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As a new patient to our practice, we would like to offer a warm welcome and our thanks for choosing us to 
provide your eye health and vision care. In order for us to establish your file, and provide the most beneficial 
use of your time with us, the doctor has asked you to complete the following tasks and bring the results to your 
appointment. The doctor needs this information in order to give you the best care possible. 

•	 Completed Welcome to the Office Form: This diagnostic information includes personal and 
family information needed to establish your file, as well as your current eye health and vision status. 
Your responses will guide our doctors and staff, and remind us to address any significant issues 
during your visit. 

•	 Completed Medical and Eye Health History: Since many general health conditions may be 
associated with visual symptoms and/or eye health problems, this important record ( now required 
by state health boards and virtually any medical and optical insurance plans) will allow us to care for 
you as a " whole person" rather than just a pair of eyes. This form includes a complete list of 
prescription and non-prescription medication, which may be brought in as a separate list for us to 
photocopy if you prefer. 

•	 Insurance cards or claim forms: For any optical and/or medical insurance you may be covered by. 
( Even for "routine" visits, if a medical eye condition is discovered during your examination we can 
submit a claim to your health insurance for the medical evaluation portion of your examination.) 

•	 Eyeglasses: Please bring ALL pairs of eyeglasses you currently use, including prescription or non­
prescription reading glasses, sunglasses, etc. We have instruments to compare the optical power of 
your old lenses with your new exam findings, thus enabling us to determine and explain how your 
vision has changed over time. We can also evaluate the condition and fit of your current eyewear. 

•	 Contact Lenses: It is best to wear your current contacts to your appointment if possible. Next best 
is to bring them along in your case. If you wear planned replacement or disposable lenses, it is very 
helpful if you bring along your cartons or lens packets that indicate the lens series, power, 
manufacturer, etc. 

•	 Eye drops, ointments, etc: Please place any eye drops or ointments that you use in a small bag and 
bring it along with you. Your doctor will review whether these are appropriate or if a better option 
is available. 

•	 Dilation Explained: The doctor may need to use drops to dilate your eyes in order to fully evaluate 
their internal health. This has the effect of temporarily increasing sensitivity to light and causing 
"fuzzy" vision at a near (reading) distance. Therefore, if you want new eyewear or feel you may 
need to select new eyewear, please come 15 to 20 minutes before your appointment time in order to 
look at our frame selection. 

Completing the task list for the items that apply to you will assure you of receiving most thorough and 
professional care possible and in a very efficient manner. 

We look forward to your visit!!! 
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EYECARE l\EGISTRATION AND HISTORY
 

-Sl-::-:-==-==-:-=----;-~:=::-;--;-:--;;:-;-;:;-::_;_Ip PATIENT INFORMAT10N 

Oale _ 

Pallent _ 

Add,... _ 

Sl~lrCOy z', 
Aoo Bir1hda\e~_~. _SIOCDM 0 F 

o Single 0 Married OWidowed DSeparaled o DiYQfced 

Patient 55. _ 

O=palicn, _ 

Employe'· _ 

Employer Acldress _ 

Employer Phone _ 

Spouaa'e Name _ 

Bir1l)dale' 55. _ 

Occupalion_ _
 

Spouse', Employer _
 

Whom ml!I)' we Ihank lor relerring you? _
 

~..: '-::P"'"'H:-::O""N:-:-:::E---,-N""U-,-;-M""B""'E""'R"'S;::---­-Home Work 

Be&1 Urn. and piece 10 reach you _ 

IN CASE OF EMERGENCY, CONTACT 

Name __---------------- ­

Home Phone 

HEALTH HISTORY ~EYE -

~INSURANCE 
, 

Who is responsible lor l!lis accounl? _ 

Relationship to Pa\lent _ 

InSIJ'ance Co _ 

Group • _ 

Is ~~llenLCOYe(ed by addilional insurance? 0 Yes 0 No 

Subscriber Name _ 

\3lrlhdale~ sS> 

Relalion~hip \0 Patienl _ 

Insurar'lce Co, .------- ­

Group ~ _ 

ASSIGNMENT AND RELEASE 
I. Ihe lInd~'!;Q"ed [erl'~ Ih~1 I ID' m~ depend..",) ha~ ,n~VIB"C'! coverage 

,","Ih and an.." dire"c1ly 10 

0' an insur~nc, b@nel;\~, H"ny. 
cl~~rw"e pavable 10 me ":'1 ~e""ices 'endered I "Melsland !h~l 1 8m !\nencial'l' 
<~,r-<;>n"ble to' all ["a'ge~ """1'1"1" 0' nol paid by inSVlance I hereby IIUlhorire 
!he ~O' TO <elease ~~ ,n":>'m.lion necessary !O U'[ll'<l th<l paymenl 01 

benel", I a"lh"'''le lhoe use 01 1hi5 si<jflaTu'e "n oil in.ut~nce SUbmissions. 

