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Patient Information Form
Patient Name_________________________________________________________ Age__________ Birth Date______________________

Address ______________________________________________ (City)_____________________(State)_______(Zip)__________________
Cell Phone _______________________________________ Text:     Yes    or     No: (For Appt Reminders or Pick-up Notification of Glasses or Contacts)   
Work Phone__________________________________Home Phone__________________________________




Occupation ______________________Employer ______________________ Email: _____________________________________________
Insurance_________________________ Subscriber’s Name: ___________________ Subscriber DOB: _________ Subscriber SSN ________________
Major Reason for Visit:  __________________________________________________________________________

Type of Visit:   Routine           Emergency             Laser Vision Consultation             Medical              2nd opinion        CRT/Ortho K
Will you be using insurance to help pay for your visit?   Yes   No    If yes, please specify type _______________________

Approximate Date of Last Exam__________________________     Location ________________________________

Do you wear eyeglasses:   Yes    No
 They are for:   Distance        Reading               Full time

Do you wear contact lenses:   Yes     No             
Type:   Soft     Gas Permeable

Have you ever worn contacts in the past:    Yes   No

Any history of an eye injury or surgery:  Yes    No      explain _____________________________________________

Any family history of eye disease:  Yes    No

If yes, circle all that apply:  Glaucoma     Macular Degeneration     Cataracts       Diabetic Retinopathy     Retina Detachment
Are you experiencing any of the following?  Check all that apply

__ blurry vision
__ redness
__ itching            __ watery eyes
__dry eyes         __flashing lights       __floating spots

__ eye pain
__ double vision   __ headaches      __eyestrain           __swelling         __discharge

Have you been diagnosed with any of the following?
__High blood pressure             __ Anxiety             __ Allergies : PLEASE Specify Which:__________________________________________________           

__High cholesterol
                  __ Depression       __ Arthritis
__Diabetes
                  __ Migraine           __ Infectious disease (HIV, Hepatitis, etc)
__Thyroid

 __ Seizures            __ Autoimmune disease (Lupus, TB, 
__Cancer   specify type: __________________    __ Other conditions: _______________________________________________________________
Are you currently taking any medications?  If yes, please list _________________________________________________ (Back of Form?)
Primary Care Physician: _________________________________________________ Phone ________________________________
Are you interested in learning more about Laser Vision Correction?      Yes   No
Would you like us to send a friendly reminder for your next eye exam?       Yes   No

· Payment is expected at the time services are rendered.  Complete balance is due before any prescriptions or materials are given.  Patient is responsible for any amount not covered by insurance.

· I authorize any holder of medical information about me or my dependent to release to the applicable insurance billing companies and its agents any information needed to determine those benefits payable for related services. I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim. If “other health insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency shown.

· We provides this Consent to comply with the Privacy Regulations issued by the Department of Health and Human Services in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) . Should you desire additional copies, please advise.
· How We Collect Information About You: (ICD) and its employees and volunteers collect data through a variety of means including but not necessarily limited to letters, phone calls, emails, voice mails, and from the submission of applications that is either required by law, or necessary to process applications or other requests for assistance through our organization. What We Do Not Do With Your Information: Information about your financial situation and medical conditions and care that you provide to us in writing, via email, on the phone (including information left on voice mails), contained in or attached to applications, or directly or indirectly given to us, is held in strictest confidence.

SIGNED _________________________________________     DATE____________________________


