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Areyoua 3 Former Smoker O Carrent Occasional Smoker 3 Current Everyday Smioker
. Do vordrink alcohol? TINo. TiVes Ifyes, typefamomntthow lona
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Ear, Nose, Monﬂ: Throat | , Asikvlosing Spondylitis a D
Sinusitus - a XS “Fibromyalgia g 4
Dry Mouth g 4 Muscutar Dystrophy o 4
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Signature on File Form

RESPONSIBILITY STATEMENT

Your insurance is a method for you to receive reimbursement for fees you have paid to
the optometrist for services rendered. Having insurance is not a substitute for payment.
Many companies haye fixed allowances or percentages based on your contract with them
not with our office. It is your responsibility to pay in advance for the deductible, coinsur-
ance, or any other balances not paid for by your insurance. We will assist you in receiving
reimbursement as mych as possible, but you are responsible in advance for your bill.

s FINANCIAL RESPONSIBILITY e l

| By signing this statement you agree to be financially responsible for all charges.

g « AUTHORIZATION TO RELEASE MEDICAL INFORMATION » E

T authorize any holder of medical information about me {0 release to the Health Care
Financing Administfation and its agents any information needed to determine benefits

| or the bencfits payable for related services. This assignment will remain in effect until
F revoked in writing. JA photocopy of this assignment is considered to be as valid as the
- original.

Patient Signature

Witness
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No Refund Policy

Due to the ti
final.

e involved and custom nature of eyewear: all sales are

If there is an ¢ptical problem we are better served to solve than anybody
else, but we do not|count buyer’s remorse as an optical issue.

Eye glass ordprs are highly customized and cannot be canceled once
they have been placed. A restocking fee may be assessed on stopped orders.

In the event of an Rx-change or change to the lenses either by the
Doctor or by the patient, we adhere to a 30 day return policy for a redo at no
additional cost from the date of pickup. After those 30 days, exchanges and
i upon the type of lenses or lab used and may be subject

. Verification of benefits is not a guarantee of payment or coverage and
copay’s are subject to change at the discretion of the insurance once a claim
is received.

Please take the time to choose out a frame and any add-ons to lenses
that you will be happy and comfortable with. We strive to be a family
oriented business, to be honest and dependable and do not want our patients
to feel like we are attempting to take advantage of them.

We will do otir best to make sure that we are charging you correctly for
the items you get through your insurance and are not liable for any additional
charges that are stdted by the insurance after they receive the claim.

We thank you for your business and your cooperation.

Please sign jis form as an understanding of our No Refund Policy and
that you have read all of the above. A

Patient or Parent/Guardian Signature

Date




ACKNOWLEDGE RECEIPT OF Dr. Lawrence Adegite’s,

, “Notice of Privacy practices”

Date

Signature

RELATION

TO THE ABOVE
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Primary Care
Physicians

Dr. Adegite and his team care immensely about the health
of your eyes and there are a number of diseases that can effect
your eye vision such as Diabetes and Hypertension.

That means we also care about your overall physical
health and to help in treating any unknown illnesses or health
conditions we would like to make sure that you already have
a primary care physician.

Please allow us to help in the treatment of your physical
and eye health by filling out the items below.

Please circle jyour answers below.

Do you have|a primary care physician?
Yes No
If you circled yes, what is your primary physician’s name, address and
telephone number]

4

If you circled no, do you need any assistance in finding a primary care

physician?
Yes No

Thank you for your cooperation.

A




COVID-19 WAIVER AND RELEASE OF LIABILITY

In consideration of the risk of exposure while visiting at Rivers In The Desert £ye
Clinic, and as consideration for the right to visit Rivers In The Desert Eye Clinic,
hereby, Tor myself, jny heirs, executors, administrators, assigns or personal
representatives, knowingly and voluntarily enter into this waiver and release of
liability and hereby waive any and all rights, claims, or Causes of action of any
kind whatsoever arising out of my Visit at Rivers In The Desert Eye Clinic, and do
hereby release and [forever discharge Dr. Lawience Adegite and this
establishment, located at 306 S. Lake Stin Farmington, NM 87401, their affiliates,
managers, memberg, agents, attorneys, staff, volunteers, representatives,
predecessors, SUCCgssors, and assigns, for any physical or psychological injury,
including but not limited to iliness, paralysis, death, damages, economical or
emotional loss, thai | may suifer as a direct result of my willingness to visit Rivers
In The Desert Eye dlinic, including traveling to and from an event reiated to Rivers
In The Desert Eve dlinic.

