Name:

Account#:

PATIENT INFORMATION
Last Name: First Name: MI: Suffix:
Home Phone: _( ) Work: _( ) Cell:_( )
Preferred Contact#: (3 Home 3 Work 3 Cell Marital Status: OSing  OMar  ODiv  OWid OSep
SSN: DOB: Sex. OM OF
Preferred Language: O English O3 Spanish 3 Other
Street Address/City/State/Zip:
Billing Address:
Email Address: Employer/Occupation:
Full Time Resident? OY anN If No, Other Address:
Primary Care Physician: Address:
Who Can We Thank For Referring You To Our Practice:

1 Family/Friend O Insurance

1 Social Media U Doctor:

g \I;Vriiztyeer Q 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:
Home Phone: _( ) Work: _( ) Cell:_( )
PRIMARY MEDICAL INSURANCE
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:




PATIENT MEDICAL HISTORY NAME: DATE:

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

gy An Cancer - Type gy 4anN High Cholesterol

gy ON Taken Flomax / Hytrin / Cardura ay a4aN Thyroid Disease

ay AN High Blood Pressure gy 4N Diabetes — (3O0ral (Diet OlInsulin
oy 4N Stroke / CVA ay 4N GERD

ay 4N Heart Disease / Murmur gy AN Kidney Disease

gy 4N Heart Attack gy AN Kidney Stones

gy 4N Congestive Heart Failure gy AN Liver Disease

gy An Irregular Heartbeat / Palpitations gy 4anN Hepatitis - JA OB OC
gy A4aN Asthma gy AN Auto-Immune Disease — Type
gy An COPD gy 4anN Infectious Diseases

gy ON Migraines gy 4N Dementia / Memory Loss
gy AN Arthritis ay 4N MRSA

ay AN Sleep Apnea - Use a CPAP? Y ON
Have you received a pneumonia vaccine? Y anN

Have you ever smoked? OY O N - Doyoustil smoke? Y ON
Do you drink alcohol? OY O N-ODaily @O0ccasionally CIRarely

SURGERIES

Please check the box if you have had any of the surgeries listed below: 3 No Surgical Procedures 3 Cataract Surgery

O Bypass O Hip Replacement 3 Thyroidectomy 0O LASIK/RK

O Pacemaker O Prostate O Appendectomy O Retinal Detachment
0 Heart Stints 3 Colostomy O Gallbladder O3 Cornea Transplant
O Knee Replacement O Mastectomy O Back Surgery O Glaucoma Procedure
3 Other; O Eyelid Procedure

OTHER EYE DIAGNOSIS
Have you been diagnosed with any of the following eye diseases/disorders:

O Cataracts O Diabetic Retinopathy 3 Other
3 Glaucoma O Corneal Disease 3 Other
O Macular Degeneration O Amblyopia / Lazy Eye 3 Other
ALLERGIES

O Yes - Please list below 3 No Known Allergies Latex Allergy? O 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)
Diabetes gy 4N Who:

Glauco ma gy 4N Who:

Macular Degeneration gy ON Who:

Blindness ay Aan Who:

Adopted/Unknown ay ON

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.



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.

General / Constitutional

Intequmentary (Skin)

Ears/Nose/Mouth/Throat

O Overall Healthy

O Weight Loss / Gain
O Fatigue

O Fever and Chills

0O Weakness

Cardiovascular

O Skin Cancer

O Rash

O Bruising

O Suspicious growths

O ltching

Gastrointestinal

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 O Back pain O Headaches
O Heart attack O Nausea O Swelling of joints O Parkinson’s disease
O Heart Surgery O Hemia O Stiffness O Seizures
O Palpitations O Ulcers O Muscle pain /joint pain O Tremors
Endocrine Psychiatric Allergies / Immunological
O Diabetes O Anxiety O Allergic reaction to medications
O Hyperthyroidism O 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?:
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.



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.

E . | Vision A Circle O
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. Call
1-469-886-0419 or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacién en formatos
accesibles. Llame al 1-469-886-0419 o 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. Rufen Sie 1-469-886-0419 an oder sprechen Sie mit Ihrem Provider.

TR MRERPX], RIMFRBACREEBESMEIRS - HMNERFRIELESHE TENRSS
- IR RIVRMHIER - B8 1-469-886-0419 HE WIMAVARSREHE,

EE  MRERPX], HMALAGRMKREZSHBERS. hAURR REEEEMEHE TREMR
%, UEREBRIREEF. FEE 1-469-886-0419 BEERAIREESTR.

LuU Y: Néu ban néi tiéng Viét, chiing ti cung cap mi&n phi cac dich vu hd trg ngdn ngir. Cac hd tro dich vu ph hop
dé cung cap thong tin theo cac dinh dang dé tiép can cling dwoc cung cap mién phi. Vui 1ong goi theo s6 1-469-886-
0419 hoac trao déi vai nguoi cung cap dich vu cda 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. Appelez le 1-469-886-0419 ou parlez a votre fournisseur.

