
 

WHAT TO EXPECT 
 

 

Your initial visit at the Cataract and Vision Center of Hawaii will last about an hour and a half and may 
include a comprehensive eye evaluation. Your eyes may be dilated, and your vision can become blurred 
for three to four hours. The effects of dilation may potentially include difficulties reading, using a com-
puter, and sensitivity to light.  Please wear sunglasses while outside.

Prior to seeing your doctor, a technician will perform a series of tests to evaluate the quality of your 
vision and any existing conditions:

INSURANCE AND FEES

Visual acuity: Clarity of your vision. 20/20 visual acuity means you can read the same as a person with 
perfect vision at twenty feet. 20/40 visual acuity means that the smallest letters you can read at 20 feet, 
are the same as a person with perfect vision at 40 feet.

External examination: The technician will briefly examine the alignment of your eyes, function of the 
pupils, and the surface of the eye and lids.

Intraocular pressure: Excessive pressure in the eye can cause damage to the nerves in the eye & can be 
a sign of glaucoma.

Optical Coherence Tomography (OCT), Visual Fields, and Photography: The technician may perform 
diagnostic testing, as recommended by your physician, to aid in treatment and care.

Retinal exam: The doctor will examine the back and periphery of your eyes, looking for abnormalities or 
any areas that may need to be treated.

We participate with most insurance plans. Some insurances require a referral from your primary care 
provider to provide coverage for your visit. Please verify that your insurance is up-to-date and that you 
are eligible. A staff member may assist you in reviewing your coverage plan. If you are uninsured, we 
can provide an estimate for the office visit and discuss payment options. 

Ultimately it is your responsibility to be informed of your insurance benefits. This includes deductible 
information, copayment, and co-insurance. There are many insurance plans, and they can often 
change their policies. Though our staff is quite knowledgeable, there are too many plans and too many 
policies to know them all.  Please call the phone number on the back of your insurance card if you have 
questions regarding your insurance benefits. You are responsible for paying all charges not paid by 
your insurance.

Before your initial consultation, please complete the New Patient Information Form and bring your 
insurance cards and a photo ID.  Also, bring your current distance and reading glasses.  

If you are diabetic, bring your most recent blood sugar and Hemoglobin A1C results (diabetic tests 
managed by your PCP). We will discuss your family history of eye disease, current medications, and 
medical history.

Mahalo for choosing the Cataract and Vision Center of Hawaii!

Appointment Details

Some insurance plans will cover the total cost of your office visit and/or surgery; some plans will only 
cover part of it. You will be asked to pay the difference at the completion of your visit. We accept cash, 
check, AMEX, MasterCard, Visa and Discover.
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This notice describes how medical information about you may be used and disclosed as well as how you can 
gain access to this information.  Please review the following carefully.   

 

INTRODUCTION 

USE OR DISCLOSURE OF YOUR 
HEALTH INFORMATION 

This joint Notice of Privacy Practices describes how we may
use and disclose your protected health information (PHI) to
carry out treatment, obtain payment, conduct normal health 
care operations, and/or other purposes that are permitted or 
required by law. It also describes your rights to access and 
control how your PHI is used. PHI is information about you, 
including information that may identify who you are or where 
you live and relates to your past, present or future physical or 
mental health or condition and related health care services. 
This notice is effective April 14, 2003, and applies to all PHI 
as defined by federal regulations.

If you do not wish to provide your consent to the Cataract 
and Vision Center of Hawaii to use your protected health 
information for purposes of payment and/or health care 
operations, please submit a letter to:

Juan Zapata
Privacy Officer
1712 Liliha Street, Suite 400
Honolulu, HI 96817

       
For Treatment: The Cataract and Vision Center of Hawaii 
may use your health information to provide you with medical 
treatment and services.  For example, information obtained  
that is related to your treatment, will be included in your 
medical record. This information is necessary to determine 
what treatment you should receive. The Cataract and Vision 
Center of Hawaii will record actions taken in the course of 
your treatment and how you respond to treatment. We will 
provide your physician or subsequent health care providers 
with copies of various reports that may assist them in your 
care.

For Payment: The Cataract and Vision Center of Hawaii may 
use and disclose your health information to others for 
purposes of receiving payment for treatment and services 
that you receive. For example, a claim may be sent to your 
insurance carrier from the Cataract and Vision Center of 
Hawaii in order for your insurance carrier to make payments 
based upon your medical coverage.  

