsible ParF Signature:

be responsible for any and

all coilection and/or attorney fees.

Date:

PATIENT INFORMATION DISCLOSURE AUTHORIZATION
I give permission for Sirgany Eyecare to disclose my protected health information to the following individuals:

(NAME)

(RELATTONSHTP TO PATTENT)

(NAME)

(RELATIONSHIP TO PATTENT)

(NAME)

(RELATTONSHTP TO PATTENT)

(NAME)

(RELATTONSHTP TO PATTENT)

This authorization does not expire. If you wish to no longer disclose information with any individual previously authorized,
the patient/responsible party MUST contact Sirgany Eyecare directly to remove the individual from the list I understend
that the above individuals will be authorized to obtain my protected health information at any time unless I notif
Sirgany Eyecare ofany disclosure authorization changes or updates.

Patient/Responsible Party Signature:
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PATIENT MEDICAL OUESTIONNAIRE

D.o.B:-

Name:

Date:

List any medications you are presently taking:

Do you have allergies to any medications? YesA:lo
If YES, list the medications:

List all major illnesses (diabetes, high blood pressure, heart attacko etc) or injuries (concussion, etc):

List any surgeries you have had:
Have you ever had a blood transfusion?
Do you smoke?

Yes/No

YesA.lo If

yes, when?

Do you consume alcohol? yesNo

Do you currently have any problems in the following areas?

If

YES

yes, please provide details.

EXPI.AIN

NO

EYES (glaucoma, cataract, macular
degeneration, optic neuritis, etc)

GENERAL/CONSTITUTIONA L
(Fever, weight loss/gain, fatigue, etc)

CARDIOVASCULAR
(heart, blood pressure, sJmcope, etc)

RESPIRATORY (asthma, emphysema, etc)
GASTROINTESTINAL
(ulcers, intestinal disease, etc)

GENITAL, KIDNf,,Y, BLADDER
MUSCLES, BONES, JOINTS (arthritis, erc)

SKIN (skin cancer, rosace4 acne, etc)
NEUROLOGICAL (stroke,

seiz.ures, etc)

PSYCHIATRIC
(anxiety, depression, insomnia, etc)

ENDOCRINE (diabetes, thyroid, etc)

BLOOD/LYMPH
(anemiq cholesterolemia, etc)

ALLERGIC/IMMUNOLOGIC
(Hay fbver, Siogrens. Lupus,etc)

EARS, NOSE, THROAT
(sinusitis, ear infbction, dry mout[ etc)

FAMILY HISTORY: Circle rny of the following in which

a blood

rehtive

has been treated

for:

Blindness, Cataract, Glaucoma, Macular Degeneration, Retinal Detachment, Diabetes,
Cancer, Heart Disease, Hypertension, Kidney Disease, Lupus, Stroke, Thyroid Disease,

f

Adopted

Date:

Physician's Signature:
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PATIENT DEMOGRAPHTCS & INSURANCE INFORMATION
DEMOGRAPHICS:
Name:

D.O.B:

Sex: Male/Female Marital Status:

SSN:

Date:
Home Phone:

Email

Work Phone:

Address:

Cell Phone:

Occupation:

Employer:

Primary Care Physician:

Preferred Pharmacy:

Responsible Party (if other than patient):
Name:

Relationship to Patient:

Address:

Phone:

TNSURANCE INFORMATION:
Vision Insurance Compeny:
Subscriber Name:
Subscriber Employer:
Subscriber ID#:

Subscriber DOB:
Relationship to Patient:
Group ID#:

Major Medical Insurance Company:

Name:

Subscriber DOB:

Subscriber Employer:

Relationship to Patient:

Subscriber

Subscriber lD#:

Group ID#:

Secondary Medical Insurance Company:

Subscriber Name:
Subscriber Employer:
Subscriber ID#:

Subscriber DOB:
Relationship to Patient:

Group ID#:

Office Policv on Povment and Insurance Filins:
You are responsible for alUany copayments, co-insurance, deductible and other non-covered services or materials the day
services are rendered. If you are a self-pay patient or your insurance cannot be verified prior to your appointment you will be
required to pay in full the day the services are rendered. We accept cash, personal checks, Visa, Mastercard, Discover and Care
Creait. If you are being followed for any ongoing medical problem, copaymens are due at each and every visit. Cancelled
appointments, late arrivals and missed appointments are subject to a $75 charge,
As a courtesy, we will file claims with your insurance company. We will do our best to accuralely verify benefits; however, benefits
quoted by your insurance carrier are not a guarantee of payment. Should your insurance deny a claim tbr any reason you will be
risponsiUti for any remaining balances as directed by your insurance company. When required by your insurance company. you are
directly responsible for obtaining any necessary refenal.

