
Date: 
----------

Name: □Mr. 0.Mrs. □Ms. ODr. ____________ 1'_ --------�! □Male DFernaie
First 

Address: / / ! 
------------------------------------------'------

Street City Siate Zip 
Birthdate: r· / _____ How .-iid you hear about U£? _____________________ _

Home phone[._ __ _,). _____ _ vlork phone('"". ___ ) ______ Ext. ___ Cell (.._ __ ), ____ _

E-maJl address (IlvfPORTA.t'lT): 
---------------------------

Dr. Trinka o has my per.!.lli::::siorJ □ does not b2ve my permission to send. me a monthly health emalL 

In case of emergency, contact: __________ Phon.e:r '----',, _______ Reiationshlp: _____ _ 

Ma.rital status: □Single Oiv.ifu-ried Social Security#: 

Occupation: _______________ _ 
Vision Insurance In:formatlon: 
Insurance Company: _________________ _ 

Member's Name: 1:·&mber's ID#: 
--------------------

Pri.maiy Care Physician; Phone: 

P.rimar-f Car� Physician _A_dcirsaSs: -------------------------------

Present Medical Condition/Symptoms: ---------------------------------

Present Hx Medications: 

Present Over-the-Countermedicati.ons: ---------------------------------

Present Supplemem.s: ----------------------------------

FrequentActivities: -•iiorkrelataci: ----------------------------------

Recre::inonal: 

W11y are you here tc s�eus today? -----------------------------------

PLEASE REA.D CAREFtJLLY 
Tu'"FOR.1\IIED CONSENT,AUTilORIZATION, DISCLP-TT-,ffiR.A:ND RELEASE: l Tu'1derstand and agieethat ail 
services provided by Dr. Triil-'ka shall be cbai.-ged directly to me md the.ti cm responsible for fina'l payment of any 
such services :regardless orinsUi..w1ce coverage, i:nclud.t:lg, 'Without ibtcB.tion, Medicare coverage. I hereby authorize 
the release by Dr. Trinka of ill informa.riou and :ecords deemed rrecessa:.-y to secure payment or to bsn.efit my health. 
I !iAVE READ, UNuERSTOOD, P...l'ID AGREE TO TF.:.E ABOVE.. 

Signature: ______________________ _ Date:
-----------------

eye-brain connection 



...__,,.. ._...-

Date: _______ _ 

Patient Name: ______________ _ Email address: ------------

Cell Phone Number: ___________ _ Occupation: ___________ _ 

This questionnaire is designed to assist Dr. Trinka in helping you select the perfect lenses, frames and/or 
contacts to suit your visual needs and lifestyle (should you require visual correction). Please take a few 
moments to answer the following questions. 

1. Which of the following visual demands do you encounter on a regular basis?
( check all that apply)

D Artificial lighting 
D Board work 

D Computer work 
D Natural lighting 
D Paperwork 

D Potential eye hazards 
D Reading 

D Close-up work D Other 

2. Which of the following hobbies or activities do you participate in?
( check all that apply)

□ ReadingD Auto repair 
D Biking 
D Boating/water sports 

D Fishing 
□ Golf
D Home repairs
D Hunting/shooting
D Jogging/running

D Sewing/arts/crafts
□ Snow sports

D Bookkeeping 
D Bowling 

D Spectator sports
D Tennis

D Competitive sports 
D Computer 
D Drawing 
D Driving 

D Landscaping/gardening
0 Musical instrument
D Painting
D Pilot

D Watching TV
D Welding
□ Woodwork
D Other -------------

D Exercise □ Racquetball

3. Do your eyes seem bothered by glare from any of the following situations:
D Car headlights D Haze D Traffic lights 
D Computer monitor □ Night Driving D Other -------------

□ Fluorescent lights D Sunshine 

4. H you wear contact lenses, do you have:
□ Current pair of prescription glasses □ Other ____________ _
□ Sunglasses (purchased at a boutique, department / optical s tore)

5. Do you have any metal or silicon allergies? □ Yes □ No

6. What do you like about your current glasses or contacts (color, style, fit, etc.)?

7. What don't you like about your current glasses or contacts (weigh"4 thickness, glare, etc.)?

PLEASE READ CAREFULLY INFORMED CONSENT, AUTHORIZATION, DISCLAIMER AND RELEASE: 

I understand and agree that all services and materials provided by Dr. Trinka shall be charged directly to me and that I am 
responsible for final payment of any such services and materials regardless of insurance coverage. I hereby authorize the 
release by Dr. Trinka of all information and records deemed necessary to secure payment or to benefit my health. 
I HA VE READ, UNDERSTOOD, AND AGREE TO THE ABOVE. 

Signature:  _________________________________________________
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