East Alabama Eye Associates, Inc.
Dr. R. Steven Fields
Financial Responsibility
To our patients with Medical and/or Vision benefits:
We will be happy to file your insurance claim forms or take assignments on your medical/vision benefits as designated by the Plan(s) of which you state you are a member. We will do all we
can to help you receive maximum benefits. However, in the event that the plan sponsor determines that you are not eligible for coverage at the time of service, or makes a determination that
you are eligible for a reduced level of coverage, by signing this statement you hereby agree to be financially responsible for any and all charges incurred by you and not paid by the plan
sponsor. All requests to file insurances for services must be made on date of service.
All patients:
I understand that it is my duty and responsibility to notify this facility if I have a problem with any commodity purchased here. This must be done within thirty days of receiving the
commodity. Failure to contact us within this time period will forfeit any right to a refund. Professional fees, once rendered, are non- refundable.

Signature: ___________________________________________________________Date: _______/_______/_______

East Alabama Eye Associates, Inc.
Dr. R. Steven Fields
Notice of Privacy Practices
This notice describes how health information about you may be used and disclosed and how you can get access to this information. Please read it carefully. The privacy of your health
information is important to us.
Our Legal Duty: We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this Notice about our privacy
practices, our legal duties and your rights concerning your health information. We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We will use and communicate your health information only for the purpose of providing your treatment, obtaining payments and conducting health
care operations.
Uses and Disclosures of Healthcare Information
To Provide Treatment: We will use and disclose your health information within our office to provide you with the best health care possible. This may include business office staff, assistants,
opticians, physician assistants, nurses, and physicians. In addition, we may share our health information with referring physicians, laboratories, pharmacies, and other health care personnel
providing you treatment, including contact lens and frame companies.
To Obtain Payment: We may use and disclose your health information to obtain payment for services, materials, and treatment you received in our office. We may do this with insurance
forms filed for you by mail or sent electronically.
Healthcare Operations: Your health information may be used during performance evaluation of our staff, training programs for students, interns, associates, and business and/or clinical
employees. It is also possible that health information will be disclosed during audits by insurance companies or government appointed agencies as part of their quality assurance and
compliance reviews. Your health information may be reviewed during the routine process of certification, licensing, or credentialing activities.
Appointment Reminders: Because we believe regular care is very important to your general health, we will remind you of a scheduled appointment or that it is time to contact us for an
appointment. Additionally, we may contact you for follow up on your care and inform you of treatment options or services that may interest you or a family member. These may include
postcards, folding cards, letters, telephone, voice mail, or email.
Abuse or Neglect: We may disclose your health information to appropriate authorities if we believe a patient is a victim of abuse, neglect, or domestic violence, or the possible victim of other
crimes. We may disclose your health information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.
Public Health and National Security: We may disclose to Federal Officials or military authorities your health information required for lawful intelligence, counterintelligence, and other
national security activities.
Law Enforcement: As permitted or required by State or Federal Law, we may disclose your health information to a law enforcement official for certain law enforcement purposes, including,
under certain limited circumstances, if you are a victim of a crime or in order to report a crime.
Family, Friends, and Caregivers: We may disclose your health information to a family member, friends, caregiver, or other person who you tell us will be helping you with your home
hygiene, treatment, medications, or payment. In case of an emergency, where you are unable to tell us what you want we will use our very professional judgment when sharing your health
information. We will also use professional judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a person to pick up filled
prescriptions, medical supplies, materials, or other similar forms of health information.
To Coroners, Funeral Directors, and Medical Examiners: We may be required by law to provide information about your health to coroners, funeral directors, and medical examiners for the
purpose of determining a cause of death and preparing for a funeral.
Required by Law: We may use or disclose your health information when required to do so by law.
Your Authorization: Other than stated above or where Federal, State, Local Law requires us, we will not disclose your health information without your written authorization. You may revoke
your authorization in writing at any time. Your revocation will not affect any use of disclosures permitted by your authorization while it was in effect.
Patient Rights:
Access: You have the right to look or get copies of your health information, with limited exceptions (you must make a request in writing to obtain access to your health information). If you
request copies, we will charge you a fee for each page, and per hour for staff time to locate, duplicate, and assemble your copy, and postage if you request the copies to be mailed to you.
Documentation of Health Information: You have the right to ask us for a description of how and where your health information was used by our office for any reason other than for
treatment, payment, or health care operations and certain other activities. Our documentation procedures will enable us to provide information from April 14, 2002 and forward. Please let us
know in writing the time period for which you are interested. Your request must be limited to no more than six years at a time. We may charge you a reasonable fee for your request.
Alternative Communications: You have the right to request that we communicate with you about your health information by alternative means or to an alternative location (you must make
the request in writing). Your request must specify the alternative means or location, and provide satisfactory explanation of how payments will be handled under the alternative means or
location. We will make every effort to honor your reasonable request for confidential communications.
Amendments: You have the right to ask us to amend your health information. In order to standardize our process, please submit your request in writing and describe the reason for the change.
Your request may be denied under certain circumstances.
Request a Paper Copy of this Notice: You have the right to obtain a copy of this Notice of Privacy Practices from our office at any time.
Complaints: If you think that we have not properly respected the Privacy of your health information, you are free to complain to our office, the U.S. Department of Health and Human
Services, or the Office of Civil Rights. We support your right to the privacy of your health information. If you want more information please contact our office.

Signature: ______________________________________________________________Date: _______/_______/_______

