
Phone 423-239-5491
Fax 423-239-4860

4617 Fort Henry Drive
Kingsport, TN 37663

lVctVillinevecare
' Focused Excellence

William C. McMillin, OD
William P McMillin, OD

Katherine Randolph, OD
Brenna Jeffries, OD

First Name (Legal)

PATIENT INFORMATION

Last Name Nickname

Street Address City

City

Zip Code

Zip CodeBillino Address- l,ta te,entt

Home Phone

Receive Text? yes _ no 

-Date of Birth Social Security # E-Mail Address

(Please Circle Appropriate Response)
Marital Status: Single, Married, Widowed, Divorced, Other

Patient's Place of Employment

Name of Spouse- lf under 18, Parent's/Guardian's Name

Occupation

DOB

Preferred Pharmacy Location

Location

LocationSpecialty Medical Doctor

Primary Vision Carrier Secondary Vision Carrier

lnsured Birth Date lnsured Bi(h Date

Patient's Relationship to lnsured Patient's Relationship to lnsured

Primary Medical Carrier Secondary Medical Carrier

lnsured Birth Date _ lnsured Birth Date

lnsured lD # lnsured lD #

Patient's Relationship to lnsured_ Patient's Relationship to lnsured-
*We are a participating member of Medicare and we accept most vision and medical insurance plans. lf rye are nol on
your insurance plan, please let us know and we will do our best to offer you the same benefits.
lauthorize this office to release any information needed to process any insurance claim. I understand that lam
responsible for any charges regardless of insurance coverage,

Signature of resoonsible oartv Date_
Our Mission is to treat each patient as an individual and to provide the highest quality yision care possible.

We offer you and your family a lifetime commitmena to the vision and health of your eyes. 
ro.n#{ lian;l

I

Cell Phone Work Phone

Gender 

-

EmployerofSpouSeorGuardian-RelationShiptoPatient-
OTHER INFORMATION

Patient Medical Doctor

I VISION INSURANCE INFORMATION

lnsured Name 

- 

lnsured Name 

-

lnsured lD # lnsured lD #

MEDICAL INSURANCE INFORMAIION

lnsured Name lnsured Name 

-



PAT!ENT MEDICALruISION INFORMATION

Do you have or have you ever had the following eye conditions? lf so, please explain

CATARACTS Y/N Y/N

MACULAR DEGENERATION Y/N TEARING Y/N

GLAUCOMA Y/N DlSCHARGE Y/N

DIABETES (circle:Type 1 Type 2) Y/N BLURRED VlSION Y/N

DIABETIC RETINOPATHY Y/N EYESTRA]N Y/N

Y/N EYE PAIN Y/N

FREQUENT EYE INFECTIONS Y/N Y/N

FLASHES/FLOATERS Y/N HEADACHES Y/N

IRIT]S OR UVEITIS Y/N POOR NIGHT VISION Y/N

RETINAL DISEASE, TEARS, OR
DETACHMENT

Y/N Y/N

REDN ESS Y/N DOUBLE VISION Y/N

BURNING Y/N Y/N

Please describe any eye injuries or eye surgeries

Do you have or have you ever had the following medical conditions? Please circle the condition and explain if needed

Developmental Delays / Cancer / Fatique Syndrome

Hearing Loss / Sinusitis / Dry Mouth / Laryngitis

Multiple Sclerosis / Epilepsy / Cerebral Palsy / Tumor/ Stroke / CVA / Migraine / Autism Spectrum Disorder

Depression / Attention Deficit Disorder / Anxiety Disorder /Bipolar Djsorder

Hypertension / Stroke / Heart Disease / Vascular Disease / Congestive Heart Fallure

Cigarette Smoker / Asthma / Bronchitis / Emphysema i COPD / Sleep Apnea

Crohns / Colitls / Celiac Disease / Ulcer / Ac d Reflux

Kidney Disease / Prostate Disease or Cancer / STD-Herpetic / Chlamydia i Benign Prostate Hypertrophy / Currently Pregnant or Nqq!!g

