%@&:@W&im DPractice

Please take a moment to complete this form. If youHeed help br have questions we would be happy to assid you. Please provide
us with your insurance card. If you have VSP pleaygt provide jus with the benefit holders full name and bifth date as well as the
last four of their social security number. Thank y§i!

Phiont Spformation

Name . . Birth date,
Tt Tast Mi
Address 4. City State Zip,
Home FPhone Cell Hhone___, Work Phone
Employer or School 5 ‘ Occupation or Grade
Spouse or Parent's name . Cell or work Phone
Emergency Contact " . Phone
Date of Last Eye Exam - Pretious Doctor .
Name of general physician . Phone -

Whom may we thank for referring you to us?

Cesponsiblo Party

Name of person responsible for this account

Relationship to patient - Phone .
Address . City, State « Zip
Name of employer, . \ Wark phone

Please check all conditions that apply.

(1 Poor distance vision 0 E¥p strain 0 Eye turn 0 Lazy eye
0 Poor near vision 0 Sehsitivity to light 0 Floaters of spots {1 Eye infection
[ Eyes burn, itch or water 0 Dyy eyes [l Eyeinjury O Daouble vision

Do you or anyone in your immediate family hate a history of any of the conditions listed below? §fheck all that apply.

Self Family member Self Family Member

O O Diabetes 0 O Thyroid

0 O Cataracts 0 ] Heart condition

0 0 Glaucoma a 0 High blocd pressure
0 0 Blindness 0 0 Turned or lazy eye

Flease explain any condition checked above,,




Please check any of the following conditions fhat apply to you:

[ Frequent headaches [0 Reppiratory lcondition 0 Pregnant

0 Allergies or sinus problems 0 Mdhtal or ddvelopmental condition [} Have giver Wirth in the last 6 mo
0 Gastrointestinal O Nejvous system 0 Genitouri

{ Ear / Nose / Throat 0 Engperine (Glands) 0 Musculoske}ptal

[J Cardiovascular 0 Skil {0 Blood / Immginologic

() Surgeries (what type and when)

Please list all medications you are taking:

Please list any allergies to medications:

Do you smoke? 0 No {1 Ye4 How rhuch? "
Do you drink alcohol? {1 No [0 Yes:r How much? >
Do you use other substances? 0O No 0 Yes ! What and how much? "
Do you currently wear glasses? 0 Yés - 0 No
If yes when do you wear your glasses? [ Al the time 0 Reading/ near work

0 Djstance task 0 Other o
Do you weat contacts? [ Yes 0 Np  If yes what type?
If not are you interested in being fitted with dontacts? © ] Yes 0 No

To the best of my knowledge, the above inforrgation is complete and correct. I understand that its my responsibility
to inform my doctor if I, or my minor child eder have a change in health.

I certify that I, and/or my dependent(s) have Insurance coverage with Nasas ol Toraranoh WHmpaT

and assign directly to Family and Pediatric Eyf Care all insurance benefits if any, for sexvices re ered. Tunderstand
that I am financially responsible for all chargef:whetheror not paid by insurance. 1 authorize thetuse of my signature
on all insurance submissions. I authorize Family and Pediatric Eye Care to disclose such infordhation to the above-
named Insurance Company for the purpose df obtainiag payment for services and determiningrinsurance benefits.

I understand that I am responsible for paying for all services at the time they are rendered. I agpee to pay half down
when I place my order and the remainder ballince at the time 1 pick up my order.

Signature of Patient, Parent, Guardian of Parsonal Repressntative Datg

Please pritit name signed sbove Relationship ta patient