The information on the claim will include information that 
identifies you, your diagnosis and treatment or supplies 
used in the course of treatment.

For Health Care Operations: We may use and disclose  
your PHI for operational purposes. For example, medical 
information may be disclosed to your insurance carrier to 
evaluate the performance of the Cataract and Vision Center 
of Hawaii; assess the quality of care and outcomes in your 
case and similar cases, and learn how to improve our 
services to you.
                 
Appointments: We may use your PHI to provide notices of 
appointments, information about treatment alternatives, or 
other medical-related benefits and services that also may be 
of interest to you.

Communication with Family: Using best judgment, we 
may disclose to a family member, other relative, close 
personal friend, or any other person that you identify, PHI 
related to that persons involvement in your care or payment 
related to your care.

Notice of Privacy Practices

Business Associates: There are some services provided in 
our practice through contracts with business associates. 
These may include Emergency Room services, radiology 
and laboratory tests. When these services are contracted, 
we may disclose your PHI so that they can perform the job 
we’ve asked them to do. To protect your PHI, however, we 
require them to safeguard your information.

Notification: We may use or disclose PHI to notify or assist 
in notifying a family member, personal representative or 
another person responsible for your care, your location and 
general condition.

Public Health:  Your PHI may be used or disclosed for public 
health activities such as assisting public health authorities or 
other legal authorities to prevent or control disease, injury, 
disability, or for other health oversight activities.
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YOUR HEALTH INFORMATION RIGHTS 
You have the right to:
 ◗ Request a restriction on certain uses or disclosers of 

your PHI. However, the Cataract and Vision Center of 
Hawaii is not required to agree to a requested restriction.

 ◗ Obtain a paper copy of the Notice of Privacy upon 
request.

 ◗ Inspect and obtain a copy of your medical records held  
by the Cataract and Vision Center of Hawaii upon request.

 ◗ Request to amend your medical records.
 ◗ Request communications of your PHI by alternative 

means or at alternative locations. 
 ◗ Revoke your authorization to use or disclose PHI except 

to the extent that action has already been taken.
 ◗ Receive an accounting of disclosures of your PHI by 

the Cataract and Vision Center of Hawaii.

Obligations of the Cataract & Vision Center of Hawaii:
 ◗ Maintain the privacy of your PHI.
 ◗ Provide you with this notice of its legal duties and privacy 

practices with respect to your PHI.

 ◗ Abide by the terms of this notice.

 ◗ Notify you if we are unable to agree to a requested 
restriction on how your information is used or disclosed. 

 ◗ Accommodate reasonable requests you may make to 
communicate PHI by alternative means or at alternative 
locations.

 ◗ Obtain your written authorization to use or disclose 
your PHI for reasons other than those listed above and 
permitted under the law. 

FOR MORE INFORMATION OR 
 

TO SUBMIT A COMPLAINT 

Required by Law: We may use and disclose information for 
law enforcement purposes as required by law or in response 
to a subpoena.

Research: We may use your PHI for research purposes 
when an institutional review board or privacy board that has 
reviewed the research proposal and established protocols 
to ensure the privacy of your PHI has approved the 
research. The Cataract and Vision Center of Hawaii reserves the right 

to change its privacy practices and to make new provisions 
effective for all PHI it maintains. As notices are revised, 
copies will be offered to you within sixty (60) days of 
making the change.

If you have questions or would like additional information,
please contact:

Organ/Tissue Donation: Your health information may be 
used or disclosed for cadaver organ, eye or tissue donation 
purposes.

Health and Safety: Your PHI may be disclosed to avert a 
serious threat to the health or safety of you or any other 
person pursuant to applicable law.

Fundraisers: We may use your information to contact you 
for participation in fund-raising efforts.

Decedents: PHI may be disclosed to funeral directors of 
coroners to enable them to carry out their lawful duties.

              Specialized government functions, 
such as protection of public officials or reporting to various 
branches of the armed services may require the use or 
disclosure of PHI.

Government Functions:

                Your PHI may be used or disclosed 
in order to comply with laws and regulations related to 
Workers Compensation.

