
 

 
 

OPS PATIENT INFORMATION 

 

Thank you for the opportunity to participate in your medical care. We look forward to meeting you and appreciate 

the opportunity to be of assistance. We hope that this information will answer frequently asked questions regarding 

your upcoming visit to our office. Additional information is available on our website at www.opsindy.com. If after 

reading this, you have further questions please do not hesitate to call the office. Anyone on our staff would be 

happy to assist you in any way that we can.  

 

ABOUT OUR SPECIALTY  

Our surgeons are among the few surgeons in Indiana who are members of the American Society of Ophthalmic 

Plastic and Reconstructive Surgery (ASOPRS). Membership in this specialized and exclusive organization is 

restricted to ophthalmologists who have been board certified by the American Board of Ophthalmology and who 

have received extensive training in the field of oculofacial plastic and reconstructive surgery.  

 

Our specialty deals with all problems related to the eyelids, tear ducts, and orbit (area behind the eye). This 

includes aesthetic (cosmetic) surgery, incorporating procedures for the brows/forehead, and mid-face, and eyelids.  

 

Common problems referred to our office include eyelid surgery, tear duct obstruction surgery, cosmetic surgery, 

reconstruction of the orbit and mid-face following injuries, tumors involving the eyelids or eye socket, care of 

artificial eye sockets and other problems related to the eye, tear duct, orbit and face.  

 

FEES, BILLING AND INSURANCE 

We participate in most health plans. Medicare, Aetna, Anthem, Cigna, Sagamore, United Healthcare are only a few 

of the many plans with which we participate. If you have any questions about your insurance or our billing policies, 

please do not hesitate to contact us for further assistance.  

 

APPOINTMENTS  

YOUR FIRST VISIT IS FOR CONSULTATION ONLY. Any surgeries will be scheduled for a later date.  

 

Our office hours are Monday through Friday 8:00 AM to 5:00 PM (Eastern Standard Time). An after- hours 

answering service is available all other times. For your convenience, we may also be reached via email to the 

attention of our Practice Administrator at crystals@midwesteye.com  

 

The following paperwork should be completed prior to your appointment and brought to the office with you along 

with a current government issued photo ID and any insurance cards 

 

 



 

 
 

HIPAA PRIVACY COMPLIANCE 

NOTICE OF PRIVACY PRACTICES  

As our Patient, a copy of Ophthalmic Plastic Surgery and Interface Aesthetic Surgery’s Notice of Privacy Practices is available to 

you for your information/reference. This is available on our website at www.opsindy.com, from our reception desk, or directly  from 

our practice office and can be shared with you at any time upon request.  

 

COMPLAINTS/COMMENTS  

If you have any complaints concerning our privacy practices you may also contact the Secretary of the Department of Health and 

Human Services at 200 Independence Avenue, S.W., Room 509F, HHH Building, Washington, D.C. 20201 (e-mail:  

ocrmail@hhs.gov). YOU WILL NOT BE RETALIATED AGAINST OR PENALIZED BY US FOR FILING A COMPLAINT. To obtain 

more information concerning this notice you may contact our Privacy Officer:  

Crystal Shearer, Practice Administrator 

Ophthalmic Plastic Surgery, Inc/Interface Aesthetic Surgery 

10300 North Illinois St. Ste 2020 

Carmel, IN  46290 

 

SIGNATURE REQUIRED  

Your signature is required below to indicate that the entirety of the Ophthalmic Plastic Surgery and Interface Aesthetic Surgery 

Privacy Practices policy has been made available to you.  A copy of this signature page will be provided to you as well as 

maintained in your medical chart.  

Patient Signature: _________________________________________________________________ 

Patient Name (printed): _____________________________________________________________ 

 

AUTHORIZATION FOR RELEASE OR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION  

 

Patient name: ______________________________ DOB: _________________________________ 

Name of Person(s) and/or Organization(s) who are being authorized to receive information: 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

 

I hereby authorize the release or use and disclosure of my individually identifiable health information (PHI) as described above, I 

understand that this authorization is voluntary. I also understand that if the person or organization authorized to receive the 

information is not a health plan, health care provider, or contracted business associate of this practice the released information 

may no longer be protected by federal privacy regulations.  (NOTE:  If a patient is unable to sign for themselves, is underage, or if 

there is Medical Power of Attorney in effect, a legal guardian or the POA must sign this release below as patient representative.)  

 

Printed Name of Guardian or Representative: ________________________________________________________________ 

Patient signature, Legal guardian or patient representative signature: ___________________________________________ 

As appropriate, describe guardians or representative’s relationship to the patient: 

_______________________________________________________________________________________________________ 

Witness (Witness is required if someone other than the patient is signing on behalf of the patient): 

__________________________________________________________________________________
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