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@ ADVANCES IN SIGHT

. / VISION CENTER Welcome

We are pleased to welcome you to our office. Pleéalse a few minutes to fill out this form as contplg as you can. If you have any questions
we’ll be glad to help you. We look forward to wamlgi with you in maintaining your health.

PATIENT INFORMATION

NAME . a®. SEC#

ADDRESS

CiTy TAE 2 HONE

EMAIL ADDRESS

SEX M F AGE____ BRTHDATE INSLE MARRIED WIDOW SEPARATED DIVORCED
PATIENT EMPLOYED BY CCUBATION

WHOM MAY WE THANK FORREFERRINGYOU?

PRIMARY INSURANCE

PERSONRESPONSIBLEFOR ACCOUNT

RELATION TO PATIENT IRTB DATE &c SEc#
ADDRESS(IF DIFFERENT FROM PATIENT) HONE

CiITy BATE ar
PERSONRESPONSIBLEEMPLOYED BY CCOPATION
BUSINESSADDRESS USINBsSPHONE
INSURANCE COMPANY PHONE
CONRTACT # RO # UBSCRIBER#

PATIENT VISUAL AND EYE HEALTH INFORMATION

WHAT ARE THE PRIMARY REASONSFOR COMING IN TODAY?

DATE OF LAST EXAM IDRTED? Y N [®» YOU WEAR GLASSES? Y N »YOUWEARCLSY N

HAVE YOU HAD ANY EYEINJURIES? Y N WHAT/WHEN

HAVE YOU HAD ANY EYE SURGERY? Y N WHAT/WHEN

DO YOU HAVE . GLAUCOMA? Y N GTARACTS? Y N By EYES? Y N BURRED VISION? Y N
MACULAR DEGENERATION? Y N
DO YOU HAVE ANY OTHEREYE CONDITION? Y N WHAT/WHEN

TURN OVERAND FILL OUT THE BACK



Medical Health and History Information

What is your general health?
Do you have any problems with any of these systdpisase circle all that apply)

Gastrointestinal Y N Nervous Y N éigic/immunologic Y N
Ears/nose/throat Y N Genitourinary 'Y N Mental Y N
Respiratory Y N Musculoskeletal Y N ndecrine (glands) Y N
Cardiovascular 'Y N Eyes Y N Integunaant(skin) Y N
Constitutional Y N Blood/lymph Y N

Current Medication(s)

Are you allergic to any Medications? Y N tuehat happens

Are you diabetic? Y N What type Date of Diagnosis

Any allergies? Y N To what ? What happens ?

Have you had General surgery ? Y N What/when

Do you use Cigarettes/tobacco? Y N Alcohof ?N Other substances? Y N Dateasf tetanus shot

Name of family doctor Date of last visit

Do you have more than one pair of current Rx ga8se Y N Do you work on a computer fardchours ? Y N
If you wear glasses would you benefit from thinkgiter lenses ? Y N Do you spend a lotimkt outdoors? Y N
If you wear contact lenses are you satisfied wisiom & comfort? Y N Are you interestedlaser correction? Y N

Family Visual History

High blood pressure Y N Relation Diabetes Y N Relation
Macular Degeneration Y N Relation Retinal Detachment Y N tRela
Glaucoma Y N Relation Cataracts Y N Relation
Any Other Eye Conditions Y N What kind ? Relation

Authorization

I have reviewed the information on this questiommaind it is accurate to my knowledge. | undedstidwat this information will be used by the doctor
help determine appropriate treatment. If the@nig change in my medical status | will inform trectbr.

| authorize my insurance company to pay the daztanedical group all insurance benefits otherwiagaple to me for services rendered. | authoriee th
use of this signature on all insurance submissions.

| authorize the doctor to release all informati@tessary to secure the payments of benefits. érgtaihd that | am financially responsible for &ladges
whether or not paid by insurance.

Signature Date

Payment is due in full at the time of treatmentesslprior arrangements have been approved.



