Mame:

Accoun
LH:
PATIENT INFORMATION
First Name: MI: Suffix:
Last Name:
Home Phone: _( ] Work: _( ) Cell:_( )
Preferred Contact#: O Home O Work 3 Cell Marital Status: 3Sing OMar ODiv OWid  OSep
SSN: DOB:; Sex. OM OF
Preferred Language: 3 English 3 Spanish 3 Other.
Street Address/City/State/Zip:
Billing Address:
Email Address: Employer/Occupation:
Full Time Resident? Y AN If No, Other Address:
Primary Care Physician: Address:
Who Can We Thank For Referring You To Our Practice:
[ Family/Friend [ Insurance
[d Social Media [ Doctor:
d Website i
O Employer 4 Other:
GUARANTOR OR RESPONSIBLE PARTY: O Self (Patient) 3 Other (If Patient Is Minor)
If Other, Last Name: First Name: MI: Suffix:
Home Phone: _(_____ ) Work: _( ) Cell:_( )
DOB: Relationship To Patient:
EMERGENCY CONTACT (Other than telephone number listed above)
Name: Relationship To Patient:
Work: _( )

Home Phone: (___) PRIMARY MEDICAL INSURANCE




Cell:_( )

Company: ID#: Group#:

Policyholder Name: DOB: Relationship To Patient:

SECONDARY MEDICAL INSURANCE

Company:; ID#: Group#;
Policyholder Name: DOB: Relationship To Patient:
VISION INSURANCE

ID#: Group#: Policyholder Name;

DOB: Relationship To Patient;
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PATIENT MEDICAL HISTORY NAME: DATE:

Please check YES or NO if you have or ever had any of the following:

ay ON Cancer - Type ay ON High Cholesterol
ay ON Taken Flomax / Hytrin / Cardura ay ON Thyroid Disease
ay aN High Blood Pressure ay aN Diabetes — 3 Oral A Diet TlInsulin
ay aN Stroke / CVA ) Y ON GERD
ay AN Heart Disease / Murmur 0 Y ON Kidney Disease
ay AN Heart Attack ) Y ON Kidney Stones
ay 4N Congestive Heart Failure a Y ON Liver Disease
ay aN Irregular Heartbeat / Palpitations a Y ON Hepatitis - JA OB AC
ay AN Asthma 0 Y ON Auto-Immune Disease — Type
ay ON COPD a Y ON Infectious Diseases
ay 4N Migraines a Y ON Dementia / Memory Loss
ay 4N Arthritis ) Y ON MRSA
ay ON Sleep Apnea - Use a CPAP? Y ON
Have you received a pneumonia vaccine? O Y anN

Have you ever smoked? Y O N - Doyoustillsmoke? DY ON

Do you drink alcohol? @Y 3 N - ODaily Occasionally ORarely

SURGERIES
Please check the box if you have had any of the surgeries listed below: 3 No Surgical Procedures 3 Cataract Surgery
O Bypass 3 Hip Replacement 3 Thyroidectomy O LASIK/RK
(3 Pacemaker O3 Prostate 3 Appendectomy O Retinal Detachment
3 Heart Stints 3 Colostomy 3 Gallbladder 3 Cornea Transplant
O Knee Replacement 3 Mastectomy O3 Back Surgery 3 Glaucoma Procedure
3 Other: O Eyelid Procedure
OTHER EYE DIAGNOSIS
Have you been diagnosed with any of the following eye diseases/disorders:
(7 Cataracts 3 Diabetic Retinopathy 3 Other,
3 Glaucoma 3 Corneal Disease 3 Other,
3 Macular Degeneration O Amblyopia / Lazy Eye O Other

ALLERGIES

3 Yes - Please list below 3 No Known Allergies Latex Allergy? 3 Yes O No

MEDICATIONS

Please list any medications you take, prescription or over the counter; You may provide a list if available:

FAMILY HISTORY
Do you have any FAMILY history of: (Mother, Father, Siblings, Grandparents)
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Diabetes ay aN Who:

Glaucoma ay OAaN Who:
Macular Degeneration ay oN Who:
Blindness ay anN Who:
Adopted/Unknown ay ON
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REVIEW OF SYSTEMS

NAME: DATE:

Please check all that apply to your current and past health.

