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Date:

Lifesbyle Questionnaire

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)

O Artificial lighting O Computer work O Potential eye hazards

O Board work O Natural lighting O Reading

O Close-up work O Paperwork O Other

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

O Auto repair O Fishing O Reading

O Biking O Golf O Sewing/arts/crafts

O Boating/water sports O Home repairs 0 Snow sports

O Bookkeeping O Hunting/shooting O Spectator sports

O Bowling 0 Jogging/running O Tennis

O Competitive sports O Landscaping/gardening 0 Waiching TV

0 Computer 0 Musical instrument 0 Welding

O Drawing O Painting 0 Woodwork

O Driving O Pilot O Other

O Exercise 0O Racquetball

3. Do your eyes seem bothered by glare from any of the following situations:

O Car headlights O Haze O Traffic lights

O Computer monitor O Night Driving O Other

O Fiuorescent lights 0 Sunshine

4. If you wear contact lenses, do you have:
O Current pair of prescription glasses O Other

O Sunglasses (purchased at a boutique, department / optical store)
5. Do you have any metal or silicon allergies? O Yes O 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 (weight, thickness, glare, ete.)?

PLEASE READ CAREFULLY INFORMED CONSENT, AUTHORIZATION, DISCLAIMER AND RELEASE:
[ 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 HAVE READ, UNDERSTOOD, AND AGREE TO THE ABOVE.

Signature:
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This form authorizes us to use and disclose your protected health information (PHD) for
the purposes of healthcare operatms 1'101Ld1_g ireztment. payment activites,
insurance, recall notices, and co‘m?:n:::zcr of appoiniments.

Before signing, please read our Notice of Privacy Policies to gain a clear understanding
of how we may use and disclose your PHI.

For questions concerning our Notice of Privacy Policies, please contact Dr. Trinka.

Patient’s Consent

Name:

Signature:

i ' have read your Notice of Privacy Policies and I
consent {0 your use of my PHI for the purposes of healthcare operations including —
i:raatmeng payment activities, insurance, recall notices, and confirming of appointments.

+ & personal representative on behalf of the patient signs this consent, complete the
-oliomnc

Personal ] Representative’s Name:
Relationship {0 Patient:

Patient’s Revoeation

By signing below, you revoke your above consent for us 0 use and disclose your PHI,
However, by doing so, we reserve the nghL to discontinue treatment for you. This
revocation also does not negate any of our prior actions while acting under your consent.

Signature: Date:

I a personal representative on behalf of the patient signs this consent revocation,
complete the following:

Personal Represema‘h_ve s Name:
Relationship to Patient:

This information is intended as advisory in nawre and should not be considered as legal advice nor isit 2 substitute for

legal advice. This infornation does not constituie technical information system/security advice. it is designed to assist
You in your own risk management ectivities. It is not intended to be exclusively relied upon or used as a substitute for

your own loss-control program. AcCuracy ang complefeness are not guaranteed.



	HIPPA Form.pdf
	eye brain connection paperwork[12886].pdf
	Lifestyle Questionare 1.pdf