v PARTICIPATING IN THE AEOREMENTIONED ACTIVITY
AND [ AR PARTIE! PATING 1M THE ACTIVITY ENTIRELY AT MY oW RISK. &
ARG AWARE OF THE RISKS ASSOGCIATED WITH TRAVELING TO AND ERORM
AS WELL AS PARTICIPATING M THEIS ACTIVITY, WHICH REAY INCLUDE BUT
ARE NOT LIMITED TO. PHYSICAL OR PSYCHOLOGICAL INJURY, PAIR,
SUEEERING, ILLMESS, TERIPORARY OR PERRAANENT DISABILITY
(INCLUDING PARALYSIS), ECONOCRIC OR ERIOTIONAL LOSS, AND DEATH, [
YNDERSTAND THAT THESE INJURIES OR OUTCORES RIAY ARISE FRORI MY
oW OR OTHERS NEGLIG ENEE, CONDITIONS RELATED TO TRAVEL, OR
THE CONDITION OE THE ACTIVITY LOCATION(S). NONETHELESS, 1
ASSURIE ALL RELATED RISKS, BOTH KNOWN OR UNKNOWN TO ME, OF MY
PARTICIPATION IN THIS ACTIVITY, INCLUDING TRAVEL TO. EROR] AND
DURING THIS AC TIVETY.

| AR VOLUNTARIL

| agree to indemni and hold harmless Dr Lawrence Adegite and Rivers In The
Desert Eye Clinic ¢ gainst any and all claims, suits, or actions of any kind
whatsoever for liability. damages, compensation or otherwise brought by me or
anyone on my be alf, including attorney’s faes and any related costs, if litigation
arises pursuant to any claims made by me or by anyone else acting on my behalf.
if Dr. Lawrence Adegite and Rivers In The Desert Eve Clinic incurs any types of
these expenses, | jagree to reimburse Dr. Lawrence Adegite and Rivers in The

Desert Eye Clinic.

—

| acknowledge that Dr. Lawrence Adegite and Rivers In the Desert Eye_(:linic and
“heir directors, officers, volunteers, representatives aqd agents arenot
responsible for erfors, omissions, acts or failures to act of any parnty or entity

conducting a spegific event or activity on

behalf of Rivers in The Desert Eye Clinic.

[a8

,\0&%




| ACKNOVWLEDGE THAT | HAVE CAREFULLY BREAD THIS “WAIVER AND
RELEASE” AND FULLY UNDERSTAND THAT IT IS A RELEASE OF LIABILITY.
1 EXPRESSLY AGREE T© RELEASE AND DISCHARGE BR. LAWRERNCE
ADEGITE AND RIVERS 1N THE DESERT EVE CLINIC AND ALL OF ITS
QEER&HQTES, EANAGERS, MEWMBERS, AGENTS, ATTORNEYS, STAFF,
VOLURTEERS, &
AND ASSIEHNS, &
AGREE TO VOLU
OTHERWISE HAVE TC BRING A LEGAL ACTION AGAINST DR. LAWRENCE
ADEGITE AND R|VERS IN THE DESERT EVE CLINIC FOR PERSONAL INJURY
OR PROPERTY DARIAGE.

10 the extent that|statuie or case law does nat prohibit releases for negligence,
this release is alsg for negligence on the part of Rivers In The Desert Eve Clinic, its
agents and employeaes. -

In the events thaf|l should require medical care or treatmernt, | agree io be
financially respensible for any costs incurred as a result of such treatment. | am
aware and undersgand that | should carry my own health insurance.

| s
In the event that any damage to equipment or facilities occurs as a result of my or
my family’s willfull actions, neglect or reckiessness, | acknowledge and agree to be

held liable Tor any|and all costs associated with any actions of neglect or
recklessness.

Please prini/sign and date here;

date

15

:
bl

date

(patients name if under the age of 18.)