BHMMAHWE: Ecnu Bbl roBopuTe Ha pycckuit, Bam LOCTYMHbI BecnnaTHble YCyry A3bIkoBON NOAAEPXKKA.
CooTBeTCTBYIOLME BCOMOraTenbHble CPeACcTBa W ycnyri no NpeaocTaBieHunio MHGopMaLm B AOCTYMHbIX (hopMaTtax
TaKke npegoctaenatTcs becnnatHo. Mo3soHuTe no TenedoHy 1-469-886-0419 unu obpaTtnTech kK CBOEMY NOCTABLUMKY

yenyr.

Blae L) J g ) (S clauatiy e ghead) gl duulia clland g sl Jlug 8 WS Ailadll 4l acluad) cllens ol i gt dly padl dalll i i 1Y) g
Mkl atie ) s 11-460-886-0419( &0 ke Jusi

o1 XA MH|AE 0|80t &= ASLICE 0|8 7tstt

]
2
=]
iAo 2 MEE XNSots MESHEXR 7|4 8 MH|AE 22 2 NS E L|CH 1-469-886-0419 HO =

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. Tumawag sa 1-469-886-0419 o makipag-usap sa iyong provider.

ATTENZIONE: se parli ltaliano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili
gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili. Chiama I'1-469-886-0419 o
parla con il tuo 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. Rele nan 1-469-886-0419 oswa pale avek
founisé w la.

MAAN,P:- ATICE PARTT4 NPT PR YR I8 14T N19 RBCNAPFA: TOLET N+LLTH $CRT ATIBLA)
N, PUF HERTIS ATHPF AT ATAIAFT AT8 U N19 75 A= NNAN €M 1-469-886-0419 £ LA LGP
RIATNT APLNPT PTG

JIaYyT: gl daTg AUt HINT dle]g-® HAdUIR] dlic 7. esh HIT-¥h HgRIdT Ydlg SUasy B |

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.



UBy55 T Blygg TMEEHI STHBRI G g3 UG FeTddl R HdTgs 19+ 2 GH: Yeb IJuatsd B+ 1-
469-

886-0419 T I g6 IRaT STHI XIS I TN

MAKINIKA: lkiwa 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. Piga
simu 1- 469-886-0419 au zungumza na mtoa huduma wako.

T UG 7 30 Adae af& I, 31 303 Bt ve3 I Aafes Reel Gusia Idf: wiff as|
YJTud] Sraneh Ufed AIedTd Ufd® da BE! Bae Ydd AaTfed HIf-& »i3 Aerel < He3 ufdy Susfa
It M IS 1 1-469-886-0419 3 S Fd ANt »UE UfIT3T 18 f9is I3

T BAEZEINSGGE. BHOSEXBRY—EXRZIHAVEETFEY., 70T (6
LAFATES L SBEESNT) GRATERERHRT 2-O0BU LM ELY—ER L EY
TIRIAWEITET, 1469-886-0419 FTHEELS 2 S, T, CTHRRADOERFICTHEKACE
=

iy ot 9 S Gepmad b 8 lads 040 3 o) ) iy ol i e [0y 008 g[S iz

bb i) ol 1469-886-0419 o b izl 3590 0 sl 9500 B Slgle o A )l (5l i
WS Cono 395 okiadgd)

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. Hu rau 1-469-886-0419
los sis sib tham nrog koj tus kws muab kev saib xyuas kho mob.

ATENCAO: Se vocé fala [inserir idioma], servicos gratuitos de assisténcia linguistica estao disponiveis para vocé.
Auxilios e servigos auxiliares apropriados para fornecer informagdes em formatos acessiveis também estéo disponiveis
gratuitamente. Ligue para 1-469-886-0419 ou fale com seu provedor.

{0 cl Slerd ©, T 3MUeh GeTT af: Yeob TN AGTIAT YT IUTsY BIll & | ForH IRl

STHBHR! R F3 Bhead IUgad TeTad Jq1e- 3R are H gf: Yob SUTR § | 1-469-886-0419 TR BId
D 13U FR7aT1 9 91 B

UWAGA: Osoby mowiace po polsku moga skorzysta¢ z bezptatnej pomocy jezykowej. Dodatkowe
pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez dostepne bezptatnie.
Zadzwon pod numer T-xxx-xxx-xxxx (TTY: T-xxx-xxx-xxxx) lub porozmawiaj ze swoim dostawcg

T (W P . oW QST Ive (orRwe ®% (o] & T 09 (e (oIl HORINTO! eI GoeTs I |
(A (19 FINCIN O AT TG AT (& TR A (9001 SRS ARG
W (TN BT TANCA | 1-469-886-0419 T PeT B ST A (T fT2fT (FIT (Y FLCT I |

0 4 50 hd s §ao o §0H S S I 450 Hp 39 o I ISl loghas 5 i Ly JB
260 s o Sl yol 3ol glas aasbia (S S 1-469-886-0419 - S b o a8 wlhd FI b S U
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