Thomas John Vision Institute
Patient Registration

Patient Name

Soc. Security #

Birth date [/ Age

Address

City Marital Status (S) (M) (W) (D)
State Zip Sex  (Male) (Female)
Home Phone ( ) Employer

Occupation Employer Address

Work Phone ( ) City State Zip

Contact Person

Workmen’s Comp?

Who referred you to Dr. John?

Emergency Contact Person

Name Phone Address
Person Responsible for Bill
Name Phone Address

Please present all insurance cards and photo ID at the front desk.

Primary Insurance

Insured’s Name

Secondary Insurance
Insured’s Name

ID# ID#

Patient Relationship Patient Relationship
Ins. Address Ins. Address

Ins. Phone Ins. Phone

**% Authorization to release informatior and assignment of benefits***

I authorize the release of any medical information necessary to process a claim,
I permit a copy of this information to be used in place of the original.

Signature

Date

I authorize Dr. John to apply for benefits on my behalf for covered services rendered
by him, or by his order. I request for the party who accepts assignment.

This authorization may be revoked by either my insurance company or me at
any time. I certify that the information I have reported is correct.

Signature

Date



Past Eve History: (Circle Yes or No)
oGlaucoma Y/N sMacular Degeneration Y/N

oCataract  Y/N eLazy Eye / Crossed Eye Y/N

Eye Injuries Y/N (Explain if yes)

Eye Surgeries Y/N (Explain if yes)
Laser of the Eye Y/N (Explain if yes)

EyeMedications

past Medical HISIOY: Do you have or have you been treated for the following:
Diabetes Y/N How Long?
High Blood Pressure Y/N How Long?
Cancer YN How Long?
Asthma Y/N How Long?
Emphysema YN How Long?
Kidney Disease YN How Long?
Heart Diseases Such As:

Irregular Heart Rhythm YN How Long?
Angina YN How Long?
Heart Attack YN How Long?
Congestive Heart Failure ~ Y/N How Long?
Arthritis Y/N How Long?
sSurgeries:

sMedications:

Are you Taking any Blood Thinners:  Aspirin Y/N Coumadin Y/N (any other Anti-

coagulation medications) Y/N. If yes, what?

oDrug Allergies:

Aliergy: Latex ? Y/N
Family History: Has anyone in your family had any of the following:

Cataract - Y/N Relationship

Glaucoma Y/N Relationship

Macular Degeneration Y/N Relationship

Lazy Eye / Crossed Eye Y/N ' Relationship

Diabetes YN Relationship

Other Eye Disease Y/N Relationship

Do you smoke? YN If yes, how long . How much
YN If yes, how long . How much

Do you drink alcohol?

Patients Name: Date:




e

Referral Sheet

Patient Name: | Date:

IN ORDER TO HELP US SERVE YOU BETTER |

WE ASK THAT YOU PLEASE COMPLETE THE .
FOLLOWING INFO:

Who is Vénr medic_al_ doctor?

Name

Address

City State Zip

Phone ( )

Wheo is vour optometrist?

Name

Address

City State_ Zip

Phone ( )




New Patient Consent 1o the Use and Disclosure of Health Information for Treatmeni,

Payment, or Healthcare Operations

understand that as part of my health care,
or and/or electronic records

I )
Hs, diagnoses, treafment, and

Cornea Cataract & Laser Center originates and maintains pap
describing my bealth bistory, symploms, examination and test resu
any plans for future care or treatment. Junderstand that fhis information serves as:

« A basis for planning my care and treafment
e A means of communicating among many health professionals who coptribute to my care
e A source of information for applying my diagnosis and surgical information to my bill
e A means by which a third-party payer can verify that services billed were actnally
provided
A tool for routine healthcare operations such as assessing quality and reviewing the
competence of healthcare professionals

Privacy Praciices that provides a more complete

[ understand and have provided with a Norice of
description of information uses and disclosures. I understand that [ bave the following rights aad

privileges:
o The right to review the notice prior to signing this consent
e The righi to request restrictions as 1o how my health information may be used or
disclosed to carry out treatment, payment, o health care operations

& Laser Center is not required fo agree o the resirictions
revoke thiis consent i writing, except 10 the exient that the
thereon. I also understand that by refusing o
treat me as permitted

{ understand that Cornea Cataract
requested. I understand that I may
organization has already taken action in reliaace
sign this consent or revoking this consent, this organization may refuse to
by Section 164.506 of the Code of Federal Regulations.

er understand that Cornea Cataract & Laser Center reserves the right to change their nofice
or to implementation, i accordance with Section 164.520 of the Code of

Should Cornea Cataract & Laser Center change their nofice, they will send
ve provided.

I furth
and practices and pri
Federal Regulations.

a copy of the revised notice to the address I’

I wish 1o have the following restrictions {0 use or disclosure of my health information:

1 undersitand that ‘as part of this organization’s treatment, payment, or health care
operations, it may become necessary fo disclosed my protecied health information to
another entity, and I fully undersiand and accept/decline the terms of this consent.