Anhritis / Osteoarthritis / Fibromyalgia / l\y'uscular Dystrophy / Ankylosinq Spondylitis / Osteoporosis / Gout

Eczema / Rosacea / Psoriasis / Herpes Simplex / Cold Sores / Herpes Zoster / Shingles

Type 1 or 2 Diabetes / Thyroid Dysfunction / Hormonal Dysfunction

Anemia / Blood Loss / Ulcer / High Cholesterol

Drug or Environmental Allergies / Rheumatoid Arthitis / Lupus / Siggqlq

OTHER

PLEASE LIST ALL MEDICATIONS OF ANY KIND THAT YOU ARE CURRENTLY TAKING ALONG WITH THE DOSAGE, OR AIIACH A
MEDICATION LI

PLEASE LIST ANY ENVIRONMENTAL OR DRUG ALLERGIES YOU MAY HAVE

ls there any lamily history of the following? lf so what relation. M-Mother F-Father B-Brother S-Sister
GP-Grandparents D-Daughter Son-Son

CANCER Y N CATARACTS Y N

DIABETES Y N [/ACULAR DEGENERATION Y N

HIGH BLOOD PRESSURE Y N GLAUCOT\rA Y N

IHYROID ISSUES Y N OTHER

Health Habits: (This information is kept strictly confldential) Do you smoke or use tobacco products? (yes or no) Do you drink alcohol?

(yesorno) Do you use any kind of illegal drugs? (yesorno) Haveyou ever been infected with Gonorrhea, Hepatitis, HlVorSyphillis?
(yes or no)

PATIENT OR GUARDIAN SIGNATURE

form #1t03.t6 06/02/22

NAME DOB-DATE-

lrrcutt'tc

DRY EYES

I sevEnE sEr.rsrrrvrTY To LTGHTS

I 
ao+rensoue NrcHr cLARE

leuNor.lEss

[ll]



McMillin
eyecare

Financial responsibilitv

Thank you for choosing McMillin Eyecare to be your provider.
We are committed to providing high quality care and service to all
our patients.

If applicable, by my signature below, I authorize McMillin Eyecare
to bill my insurance company for services rendered and/or
materials purchased. If the insurance compsny does not pay the
claim and/or if they pay only a portion of the claim, I understsnd
that I am responsible for paying the remaining balsnce.

All balances must be paid in full before materials can be released.
We do not have payment plans available but do accept all major
credit cards and Care Credit for your convenience.

Signafure ofpatient or guardian Date

Phone 423-239-549'1 . Fax 423-239-4860
4617 Fort Henry Drive . Kingsport, TN 37563



YsldlCh'll
Following is a statement ol your rights with respect to your protected health information.

YolnayeliciCitlojnsEct and copyvour protected health inlormation. Underfederal lau however, you may not inspect orcopythe
tollowing records: psychotherapy notes; information compiled in a reasonable anticipation of, or use in, a civil, criminal, oradministrative
action or proceeding, and protected heatth inlormation that is subject to law that prohibits access to protected health information.

You haye the rigit to request a restrlction of your protected health information, Ihis means you may ask us not to use or disclose
any part of your protected health Information for the purposes of treatment, payment of healthcare operations. You may also request
that any part of your protected health information not be disclosed to family members or friends wto may be involved in your care or for
notilication purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to
whom you want the rest ction to apply.

Your physician is not required to agree to a restriction that you may request. lf physician believes it is in your best interest to permit use
and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to
use another Healthcare Professional.

You haye the rlllht to reouest to receiye conftdential communlgations from us byalternative means or at an altematiye locatlon. You
have the right to obtain a paper copy of this notice trom us. upon request even il you have agreed to accept this notice altematively i.e.
electronically.

You may haye the rigtt to have your physician amend Your protected hqalth intorn_ation. lf we deny your request for amendment, you
have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a
copy of any such rebuttal.