Workers Compensation:

Juan Zapata
Business Manager
(808) 457-4105

If you believe that any of your privacy rights regarding your 
PHI have been violated, you may file a complaint with our  
practice’s Privacy Officer or with the Office for Civil Rights,   
U.S. Department of Health and Human Services.  All 
complaints must be submitted in writing.  You will not be   
penalized for filing a complaint with either the Privacy 
Officer or Office of Civil Rights.

Federal law makes provision for your PHI to be released to 
an appropriate health oversight agency, public health 
authority or attorney, provided that a work force member 
or business associate believes, in good faith, that we have 
engaged in unlawful conduct or have otherwise violated 
professional or clinical standards and are potentially endan-
gering one or more patients, workers, or the public.



You have the right to:

◗

◗

◗

◗

◗ Discuss with your doctor your medical condition,
treatment and diagnosis in terms that you can
understand.

◗

◗

◗ Discuss all medically necessary treatment options,
regardless of cost or benefit coverage.

◗ When appropriate, be informed about the outcomes of
care, including unanticipated outcomes.

◗ Be involved and include your family in the planning of
your medical care.  You have the right to be informed of
the risks, benefits and consequences of your actions.
You may choose to refuse treatment.

◗ Give informed consent before the start of any procedure
and/or treatment.

◗ Have access to services, treatment and covered benefits
that are medically necessary in a timely and fair manner.

◗ Be informed of the relationship between the Cataract and
Vision Center of Hawaii and other healthcare providers.

◗ Change your doctor or obtain a second opinion.
◗

◗ Have your cultural, social and spiritual needs respected 
and considered.

◗

◗ Get an explanation of your bill and benefits regardless of 
sources of payment.

◗ Make recommendations regarding the Cataract and Vision
Center of Hawaii’s Rights and Responsibilties statement.

As a partner in your health care, you have the following 
responsibilities:

◗

◗

◗

◗

◗

◗ Keep your appointments or if you cannot keep them, 
cancel appointments in a timely manner.

◗ Know your insurance providers benefit coverage and its
limitations.

◗

◗

◗

◗

◗

Pay your bills when required and cooperate in the proper
processing of third party payments.

◗

Inform us of any changes in your medical insurance
coverage or when you change addresses.

Patient Rights & Responsibilities
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As a patient at the Cataract and Vision Center of Hawaii, you have specific rights regardless of your age,
culture background, gender, sexual orientation, financial status, national origin, race, religion or disability. 

Receive information about the Cataract and Vision Center 
of Hawaii’s services; its health care practitioners and 
providers, and your rights and responsibilities. 

Receive information about the professionals who provide 
your health care, including their names, professional 
status and certification 

Be treated with consideration and compassion. 
We will maintain your privacy in treatment and care.  

Be treated in a safe, secure and clean environment.

Make decisions relating to your medical care. You have
the right to assign another person to make healthcare
decisions for you, to the extent allowed by federal and
state laws.

Voice your complaints freely without fear of discrimination 
or retaliation. If you are not satisfied with the solution, you 
have the right to appeal for reconsideration. 

Follow the treatment plan agreed by you and your 
healthcare provider.  You have a responsibility to inform 
your health care provider if you do not understand your 
treatment or cannot follow through with your treatment. 

Cooperate with our staff to ensure proper diagnosis and 
treatment of your illness or medical condition.

Cooperate by signing a release form when you choose
to refuse recommended treatment or procedures.

Provide accurate and complete information about 
your present and past medical condition(s). You have 
the responsibility of completing all patient forms to 
the best of your ability.
  

Keep from creating a disturbance or disruption of
operations and administration.

◗ Cooperate in following all clinic, hospital and health plan 
rules and regulations regarding your actions as a patient 
or member.

Understand your health problems and participate in 
developing mutually agreed upon treatment goals, to 
the extent possible. 

Identify yourself appropriately and use your medical  
insurance card in accordance with your providers  
policies and procedures. 

Receive the medical information and education you
need to be informed of your medical care.

Be assured of the measures in place to protect all
communications and records related to your care in order
to uphold confidentiality. You or a person you choose 
can have access to your medical records, within the limits 
of the law.

Realize the effects your lifestyle has on your health,
and that decisions you make in your daily life, such
as smoking, can affect your health
Be considerate of others by respecting the rights
and feelings of the staff and respect the privacy
of other patients.

|



Billing Procedures

Medicare Patients: Our physicians are Medicare 
participating providers. This means that we will bill 
Medicare the Medicare allowed fee with the remaining 
20% payable by you or your Medicare supplement 
insurance. Medicare patients are also responsible for 
the annual Medicare deductible and all non-covered 
services. All patient portions are payable at the time of 
service.