Daile

Patient’s Signature



THOMAS JOHN VISION INSTITUTE %
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: Tinley Park Medical Campus )
-~ 16532 S. Oak Park Av., Suite #201 . 10315 5. Cicero Av.
Tinley Park, lllinois 60477 QOak I}Eg;r-laggrg;g g60453

708-429-ABCD (2223 :
Fax: 708~ 429_2(22 " ) ‘ www.drthomasjohn.com Fax: 708.499.9566

Thomas John, M.D.
Clinical Associate Professor
Loyola University at Chicago

Chicago Top Doctor
Chicago Magazine

iditor of
} Text Books
n Larellar Keratoplasty

urgical Procedures

LASIK

Clear Cornea
Phacoemulsificaton

(topical anesthesia, no-stitch)
Descemetorhexis with
Endokeratoplasty (DXEK/DSAEK)
Anmnterior Lamellar
Keratoplasty (ALK)
Corneal Transplant
(Penetrating Keratoplasty)
Agquaflow Surgery

(Deep Sclerectomy with
Collagen Implant

Amniotic Membrane
Transplant

Artificial Comea/
Keratoprosthesis (K-Pro)
Glaucoma Surgery

Ahmed Valve (seton) with
Pericardial Graft

Scleral Graft

Sclemal-fixated PC IOL
(sutured IOL})

Management of all

Anterior Segment Surgical
Complications

Pterygium Surgery with
Amniotic Membrane Transplant
Anterior Segment
Reconstruction

Honor Award 1996 Refractive Surgery (LASIK)

American Academy of Ophthalmelogy Cornea and External Disease
Cataract and Implant Complications

, ’ . »
Wﬂ ,vae l or g CE[[ET!-CE in Eye 5 Surgﬂry Anterior Segment Surgery

Amerlca’s Top Ophthalmologist Amerfca’s Top Doctor
Research Councll of America Castle Connolly, Lid.

I,

understand that if I experience an eye- related problem

and Dr. Thomas John is not available, that I must go to

the nearest emergency room or call 9-1-1, ifitisan

emergency.

Signed:

Date:

Awards (Partial List);
First Place Awards for Surgical Yideo Competitions from the major Ophthalmic Societies:

» American Academy of Ophthalmology (2 First Place Awards, 2000)

« American Society of Cataract and Refractive Surgery (1995) (First Place Award)
+ International Society of Refractive Surgery (2001) (First Place Award)

Landmark Surgeries:
First in the world to perform Amniotic Membrane Transplant for Toxic Epidermal Necrolysis (Ophthalmotogy 2002, 109:351-360)

First in linois and Indiana to perform DLEK 2002 (2" in the Midwest and 4" in the nation)
One of the initial surgeons fo perform Amniotic Membrane Transplant for Acute Alkali Bumn (Ophthalmelogy 2000; 107:980-930)
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. Tinley Park Medicat Campus :
S~ 16532 S. Oak Park Av., Suite #201 0,10815 5. Gicara A
Tinley Park, illinois 60477 ak Lawn, llilnols 60453

g THOMAS JOHN VISION INSTITUTE ¢
S ?

708-499-393%

718;::2362_8“2?_;2‘3@3) www.drthomasjohn.com Fax: 708-490-9586
Thomas John, M.D. Honor Award 1996 Refractive Surgary (LASIK)
Clinfcal Asscciate Proiessor American Academy of Ophthalimolcgy Cornea and External Diszase
L.oycla Universi:y.at Chicag‘o I{We Strive fOT E‘(CS[[ETLCZ iﬂ- nye Sur_gery" Cmaf.ftt;?ﬂ lg;;l;r;;(t:gz;rzlg;tions
e T"P_ D?ffg»i?agg e WOT[&[R en owm flﬂl ‘S ur.g eorn America's Top Doctor

America’s Top CGphlhaimologist Castle Connolly, Lid.
Research Council of America

e
=

Visiting} Professor
Department of D&

anse. MMA. Belgrade

i understand that if T do
not cancel my appointiment within 24 hours, I will be
charged a cancellation fee of $40.00.

Iditor of 2 Text Books
m Lumellar Keratoplasty

urzical Procedures

LASIK

Clear Cornea Phaceemulsiticaion

{topical anesthesia, no-stitch)

Descermnetorhexis with

Endokeratoplasty (DXEKDSAEK)

Anterior Lamellar .
Keratoplasty € ALK} Slgll:
Comeal Transplant

{Penetrating Keratoplasty}

Ammniotic Membrane Transpiant

Artificial Cornea’Keratoprosthesis D 81@ :
(K-Pro)

Glanrcoma Sorgety

Ahined Valve (seton) with

Pericardial Grafr

Scleral Graft

Scleral-fixated PC 1GL

{sutured [OL)

Management of all

Anterior Segment Surgical

Complicarions

Prervuim Surgery with

Amniotic Membrime Transplant

Anterior Segment Reconstruction

Awards (Partial 1ist):
First Place Awards for Surgical Video Competitions from the major Ophthahnic Societies:
e American Academy of Oplthalimelogy (2 First Place Awards, 2000)
e American Saciety of Cataract and Refractive Surgery {1993) (First Place Award)
® International Society of Refractive Surgery (2001) (First Place Award}
Landmark Surgeries:
First in the world to perform Amniotic Membrane Transplant for Toxic Epidermal Necrolysis {Ophthalmology 2002; 109:351-360)
First in fllineis and indiana to perform DLEK 2002 {2 in the Midwest and 4" is the nation)
One of the initial surgeons to perfonn Ammiotic Membrane Transplant for Acute Alkali Bun: (Ophthalmelegy 2000; 107:930-990)
Ophthaimology Training
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