WELCOME TO ADVANCED EYECARE CLINIC














           Name









Date




Street






City


     State
Zip


Home Phone



Work Phone


Cell Phone




Date of Birth


Age

Social Security #





       Employer



Occupation



Full/Part Time




Marital Status


Spouse’s Name

E-mail address






If a minor, name of responsible party




Relationship





Emergency contact OR nearest relative not living with you



phone



How did you hear of our office?  ( Insurance Listing   ( Family Member   ‪ Yellow Pages   ‪Physician    

‪ Ad  ‪ Referral—by whom? 



          May we send a thank you note? ‪Y ‪N

MEDICAL HISTORY/REVIEW OF SYSTEMS

Do you currently, or have you ever had any problems in the following areas?

Eyes    Allergies ‪ Y  ‪ N    Eye Surgery  ‪ Y ‪ N    Glaucoma ‪ Y ‪ N     Eye Disease  ‪ Y ‪ N

Constitutional (Fever, Weight Loss/Gain)  ‪ Y ‪ N            Integumentary (Skin)  ‪ Y ‪ N


Endocrine (Thyroid/Other Glands) ‪ Y ‪ N     Respiratory (Asthma/Bronchitis/Emphysema) ‪ Y ‪ N

Ear/Nose/Throat (Allergies/Sinus) ‪ Y ‪ N       Gastrointestinal (Diarrhea/Constipation) ‪Y ‪ N
 Vascular/Cardiovascular (Diabetes/High Blood Pressure/Heart Disease) ‪ Y ‪ N

Genitourinary (Genitals/Kidney/Bladder) ‪ Y ‪ N   Lymphatic (Anemia/Bleeding Problems) ‪ Y ‪ N

Joints/Muscles (Arthritis) ‪ Y ‪ N  Psychiatric ‪ Y ‪ N  Neurological (Headaches/Seizures) ‪ Y ‪ N

If you answered YES to any of the above or have a condition that is not listed, please explain &

list medications


























List any allergies to medications











List any family member who has had any eye disease or eye surgery




















Last Eye Exam

Name of Dr.

Name of Family Dr.

        Last visit



VISION INSURANCE    ‪Y ‪ N      Name of vision insurance







HEALTH INSURANCE  ‪ Y ‪ N    Name of health insurance









AUTHORIZATION AND FINANCIAL RESPONSIBILITY AGREEMENT

I certify that I have read and understand the above information to the best of my knowledge.  The above questions have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.  I authorize the eye doctor to release any information including the diagnosis and the records of any treatment or examination rendered to my child or me during the period of such eye care to third party payers and/or health practitioners.  I authorize and request my insurance company to pay directly to the eye doctor or ophthalmic group insurance benefits otherwise payable to me.  I understand that my eye care insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf of me or my dependents.  Should it be necessary to refer any unpaid account balance to a collection agency, I (We) agree to pay any additional collection costs plus attorney fees.


X_____________________________________________       


 ______________

         

Signature of Patient (or parent if a minor)





Date











      Dr. Reviewed

