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Dr. Trinka o has my nermission/ o dose not hevs my Darmission 1o send ms 2 monthly healih email.

In case of emergency, contact: Phoze: { ) Relatdonship:
Maritzi status: OSingle TMarrisd Social Sscurity #

Occupa"ion' Empioyen

Vision Insurence nforrnerion:

Insurancs Company:

Miembsr’s Name: 3 Farai

Primary Cars Physician:

Primary Care Physician Address:

Presen

esent Medical Condition/Sympioms:

Prasent Bx Medications:

Present Over-the-Counter medicetons:

Present Supplements:

Frequent Activides: ‘Work related:

Recreational:
Why &re you here 10 Sesus todzy?
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Symptom Questionnaire

Name Date / /
Birthdate: Grade in school this year:
Do you wear glasses or contact lenses:

Please place a check in the column that most accurately describes your current vision with your glasses or
contacts on.

Never | Seldom | Occasionally | Frequently | Always

I get a headache when I do near
work.,

I use a finger or marker to keep
my place when I read.

I see double, or cover or close an
eye while I read.

Words move, wiggle, float or
jump when I read.

I get dizzy or nauseated when I do
near work.

1 tilt my head when Iread or
when I am talking to people.

I get close to the page when I read
or write.

I lose my place while reading.

| I am slow copying from the
chalkboard.

I skip words or lines while
reading.

I have trouble understanding what
1 read.

I read small words backwards.
(was-saw)

I get tired or sleepy while reading.

My eyes get tired, itchy, watery or
burn when I read.
Print in a book looks blurry.

I guess at words.

1 can only read for hours. +2 hrs. 2 hrs. 1 hour 30 minutes | 15 minutes

I read for pleasure. Always | Frequently | Occasionally Seldom Never

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 HAVE READ, UNDERSTOOD, AND AGREE TO THE ABOVE.

PARENT/GUARDIAN 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.
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