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PAllENT INfOR/t\AllON 

Date 

SS/HIC/Patient ID# _______________ _ 

Patient Name 
Last Name 

First Name Middle Initial 

Address ____________________ _ 

City 

State __________ _ Zip 

E-mail _____________________ _ 

Sex OM 'OF Age ___ _ Birthdate _______ _ 

O Married □ Widowed O Single O Minor 

0 Separated 0 Divorced 0 Partnered for ___ years 

Occupation ____________________ _ 

Patient Employer/School __ ~- ___________ _ 

Employer/School Address ______________ _ 

Employer/School Phone L-) ___________ _ 

Spouse's Name ___________________ _ 

Birthdate, ________ _ SS# ________ _ 

Spouse's Employer _________________ _ 

Whom may we thank for referring you? __________ _ 

' ... 

INSURANCE 

Who is responsible for this account? ___________ _ 

Relationship to Patient ________________ _ 

Insurance Co. 

Group# _________________ _ 

Is patient covered by additional insurance? D Yes O No 

Subscriber's Name _________________ _ 

Birthdate _________ _ SS# _______ _ 

Relationship to Patient _________ ~-------

lnsurance Co. 

Group# __ _ 

ASSIGNMENT ANO RELEASE 
I certify that I, and/or my dependent(s), have insurance coverage with 

and assign directly to 
Name of Insurance Company(les) 

Dr. all insurance benefits, 
if any, otherwise payable to me for services rendered. I understand that I am 
financially responsible for all charges whether or not paid by insurance. I authorize 
the use of my signature on all insurance submissions. 
The above-named doctor may use my health care information and may disclose 
such Information to the above-named Insurance Company(les) and their agents for 
the purpose of obtaining payment for services and determining insurance benefits 
or the benefits payable for related services. This consent will end when my current 
treatment plan is completed or one year from the date signed below. 

Signature of Patient, Parent Guardian or Personal Representative 

Please print name of Patient, Parent, Guardian or Personal Representative 

Date Relationship to Patient 

EYE HEALTH HISlORY 

Physician's Name Place a mark on "Yes" or "No" to indicate if you have had any of the following: 

Date of last visit 
Bloodshot Eyes □Yes □ No Floaters or Spots □ Yes □ No 
Blurred Vision - Distance □Yes □ No Glaucoma □ Yes □ No 

Date of last eye exam Blurred Vision - Near □Yes □ No Headaches □ Yes □ No 
Burning Eyes □Yes □ No Itching Eyes □ Yes □ No 

Name of doctor Cataracts □Yes □ No Light Sensitive □ Yes □ No 

Do you wear glasses? □Yes □ No Color Vision, Poor □Yes □ No Loss of Vision □ Yes □ No 

0 All the time D Occasionally 
Crossed Eyes □Yes □ No Migraine Headaches □ Yes □ No 

D Reading D Driving □TV 
Discharge from Eyes □Yes □ No Night Vision, Poor □Yes □ No 
Dizzy Spells □Yes □ No Red Eyes □ Yes □ No 

Do you wear contacts? O Yes □ No Double Vision □Yes □ No Seeing Halos □ Yes □ No 

Type Hours/Day Dry Eyes □Yes □ No Seeing Flashes □ Yes □ No 

Describe any problems you have with your Eye Infection □ Yes □ No Temporary Loss of Vision □Yes □ No 

contacts Eye Injury □Yes □ No Twitching Eyelid □ Yes □ No 
Eye Strain □Yes CJ No Vision Poor □Yes □ No 
Fainting Spells, Blackouts □ Yes □ No Watering Eyes □ Yes □ No 

(5S07) - 0 V E R - ,15136 -C 2006 Medleal Arts Press® HI00-328-2179 