-=-=------­
n·'a,,,:>~·h'r Dale 

I M~ INTERESTED IN 

o Glasses 

o Contact Lenses 

o Laser VISion Correction 

[JOlhe r 

P\~ce a malk on ·Yes· or "No" \0 ;ndicale it you haIJe had any of Il,e tollowing·. 
Phys\clan~.Name _ Bloodshot Eyes DYes ONo Floaters or Spols DYes D No 

Bluned Vision - Distance DYes ONo Glaucoma DYes ONo 
Blurred Vision - Near DYes ONn Headaches DYes DNo

Dale 'oJ Iasl eye exem? _ 

Do" ¢.!U' .,....L- _ 
Burning Eyes DYes ONo Itching Eyes DYes DNo
 

.Name 01 doctor, _ Cataracts
 DYes DNo Light Sensiti~e DYes ONo 
ColOl Vision. Poor DYes DNo Loss 01 Vision DYes ONoDo you,..at glasses? DYes 0 No 
Crossed Eyes DYes DNo Migraine Headaches DYes ONoo Ail the time 0 Occasionally Dischalge !rom Eyes DYes ONo Night Vision, Poor DYes ONoD Reocling D D'iving 0 TV Dizzy Spells DYes ONo Red Eyes DYes ONo 

Do you weer contacts? DYes D No Double Vision DYes DNa Seeing Halos DYes ONo 
Type HourslDay _ Dry Eyes DYes DNn Seeing Flashes DYes DNo 

Eye Injection DYes DNo Temporary Loss 01 Vision DYes DNaDescribe any problems you have With 
Eye Injury DYes DNo Twitching Eyelid DYes D Noyour conleCtS _ 
Eye Strain DYes DNo Vision Poor DYes DNo 
Fainling Spells. Blackouts DYe,; DNo Walelina Eye~ nyr'~ n No 

- -------- . --- - - ­. -- ­ I 
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•. ,c.- ­ ,~HEALTH HISTORY 

Physician's Nama Dale 01 lasl visit 

Place a mark on -Ves" or "No" 10 indicate il you have had any of the !allowing. Also place a mark 10 indicate il a blood relative has had 
any of the following problems 

yo....rsell FamJly Members Yoursell Family Members 

AIDS!HIV DYes DNo DYes oNo Hepatitis (Type ____1 DYes DNo DYes
 

Arthritis DYes oNo DYes DNo High Blood Pressure DYes DNo DYes
 

Artllida! Heart Valva DYes DNo DYes DNo Kidney Disease DYes DNo DYes
 

Artilicial Joints DYes DNo DYes DNo Lazy Eye DYes DNo DYes
 

Asthma DYes DNo DYes DNo Lupus DYes DNo DYes
 

Bleeding DYes DNo DYes DNo Migraine Headaches DYes DNo DYes
 
Blindness DYes DNo DYes DNo Pacemaker DYes DNo DYes
 
Cancer DYes DNo DYes DNo Poor Color Vision DYes oNo DYes
 
Calarac1s DYes DNo DYes DNo Relinal Disease DYes DNo DYes
 
Chemical Dependency DYes DNo DYes DNo Rheumatic Fever DYes DNo' DYes
 

Oiabetes DYes DNo DYes oNo Shingles DYes oNo DYes
 

OrulOl Sensitivity DYes oNo DYes DNo Skin Conditions DYes DNo DYes
 

Emphysema DYes DNo DYes DNo Stroke DYes DNo DYes
 

Epilepsy DYes DNo DYes DNo Thyroid Condilions DYes DNo DYes
 

Eye ~UTgery DYes DNo DYes DNo Tubercuiosis DYes DNo DYes
 

Glaucoma DYes oNo DYes DNo Turned Eye DYes DNo DYes
 

Hay Fever DYes DNo DYes DNo Are you pregnanl? __ Number or children
 

HeM Condition DYes DNo DYes DNo Tobacco use AlcohOl use
 

ALLERGIESMEDICATIONS 

LiSI medications you are currenlly taking. including eye dlOps: Lisl your allergies to medicalions or other subslances: 

Phermacy Name 

DNo 

DNo 
DNo 

oNo 
DNo 

DNo 

DNo 

DNo 

DNo 

DNo 

DNo 
DNo 

DNo 
DNo 

DNo 
DNo 

Phone 

m
 MEDICARE- AUTHORIZATION 

I request Ihal paymant ot authorized Medicare benelils be made either 10 me or on my behall to Oc -'-_.,-.._ 
lor any services furnished me by that doctor. I aUlhorize any holder 01 medical inlormalion aboul me 1O release 10 the Health 'Care 
Financing Adminislralion and ilS agents any information needed 10 determine Ihese benelils or Ihe benefits payable lor related servIces. 
I undersland my signature requesls thaI paymenl be made and aUlhorizes lelease 01 medical information necessary 10 pay the claim. If 
·olher health insurance" is indicaled in ilem 9 of Ihe HCFA·1500 lorm. or elsewhere on other approved claim forms or eleclronically 
submitted claims, my signalure aulhorizes releasing 01 the inrormation to the insurer or agency shown. In Medicare a!lsigned cases. the 
physIcian or supplier agrees to accepllhe charge determination of Ihe Medicare carrier all the full charge. and the patient is responsible 
only lor the deductible, coinsurance, and noncovered seNices. Coinsurance and the deductible ate based upon lhe charge determination 
ollhe Medical\, carrier. 

Signalure o! Beneficiary Dale 

I 
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