We reserve the right to change the terms of this notice and will infom you by mail of any changes. You then iave the rigit to object or
withdraw as provided in this notice.

Complalnts
You may complain to us orto the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You
mayrile a complaintwith us by notifying our privacy contact of your complaint. We wlll not retaliate againstyou for fflinga complalnt

This notice was published and becomes effective on,/or betore April 14. 2003

tum *10 (2-14)

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with
respect to protected health information. lfyou have any objections to this form, please ask to speak with our HIPAA Compliance officer
in person or by phone at our Main Phone Number.

Signature below is only acknorvledgement that you have received this Notice of our Privacy Practices:

Print Name:_Signature:_Date:



McMillin E
4619 Fort Henry Drive. King

yecare
sport, TN 37663 ' 423-239-5491

HIPAA Notice of Privacy Practices

THIS ONCE DESCRIBES HOW MEDICAT II{FORMATIOI{ ABOUTYOU MAY BE USED AND DISCTOSEO

AND HOWYOU CA GETACCESS TO THIS I FOMATION. PTEASE REVIEW II CAREFUTTY,

Ihis Notice of Privacy Practices describes how we may use and disclose your protected health information (PHl) to carry out treatment. payment or
health care operations (IPo) and lor other purposes that are permitted or required by law. lt also describes your rights to access and control your

protected health intormation. "Protected health information" is inlormation about you, including demographic intormation, that may identiry you and

that relates to your past, present orluture physicalor mental health 0rcondition and related health care services.

1- lrscslollDlsc-loslrEot Protected Health lnlormation

lJses and Disclosures of Protected Health lnformation

Your protected health inlormation may be used and disclosed byyour physician. 0ur office statf and others outside of our office that are involved in your

care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician s
practice, and any other use required by law.

Treatrnenk We rvill use and discloseyour plotected health information to provide, coordinate, or mange your health care and any related services. This

includes the coordination or management ofyour health cate witi a third party. For example, we nould disclose your protected health intormation, as

necessary, to a home health agencythat providescareto you. Forexample, yourprotected health inlormation may be provided to a physician to whom

you have been retened to ensure thatthe physician has the necessary inlormation to diagnose or treat y0u.

Payment: Your protected health information will be used, as needed, to 0btain payment lor your health services. For example, 0btaining approval for a

hospital stay may require that your relevant protected health informati0n be disclosed to the health plan to obtain approvalforthe hospital admission.

llealtftcal€ Opsrauons: We may use or disclose, as-needed, your protected health infomation in order to support the business activities of your

physician's practice. Thes€ activities include, but are not limited to, quali9 assessment activities, employee review activities, training ot medical

studenB, licensing. For emmple, we may disclose your protected health information to medical school studenB that see patients at our otfice. ln

addition, we may use a sigl-in sheet at the registrauon deskwhere you will be ssked to sign your name and indicate your physician. We may also call
you by name in tie waiting room when your physician is ready to see you. We may use or disclose your protected health information. as necessary to
contactyou to remind you of your appointment.

We may use ordisclose your protected health intormation in the following situatiofls without your authorization. lhese situations include:as Required

By Law, Public Health issues as required by larv, Communicable Dis€ases: Health Overcight Abuse or Negect: Food and Drug Administration
requirements: l-egal Proceedings: Law Enforcement: Coronels, Funeral Directors, and Organ Donation: R€search: Criminal Activity: Military Activity

and Nati0nal Security: Worker's Compensation: lnmates: Requlred lJses and Disclosures: Underthe law, we must mate disclosures to you and when

required by the Secretary ot tie Department of Health and Human Services to investiSate or determine our compliance witi the requiremenb of
Secton 164.500.

other Permitted and Required Uses and Disclosures Will Be Made 0nly With Your C0nsent. Authorization or opportunity to 0bject unless required by

law.

You may revoke tiis authorization, at any time, in writing, except to the extent that your physician or the physician's practice has taken an action in

reliance on the use ordisclosure indicated in the authorization.