Boxes that are not checked will be considered a negative response.

neral nstitutional

O Overall Healthy

O Weight Loss / Gain
O Fatigue

O Fever and Chills

O Weakness

Cardiovascular

Intequmen kin
O Skin Cancer

O Rash

O Bruising

O Suspicious growths

O ltching

Gastrointestinal

Ears/Nose/Mouth/Thr
O Dry Mouth

O Sinus Pain / Infections
O Ringing in ears

O Vertigo

O Wears hearing aids

Musculoskeletal

Respiratory
O COPD

O Asthma

O Emphysema
O Oxygen use

O Shortness of Breath

Neurological

O Chest Pain O Heartburn / Acid reflux O Arthritis O Memory Loss

O Hypertension O Diverticulitis 0 Back pain [0 Headaches

O Heart attack 0 Nausea O Swelling of joints O Parkinson’s disease
O Heart Surgery O Hernia O Stiffness O Seizures

O Palpitations [ Ulcers O Muscle pain / joint pain O Tremors
Endocrine Psychiatric Allergies / Immunological

O Diabetes O Anxiety O Allergic reaction to medications

O Hyperthyroidism 0 Depression O Allergic reaction to foods

O Hypothyroidism O Stress O Seasonal / Environmental allergies
O Frequent Urination O Autoimmune disease

O Excessive thirst

Other conditions or medical problems not listed?:

X X
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Patient Signature Date Parent or Guardian Signature Date
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Name: Date: Acct#:

VISUAL ASSESSMENT FORM AND LIFESTYLE QUESTIONNAIRE

Occupation:

Hobbies:

Circle the degree of difficulty you have doing the following activities because of your vision.

Functional Vision Assessment Circle One
Would you like to be less dependent on glasses?? Distance Near Both
Difficulty seeing street signs or driving No Mild  Moderate Severe

(curbs, highway exits, traffic lights, halos/glare in lights)

Difficulty seeing TV or movies No Mild  Moderate Severe
(faces, numbers, printing)

Difficulty reading small print with glasses No Mild  Moderate Severe
(books, newspaper, pill bottles, instructions, cell phone)

Difficulty performing detailed work No Mild  Moderate Severe
(sewing, threading a needle, baiting a hook)

Difficulty with personal correspondences No Mild  Moderate Severe
(writing checks, reading bills, filling out forms)

Difficulty with leisure activities No Mild  Moderate Severe
(playing cards, bingo, bowling, golfing)

Difficulty functioning around the house No Mild  Moderate Severe
(cooking, general household upkeep, stairs, telephone)

Difficulty recognizing faces of people No Mild  Moderate Severe
(church, grocery store, clubs, other daily activities)

Please circle the activities you would prefer to do with less dependence on glasses:

Reading Seeing pill bottles  Looking at a menu Looking at your watch Using a cell phone
Card or table games Sewing Applying makeup Using a computer

View dashboard of car Seeing price tags/shelves Shopping Bingo Driving
Playing sports, like golf Watching TV Watching live sports Going to movies Swimming

X X

Patient Signature Date Parent or Guardian Signature Date

NOTE: Printed copies of this document are uncontrolled. In the case of a conflict between printed and electronic versions of this document,
the controlled version published online prevails.



ATTENTION: If you speak English or American Sign Language, free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in accessible formats are also available free of
charge. Please speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacién en formatos
accesibles. Por favor hable con su proveed

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfligung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen
ebenfalls kostenlos zur Verfligung. Bitte sprechen Sie mit Inrem Provider.

TR MREUH[PX], BMNFRBANERGEESDIRS. BIMNERZR HELSHNHEYTERN
RSy, UEEBERAREER. FSENRMHERR.

FE MBRER(BPX], BMULAGRRAKEESHURS. ALK E RHEEMNEETE
BARTS, LUEMEBIRXIRHER, FERENEEEEK,
LU'U Y- N&u ban nei tiéng Viét, ching toi cung cap mian phi cac dich vu hd tro' ngan nger. Cac hd tro' dich vy

phii hop dé cung cép thdng tin theo cac dinh dang dé tiép can ciing dwo'c cung cap mién phi. Hay noi chuyén
v&i nha cung cap cua ban.

ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre disposition. Des
aides et services auxiliaires appropriés pour fournir des informations dans des formats accessibles sont également
disponibles gratuitement. Veuillez en parler a parlez a votre fournisseur.

BHMMAHWE: Ecrnu Bbl roBopuTe Ha pycckuid, Bam JOCTYMHbI BecnnaTHble yCnyry A3bIkoBOW NOAAEPXKKA.
CooTBeTCTBYIOLLME BCIOMOraTenbHble CPeAcTBa M yenyrt No NpefocTaBeHunio MHAopMaLmUm B AOCTYMHbIX
(hopmaTax Takke npegoctaenstoTes 6ecnnatHo. Moxanyicra, NorosopuTe Co CBOUM NPOBaNAEPOM.

38 gie doilaall 45 salll 3acLisall Ciladd (8 Ay yall Ehanty S |3 4w
e shaall il Arliall sac Lusall ciland) g cilac lusal) Sl ~Lia
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ZO[BR ]S AHSTHAIS 2 22 910 IY MHIAS 0ISotA & USLICH 018 Jts8
A2 HPE HBos MBS BX IR U MHIAT 222 HBELICH Aokl AHIA

2
M-S X0 22 6HY Al 2.

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit
din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga
naa-access na format. Makipag-usap sa iyong provider.

ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili
gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili. Si prega di parlare con
il proprio fornitore.

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d aladispozisyon w gratis pou lang ou pale a. Ed ak sévis
siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis tou. Tanpri pale ak founise w la.

QAL ATICTE 7514 hU'y: £27d £I5 A1AIAT 179 LPCNAL FA = av By (LT PCAT
ATDP LA N OV = TenTE AP T AG ATANAE T A79.0- 172 815 A= AQNL T AP NPT £1.0°4-

T AT, TATSAATe TS STeegrs HoAcTATSehT FT1S, Gef o S TETIdT AATEE STclet
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NOTE: Printed copies of this document are uncontrolled. In the case of a conflict between printed and electronic versions of this document,
the controlled version published online prevails.



AT A FETAHEHIT BT e

MAKINIKA: |kiwa wewe huzungumza Kiswahili, msaada na huduma za lugha bila malipo unapatikana kwako. Vifaa
vya usaidizi vinavyofaa na huduma bila malipo ili kutoa taarifa katika mifumo inayofikiwa pia inapatikana bila
malipo. Tafadhali zungumza na mtoa huduma wako.

fimrrs fe6: A 3H JAs S8 J, 37 3973 B8 He3 37 A3 AT Qusey Jemit I&| UdoudT
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T BREZFEINDGBE. BHOEEXEY—EREZTAAVEEGET. 792 TL
(HELVFATEDESBERE SN GRATHEBREZRYET =00 BYLGMHEELY—
EXHEMTIRMAWNETEYS, TN F—I2THEEZEL,

N N T T R e e B LIS SN
RO ) sead i e yied JiB laclld [y e Sal 43 ) (gl calin SaS Ciladd g WSS Canladi (e yiwd
S Cuna 354 saia ) ) b ladal aviia (e jien
LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus Hmoob muaj cov kev pab cuam txhais lus pub dawb rau koj.
Cov kev pab thiab cov kev pab cuam ntxiv uas tsim nyog txhawm rau muab lus ghia paub ua cov hom ntaub ntawv
uas tuaj yeem nkag cuag tau rau los kuj yeej tseem muaj pab dawb tsis xam tus nqi dab tsi ib yam nkaus. Thov
nrog koj tus kws kho mob tham.

ATENCAOQ: Se vocé fala [inserir idioma], servigos gratuitos de assisténcia linguistica estéo disponiveis para voc8.
Auxilios e servigos auxiliares apropriados para fornecer informagdes em formatos acessiveis também estéo
disponiveis gratuitamente. Por favor, fale com seu provedor.
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UWAGA: Osoby mowigce po polsku mogg skorzysta¢ z bezptatnej pomocy jezykowe;.
Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg rowniez
dostepne bezptatnie. Prosze porozmawiaé ze swoim dostawcag.
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