Participating Insurance Plans: All charges will be 
billed. All patient portions and non-covered services 
will be collected on the day of your visit.

Managed Care Plans (HMO): Our physicians are 
participating providers with various Managed Care 
Insurance Plans. If you are a member of one of these 
plans, we will ask you for a referral form from your 
primary care physician. You will be held responsible for 
any co-payment and non-covered services, which are 
payable at the time of service. The balance will be 
billed directly to your insurance company.

Medicaid: You must have your current Medicaid card. 
All charges will be billed. All patient portions and 
non-covered services will be collected on the day of 
your visit.

Non-Participating Insurance: If your insurance is 
with a private carrier, we will make every effort to 
bill your insurance company first. You will be 
responsible for all charges incurred, payable at the 
time of your visit. Your insurance company will 
reimburse you directly. Any such request must be 
accompanied by a completed insurance form at 
each visit, unless your insurance carrier accepts the 
standard HCFA 1500 form.

Non-Covered Services and Taxes: Some services 
and taxes may be considered non-covered services 
with your medical insurance. You are responsible 
for all payments not covered by your insurance. 
Our staff will make every attempt to inform you of 
all non-covered services prior to your visit. 
Ultimately, it is your responsibility to stay informed 
of your insurance benefits are collected at the time 
of your visit.

Payments, deductibles, other: All payments that 
are your responsibility are due at the time services 
are rendered. Cash, VISA, MasterCard, Discover, 
AMEX or personal check from a local bank is 
accepted. There will be a $30 service charge for all 
returned checks. In the event your account 
becomes delinquent, you are responsible for all 
additional charges incurred.

While filing of insurance claims is a courtesy that we 
extend to our patients, some charges such as 
deductibles and co- payments are your responsibil-
ity. We realize that temporary financial problems 
may affect timely payment of your account.  If such 
problems do arise, we ask that you contact us 
promptly for assistance with the management of 
your account.

The care of your eyes and your vision are our 
primary concern. Should you have any questions 
concerning this policy, please feel free to contact 
us at (808) 524-1010.
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Physician’s Billing Solutions
(808) 677-7727

The physicians at the Cataract and Vision Center of 
Hawaii, are contracted with most major insurance 
companies in the state.  It is important that you 
provide us copy of your insurance card prior to your 
examination.  We will make every attempt to bill your 
insurance company for services rendered at the 
conclusion of your visit.  As the patient, you are 
responsible for any copayment, co-insurance, and 
deductibles due at the time of service.  You may see a 
claim from our provider office: Worldster Lee, MD LLC 
or our surgery center, the Cataract and Vision Center 
of Hawaii LLC, depending on the services received.  If 
you have any questions regarding a bill, you can 
contact our billing team:



Brandon Lee, M.D. | Daniel Choi, M.D. 
1712 Liliha Street, Suite 400 Honolulu, HI 96817 phone: 

(808)524-1010 | fax: (808)531-1030
Surgery Center

phone: (808)457-4113 | fax: (808)585-0369

Acknowledgment Receipt of Notice of Privacy Practices, Patients’ Rights and Responsibilities, 
and Billing Practices.

By s ter of Hawaii's 
(CVC  Practices, and 
Patie

I und lth information 
for u ave provided is 
accu  for all charges 
asso this form. I also 
ackn  practice.
This 

Patie
igning below, I acknowledge that I have received the opportunity to review the Cataract and Vision Cen
H)/ Worldster Lee MD LLC's (WLMD) General Practice Information: Notice of Privacy Practices, Billing
nts’ Rights and Responsibilities displayed throughout the practice and available on our website. 

erstand that the physicians and staff at CVCH and WLMD may use and disclose necessary personal hea
se as described in the Notice of Privacy Practices. I acknowledge all the demographic information I h
rate to the best of my knowledge. I (the patient or patient's representative) will be financially responsible
ciated with services rendered in accordance with the practice's Billing Practices/Procedures described in 
owledge that nonpayment of my account may result in collections proceedings and/or dismissal from the
consent will remain in effect until revoked in writing.

nt/Authorized Signature:         Date:
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