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EMERGENCY CONTACT
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Date of yaur lst examm (approximc)
Name of Eye Dr.or Clinic

Reason for having an eye exam today,

Do you curtcarly wear glasses __ Yes__No  Tull Time__ PartTime,
‘Do you currently wear comtacts__ Yes _No
1f yes what Brand?

Do you wanta contact lens exam todas? _ Yes | No
Afyes...contact lens cxam & fittng fies are not mormally a covered benefit under most nsurance
plans. Ifyou chyose o be examined for contact enves andior need 10 be it it a nes presc i,
Vot il he responsible for the professional services charges.
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Physiciun's Name:

Please list all medicacions yon see currtly aking (inchuding any o the couner vitarying

Allegien:

Are xou Pregnant and nursing? YES___No

I yes, whetis the ducainth dute?

0 you hase, or ever had any CHRONIC probienss i the folessing sccas?

YES  NO

Migraines I
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Dinbr —
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s there a history of any of the following on fumily members tparents, grundparens, siblings, childronj?

Yes No Relutionship Yes No Relationship
Poor Visan o _ Corcer P
Blindoess — Diheres — —
Fye Tum (Stbisws Higt Blood Pressurs _
Lazy kye (Arblyonia) Seke — —_
Keratacoms I Toyrord Diseuse
Glaueorna i e Disesse [ ——
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acknowedge that | received a copy of the Norice of Privacy Praciices for s offce

Signature of Patent, Parent or Guardian

INSURANCE ASSIGNMENT-

1 hereby authorize payment dirctly © the physican of the nsurance herefit atherise payable @ me.
understand that | am responsible fo all costs of vision care and th, in the absencs of wsion or
medical insurance, payment Is gue at the time of service,

The guardian who brings in 2 child, orwhom the child fves vith, i ultimately resnans b for sl
urpald balances. | hereby authorize the dactar to administer such med catians and perform dragnustic
ary for proper sye care,

and therapeutic procadures a5 may be n

Signature of Patiert, Parent or Guardian e
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Date of yaur lst examm (approximc)
Name of Eye Dr.or Clinic

Reason for having an eye exam today,

Do you curtcarly wear glasses __ Yes__No  Tull Time__ PartTime,
‘Do you currently wear comtacts__ Yes _No
1f yes what Brand?

Do you wanta contact lens exam todas? _ Yes | No
Afyes...contact lens cxam & fittng fies are not mormally a covered benefit under most nsurance
plans. Ifyou chyose o be examined for contact enves andior need 10 be it it a nes presc i,
Vot il he responsible for the professional services charges.

Do you have ahistory ol any of the Fllowing?
YES  NO
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Eye Tum (Stbismns) —
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Keratscarnss

Macular Degeneration
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Physiciun's Name:

Please list all medicacions yon see currtly aking (inchuding any o the couner vitarying
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Are xou Pregnant and nursing? YES___No

I yes, whetis the ducainth dute?

0 you hase, or ever had any CHRONIC probienss i the folessing sccas?

YES  NO

Migraines I
Moltiple Sclerosis B
Dinbr —
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Asthma E—
Emphysema —
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acknowedge that | received a copy of the Norice of Privacy Praciices for s offce

Signature of Patent, Parent or Guardian

INSURANCE ASSIGNMENT-

1 hereby authorize payment dirctly © the physican of the nsurance herefit atherise payable @ me.
understand that | am responsible fo all costs of vision care and th, in the absencs of wsion or
medical insurance, payment Is gue at the time of service,

The guardian who brings in 2 child, orwhom the child fves vith, i ultimately resnans b for sl
urpald balances. | hereby authorize the dactar to administer such med catians and perform dragnustic
ary for proper sye care,

and therapeutic procadures a5 may be n

Signature of Patiert, Parent or Guardian e
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