Medical History Questionnaire

Name: Today’s Date: / /
Address: A ' Phone:

City: Zip: Work Phone:
Guardian (If Applicable): Occupation:
Birth Date: / / Social Security #: / / ‘ Last Eye Exam: / /
Name of Medical Doctor: Dr.’s Phone:

email adareSS‘ Last Medical Exam: / /

medical History ' "

Do yoii have any allergies to medications? Cl no Jyes Ifyes, explain:

List any medications you take (including oral contraceptives, aspirin, over the counter medications and home remedies):

List all major injuries, surgeries and/or hospitalizations you have had:

List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal disease, cataracts,

eye infections or eye injury:
Are you pregnant and/or nursing? O no  Oyes ,

Do you wear glasses? Ono Ovyes Ifyes, how old is your present pair of lenses?
Do you wear contact lenses? Ono Ovyes Ifyes, how old is your present pair of lenses?
Type of contact lenses: (JRigid (3 Soft (I Extended Wear (O Other Are they comfortable? Oyes O no

Family History
Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions:
DISEASE/CONDITION NO YES ? RELATIONSHIP TO YOU
Blindness a a |
Cataract a a O
Crossed Eyes a a a
Glaucoma a 0 a
Macular Degeneration a O O
Retinal Detachment/Disease o O o
Arthrits o O a
Cancer a a o
Diabetes O a o
Heart Disease a o a
High Blood Pressure O a a
Kidney Disease a a a
Lupus ' a g o
Thyroid Disease O a a
Other O a m)

% Please turn this form over and complete side two %



Social HiStOfy This information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer.
(3 Yes, I would prefer to discuss my Social History information directly with my doctor. (Check box)

Doyoudrive? Ono yes If yes, do you have visual difficulty when driving? O no (Jyes Ifyes, please describe:

Do you use tobacco products? - O no O yes I.f yes, type/amount/how long:

Do you drink alcohol? Jno OJyes If yes, type/amount/how long:

Do you use illegal drugs? O no O yes If yes, type/amount/how long:

Have you ever been exposed to or infected with: (J Gonorrhea (0 Hepatitis O HIV (O Syphilis

Review of Systems

Do you currently, or have you ever had any problems in the following areas:

SYSTEM NO YES °? NO YES °?
CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT

Fever, Weight Loss/Gain o o o Allergies/Hay Fever o g o
INTEGUMENTARY (Skin) o g o Sinus Congestion g g 0O
NEUROLOGICAL Runny Nose o g g

Headaches a o a Post-Nasal Drip g o g

Migraines a ] ) Chronic Cough a a a

Seizures m] o ] Dry Throat/ Mouth (] a [m)
EYES RESPIRATORY

Loss of Vision a a a Asthm_a .. = 0 o

Blurred Vision o o o gg;ﬁ;‘; Bronchiti o - @

Distorted Vision/Halos a a m)

Loss of Side Vision o o o VASCULOR / CARDIOVASCULAR  _ _ _

Double Vision o o o Hews b O o0 o

'\ae

Dryness n o a High Blood Pressure o o 0

Nucous Discharge o o o Vascular Disease o o o

Redness . o o 0O GASTROINTESTINAL

Sanc}y or Gritty Feeling a o a Diatthea o s )

Iching 0 o 0 Constipation o o a

Burning _ o o 0o GENITOURINARY

Foreign Bod.y Scnsatlop o a a Genitals/Kidoey/Bladder a ) 0

Excess Tearing/Watering g a a BONES / JOINTS / MUSCLES

Glare/Light Sensitivity a o 0 Rheumatoid Arthritis =) a ]

Eye Pain or Soreness a o 0 Muscle Pain o O m)

Chronic Infection of Eye or Lid O o o Joint Pain m) o a

Stes or Chalazion a g o LYMPHATIC / HEMATOLOGIC

Flashes/Floaters in Vision ] m) o Anemia a a O

Tired Eyes a o o Bleeding Problems m) a o
ENDOCRINE ALLERGIC / IMMUNOLOGIC O a a

Thyroid/Other Glands a a a PSYCHIATRIC a a a

If you answered YES to any of the above or have a condition not listed, please explain & list medications:

Doctor’s Signature Date
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Financial Responsibility Policy

We are committed to providing you with the best possible care. If you have medical insurance, we will help
you receive the maximum allowable benefits. In order fo achieve these goals, we need your assistance and
your understanding of our payment policy. It is your responsibility as the patient to supply Visionary Eye
Center with any current insurance information and/or any referral authorization forms that may be
necessary for insurance.

