· Patient’s Information:     Very Important, Please write the patient’s  name exactly as it appears on the health Insurance Card
Last Name:      


First (Legal) Name:        


Middle Name      
Address:      
City:       


State:       


Zip:       




Sex:  FORMDROPDOWN 

Phone (Home):      
Phone (Work):      
Phone Cell:      
Date Of Birth:  FORMDROPDOWN 
▬       ▬      
SSN:       ▬       ▬      
Employer / School:      
Occupation:      





If the patient is a minor / The Responsible Party’s Name:      
Relation:  FORMDROPDOWN 

Email:      
Marital Status:  FORMDROPDOWN 

Employment Status:  FORMDROPDOWN 

· Primary Policy Holder’s Information: (complete this portion if you are not the Policy Holder)
Relationship to the Patient:
 FORMDROPDOWN 

Last Name:      
First Name     .

Middle Name     


Sex:  FORMDROPDOWN 

Date Of Birth:  FORMDROPDOWN 
▬       ▬      
SSN:       ▬       ▬      
Insurance Carrier:      
Ins. ID:      
Group #:      
Cust. Serv. Tel:      
· How did you hear about “The Christian Eye Clinic”?    FORMDROPDOWN 

· Medical History

Family Doctor:      
Your Pharmacy:       

Patient’s Visual Symptoms

 FORMCHECKBOX 
 Blurry Distance Vision

 FORMCHECKBOX 
 Blurry Near Vision

 FORMCHECKBOX 
 Blurry Night Vision

 FORMCHECKBOX 
 Glare & Light Sensitivity

 FORMCHECKBOX 
 Double Vision

 FORMCHECKBOX 
 Loss of vision

 FORMCHECKBOX 
 floaters or flashes of light

 FORMCHECKBOX 
 Halos

 FORMCHECKBOX 
 Eye strain

 FORMCHECKBOX 
 Burning sensation

 FORMCHECKBOX 
 Red eyes

 FORMCHECKBOX 
 Itching eyes

 FORMCHECKBOX 
 Watering eyes

 FORMCHECKBOX 
 Lid twitches

 FORMCHECKBOX 
 Turned eye
 FORMCHECKBOX 
 Others, Please write

     
Patient’s Health History

 FORMCHECKBOX 
 None

 FORMCHECKBOX 
 Allergies

 FORMCHECKBOX 
 Asthma

 FORMCHECKBOX 
 Cancer

 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Heart condition

 FORMCHECKBOX 
 Hepatitis

 FORMCHECKBOX 
 High blood pressure

 FORMCHECKBOX 
 HIV / AIDS

 FORMCHECKBOX 
 Headache / Migraine

 FORMCHECKBOX 
 Skin condition

 FORMCHECKBOX 
 Thyroid disorder

 FORMCHECKBOX 
 Tuberculosis

 FORMCHECKBOX 
 Psychiatric Disorder

 FORMCHECKBOX 
 Others, Please write

     
Patient’s Family History

 FORMCHECKBOX 
 Adopted

 FORMCHECKBOX 
 Allergies

 FORMCHECKBOX 
 Asthma

 FORMCHECKBOX 
 Cancer

 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Heart condition

 FORMCHECKBOX 
 Hepatitis

 FORMCHECKBOX 
 High blood pressure

 FORMCHECKBOX 
 HIV / AIDS

 FORMCHECKBOX 
 Headache / Migraine

 FORMCHECKBOX 
 Skin condition

 FORMCHECKBOX 
 Thyroid disorder

 FORMCHECKBOX 
 Tuberculosis

 FORMCHECKBOX 
 Cataract

 FORMCHECKBOX 
 Glaucoma

 FORMCHECKBOX 
 Macular degeneration

 FORMCHECKBOX 
 Retinal diseases

 FORMCHECKBOX 
 Turned eye

 FORMCHECKBOX 
 Others, Please write

     
I take the following medications:      
I am allergic to the following medications:      
· Smoking  
 FORMDROPDOWN 





· Drinking: 
 FORMDROPDOWN 

List any serious eye diseases, injuries or surgeries:      
Contact Lens: Are You Interested In Being Fitted With Contact Lenses Today?   FORMDROPDOWN 

If you wore contacts before, What type:  FORMDROPDOWN 
        

What Brand:     
Type of Wear:  FORMDROPDOWN 

Do you Have a backup Glasses:  FORMDROPDOWN 

By signing underneath, I do acknowledge that:

► The above information is true and correct to the best of my knowledge.

► I will be responsible for my charges if my insurance does not pay it to the provider.

► I read and understood the notice of privacy practice. A copy is available upon request.

► I would like to be reminded for my next year’s Exam.  You will receive a postcard and a phone call.  If you Do Not want this service, please check here    FORMCHECKBOX 

                                         





Tuesday, November 02, 2010
Signature


                            
Date
