New Patient Registration
In order to provide you the best possible care, please complete this form and bring it to your first appointment or email/fax. All information is CONFIDENTIAL. 
Email: pattersoneyeassociates@gmail.com
Fax: 8439421499
Contact Information
First Name______________________________	Street Address___________________________________
Last Name_______________________________	Suite/Apt_________________________________________
Primary Phone__________________________	City/ State_________________________________________
Email______________________________________	Zip Code___________________________________________

Guardian Information (if patient is under 18 years of age)
First Name______________________________	Street Address_____________________________________
Last Name_______________________________	Suite/Apt__________________________________________
Primary Phone__________________________	City/ State__________________________________________
Email______________________________________	Zip Code_____________________________________________

Patient Information			Primary Insurance Information
Gender ________________________________	Provider Name_______________________________
Date of Birth___________________________	Provider Phone______________________________
SSN______________________________________	Policy/I.D #__________________________________
                                                                    Group No. ____________________________________

Secondary Insurance Information
Provider Name__________________________	Policy/ ID #_______________________________
Provider Phone_________________________	Group No._________________________________

Financial Assignment Information
I understand and agree that health/accident insurance policies are and arrangement between an insurance carrier and myself.  I understand and agree that all services rendered to me and charges are my personal responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for professional services rendered to me will be immediately due and payable. 

Acknowledgement of Notice of Privacy Practices (NPP) (Check the appropriate line)
-Yes, I have read or had explained to me by this office the NPP and I wish ____________________________
To continue my care under said terms
-NO, I have not read this office’s NPP but I was given the opportunity to read it and__________________
declined. I wish to continue care under said terms
- The NPP could not be read due to the emergent nature of the care needed. __________________________

Signature agreeing to all above terms_______________________________  Date:__________________________
Patient History

Ocular history:
Previous surgery_____________________________________________________
Previous trauma_____________________________________________________
Previous eye diagnosis:

Amblyopia		Flashes		Infection		Redness

Cataracts		Floaters		Itching			Retinal Detachment

Double vision		Foreign Body		Kerataconus		Sensitivity to light	

Dry Eyes		Glaucoma		Mucous Discharge	Strabismus(cross eye)

Other_________________________________________________
		
Last eye exam? ________________________________________

Do you wear contacts?    YES			NO
What kind?____________________________________________

Primary Care Physician:_________________________________

Medications:
______________		___________________		__________________

______________		___________________		__________________

______________		___________________		__________________

Allergies: ______________________________________________________________

Medical History:
Previous Surgery:______________________________________________________
Previous Trauma:______________________________________________________
Previous Diagnosis:

Eyes:___________________________	Allergy, Immune:_____________________

General:_________________________	Integumentary:_______________________

Genitourinary:_________________		Cardiovascular:_______________________

Gastrointestinal:________________		Musculoskeletal:______________________

Psychiatric:____________________		Respiratory:__________________________

Endocrine:_____________________		Hematological, Lymp:_________________

Ear, Nose, Throat:_______________		Neruological:________________________


Family History: Please write who in the blank. Ex. Mother, father, sister, brother, etc. 

Blindness:_________________		Glaucoma:______________________

Cancer:___________________		Hypertension:___________________

Diabetes:__________________		Macular Degeneration:____________

Eye Turn:__________________		Retinal Disease:__________________


































Patterson Eye Associates

Patient Name: ________________________		Date: _____________




INFORMATION REGARDING DILATING EYE DROPS

Dilating drops are used to dilate or enlarge the pupils of the eye to allow the optometrist to get a better view of the inside of your eye.

Dilating drops frequently blur vision for a length of time which varies from person to person and may make bright lights bothersome. It is not possible for your optometrist to predict how much your vision will be affected. Because driving may be difficult immediately after an examination, it’s best if you make arrangements not to drive yourself.  

Adverse reaction, such as acute angle-closure glaucoma, may be triggered from the dilating drops. This is extremely rare and treatable with immediate medical attention.

I hereby authorize Dr. Patterson and/or such assistants as may be designated by him/her to administer dilating eye drops. The eye drops are necessary to diagnose my condition.



_____________________________________________________________________________________
[bookmark: _GoBack]Patient Signature (or Person Authorized to Sign for Patient) 	  Date
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