Payment is due at the time services are rendered including deductibles and copayments. The only
exception if payment arrangements have been approved in advance by our office manager. We accept
cash, check, Visa, MasterCard, Discover, and American Express. Retumned checks are subject to a $30.00
return check fee. We will be happy to file your insurance claim for reimbursement and in most cases we
accept assignment of insurance benefits. Your insurance is a contract between you, your employer
and the insurance company. It is your responsibility to make sure that we are in-network with your
plan prior to your appointment.

If we do not receive payment on your unpaid balance in a timely manner, your account will be sent to a
collection agency with a $30.00 collection fee added. By signing this form, you agree we may contact you
by telephone or mail o service your account or fo collect any amounts that you may owe. You also
authorize us to provide your contact information to any third-party for the express purpose of collecting any
amounts owed to Visionary Eye Center. If you need to see the doctor, and have an outstanding balance,
the balance must be paid in full.

We must emphasize that as a medical care provider, our relationship is with you, not your insurance
company or any third party that may be involved. While the filing of insurance claims is a courtesy that we
extend to our patients, all fees are ultimately the patient's responsibility fo pay. We realize that temporary
financial problems may affect timely payment of your account. If such problems do arise, we encourage you
to contact us promptly for assistance in the management of your account. We are here to help you.

TO OUR PATIENTS

Our contracts with your insurance companies require us to collect your deductible, co-pay, or coinsurance
amounts from you at the time of service. Please do not ask us to provide a discount for our services or to
waive these payments.

In addition, State Law Chapter 55, Section 38-55-170 list the substantial penalfies including fines with
incarceration that result in filing false claims with insurance companies. In an opinion written by Attomey
General Chariie Condon, he states that “billing insurance only or waiving coinsurance or copays is fiing a
false claim and the practice and doctors doing so are subject to the above penalties.”

Signature: Date:
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AUTHORIZATION FOR RELEASE OF IDENTIFYVING
_HEALTH INFORMATION

Be mrettee t e s e e — e e v eren .o - - oo cremmen .. C e b Pemras e ey

Patient name

The Notlce of Privacy Practices describes the uses and disclosures of patient health
Information that may be made without your authorization or consent. This authorization
may be used for those spaclfic uses and disclosures of Information that require

further authorization from you.

| authorize the professional office of my optometrist named above to release health
Information identifying me [including If applicable, information about HIV infection or
AIDS, Information about substance abuse treatment, and Information about mental

healith services] under the following terms and conditions:

1. Detalled description of the Information to be released:
3 All {no restriction)
0 Describe Information

2. To whom the information may be released (name(s) or class(es) of reclpients):
O All (no restriction)
0O Reciplents (List)

3. The purpose(s) for the release (it is permissible to state “at the request of the
Individual” as the purpose, If desired by the individual):

J At request of patient

O Marketing activities

O Other (describe)

(over)



4. Explration date or event relating to the individual or
purpose for the release:

It Is completely your declsion whether or not to sign this authorization form.

If you sign this authorization, you can revoke it Iater. The only exception to your
right to revoke Is if we have already acted in reliance upon the authorization. If you -
want to revoke your authorization, send us a written or electronic note télling us that
your authorizatlon is revoked.

When your health information Is disclosed as provided in this authorization, the
recipient often has no legal duty to protect its confidentiality. in many casss, the
reciplent may re-disclose the informatlon as he/she wishes. Sometimes, state or
federal law changes this possibllity.

It you are authorizing us to use your health information for marketing activities, please
be advised that we may receive direct or indirect remuneration from a third party for
disclosing your identiflable health information in accordance with this authorization.

I HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY.

| AUTHORIZE THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED
IN THIS FORM. ~

Dated ____ Patient Signature

If you are signing as a personal representative of the patient, describe your
relationshlip to the patient and the source of your authority to sign this form:

Relationship to Patient:

Print Name:

Source of Authority:
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