Patient Signature:
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NOTICE OF PRIVACY PRACTICES
This notice describes how medical information about you may be used and disclosed,
and how you can obtain access to this information. Please review it carefully.
General Rule
We respect our legal obligation to keep health information that identifies you private. The law obligates us to give you notice ofour privacy
practices. Generally, we can use your health information without your written permission, for purposes of treatment, payment or healthcare
operations. In most other situations, we will not use or disclose your health information unless you sign a written authorization form. In some
limited situations, the law allows or requires us to disclose your health information without written authorization, see examples below.
Examples of how we use information for treatment purposes:

o
o
r
r
o

When we set up an appointment for you.
When our technician or doctor tests your eyes.
When the doctor prescribes glasses or contact lenses.
When the doctor prescribes medication.
When our staffhelps you select and order glasses or contact lenses.

We may disclose your health information outside of our ollice for treatment purposes, for example:

*lfwe

o
o
r

refer you to another doctor for medical eye services or other healthcare services.

Ifwe

send a prescription for glasses or contacts to another professional to be filled.

When we provide a prescription for medication to a pharmacist.
When we phone to let you know that your glasses or contact lenses are ready to be picked up.

We may use your health information within our oflice or disclose your health information outside of our oflice for payment pu rposes. Some
examples are:

e
r
o
o
.

When staffasks you about health or vision plans that you may belong to, or about other sources ofpayment for our services.
When we preparo bills to send to you or your health or vision care plan.
When we process payment by credrt card and when we try to collect unpaid amounts due.
When bills or claims for payment are mailed, faxed, or sent by computer to you or your health or vision plan.
When we occasionally have to ask a collection agency or attorney to help us with unpaid amounts due.

We use and disclose your health information for healthcare operations in a number of ways. Healthcare operations mean those administrative and
managerial functions that we have to do in order to run our office. We may use or disclose your health information, for example, for financial or
billing audits, for internal quality assurance, for personnel decisions, to enable our doctors to participate in managed care plans, for defense oflegal
matters, to develop business plans, and for outside storage ofour records.

Appointment Reminders/Glasses and Contact Lens Reminders

picked
We may call or send a notice to remind you ofscheduled appointments and to let you know your glasses and/or contact lenses are ready to be
up. We may also call to notiff you of other treatments or services available at our oflice that might help you.
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Uses & Disclosures without an Authorization: In some limited situations, the law allows or requires us to use or disclose your health information
without your permission. Not all of these situations will apply to us; some may never happen at our office at all. Such uses or disclosures are:

o
o

A state or federal lawthat mandates certain health information is reported for a specific purpose.
Public health purposes, such as contagious disease reporting, investigation or surveillance; and notices to and fiom the Food and Drug Administration
regarding drugs or medical devices.

o
o

Disclosures to govemmental authorities on victims ofsuspected abuse, neglect or domestic violence.
Uses and disclosures for health oversight activities, such as for the licensing ofdoctors, audits by Medicare or Medicaid, or investigation ofpossible

violations of healthcare laws.

o
o
.
r
o
o
r
r
o

Disclosures forjudicial and administrative proceedings, such as response to subpoenas, court orders or administrative agencies.
Disclosures for law enforcement purposes, such as to provide information about someone who is or is suspected to be a victim ofa crime; to provide
information about a crime at our office; or to report a crime that happened somewhere else.
Disclosure to a medical examiner to identify a dead person or to determine the cause ofdeath; or to funeral directors to aid in burial; or to organizations
that handle organ or tissue donations.
Uses or disclosures for health related research.
Uses and disclosures to prevent a serious threat to health or safety.
Uses or disclosures lor specialized govemment functions, such as for the protection of the president or high ranking govemment officials; for lawful

national intelligence activities; for military purposes; or for the evaluation and health ofmembers ofthe foreign service.
Disclosures relating to workers' compensation programs.
Disclosures to business associates who perform healthcare operations for us and agree to keep your health information private

Other Disclosures: We will not make any other
not have to sign such a form. However,

uses or disclosures of your health information unless you sign a written authorization form. You
at any time to control future use or disclosures ofthe information.

do

ifyou do sign one, you may revoke it

Your Rights Regarding Your Health Information: The law gives you many rights regarding your health information.
a

You can ask us to restrict our uses and disclosures for purposes oftreatment (except emergency treatment), payment or healthcare operations. Send a
written request to the attention ofthe Privacy Officers at the address, fax or email shown at the beginning ofthis notice. You will be notified whether
your restriction is accepted.

a

You can ask us to communicate with you in a confidential way, such as by phoning you at work rather than at home, by mailing health information to a
different address, or by using e-mail to your personal email address. We will accommodate these requests ifthey are reasonable. There may be a
nominal fee for complying with such requests. If you want to ask for confidential commtrnications, send a witten request to the attention of the privacy
officers at the address, fax or email shown at the beginning ofthis notice.

a

You can ask to see or obtain photocopies ofyour health information. By law, there are a few limited situations in which we can refuse to permit access
or copying. Generally, you will be able to review or have a copy ofyour health information within l5 days ofyour written request. You may have to
pay for photocopies in advance. The charge for record copies is $15.00 processing fee and $0.25 per page. Ifwe deny your request, we will send you a
written explanatio4 and instructions about how to get an impartial review ofour denial ifone is leglly required. By law, we can have one 30-day
extension lor us to give you access or photocopies ifwe provide you with a written notice ofthe extension. Ifyou want to review or get photocopies of
your health information, send a written request to the Medical Record Department at the address or fax shown at the beginning ofthis notice.

a

You can ask us to amend your health information if you think that it is inconect or incomplete . If we agree, we will amend the information within 60
days from the date ofyour request. We will send the corrected information to relevant persons with which the amendment needs to be shared, and any
others that you specify. Ifwe do not agree, you can write a statement ofyour position, and we wrll include it wrth your health information along with
any rebuttal statement that we may write. Once your statement of position and/or rebuttal is included in your health information, we will include it
whenever we make any subsequent, permitted disclosures ofthis health information. By law, we're entitled to one 30-day extension oftime to consider
a request for amendment and are required to noti! you in writing of the extension. Ifyou request an amendment to your health information, send a
written request, including your reasons for the amendment, to the attention ofthe Privacy Officers at the address, fax or email shown at the beginning
ofthis notice.

a

You can obtain a list ofthe disclosures ofyour hoalth information after April 14,2003, except for the following disclosures: for purposes oftreatment,
payment or health care operations, disclosures made in accordance with an authorization signed by you, and some other limited disclosures. Disclosure
records are cunent for a seven-year period. You are entitled to one such list per year without charge. There will be a fee for additional lists. We will
respond to your request within 60 days after receiving it. By law we are entitled to one 30day extension and we are required to notifu you ofthe
extension in writing. To obtain a list, send a wdtten request to the Privacy Officers at the address, fax or email shown at the beginning ofthis notice.

Our Notice of Privacy Practices: By law, we must abide by the terms of this Notice of Privacy Practices and maintain the privacy of your personal
health information. We reserve the right to change this notice at any time in conformance with and as allowed by law. If we change this notice, the
new privacy practices will apply to all of your health information that we maintain, as well as to information that we may generate in the future. If we
change ourNotice of Privacy Practices, we will post the new notice in our office, have copies available in our oflice and post it on our website.
Complaints: If you think that we have not properly respected the privacy of your health information, you may file a written complaint to us or to the
U.S. bepartmeni of Health and Human Services, Oflice for Civil Rights. You will not be retaliated against for filing a complaint. Send a written
person or by phone.
complai;t to Dr. Brian Sirgany at 201 Mclean Rd, Cortland, NY I 3045. If you prefer, you can discuss your complaint in
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