Medical History Record

Appointment Date:[image: ]
Patient's Name (please print): _________________________________   Birth Date _______________
Street Address _______________________ City ________________   State ________    Zip[image: ]
Home Phone: _______________________    Mobile Phone: _________________________
Email: __________________________
Employer: ___________________________Occupation: ____________________________ 
Emergency Contact: ___________________ Phone Number: ____________________
Date of Last Eye Exam:_________________Name of Previous Dr.:_____________________
Name of General Physician:_____________________________________

Personal Medical Information: Do you have problems with any of these Symptoms? If yes, please check box
[image: ][3 Gastrointestinal
	[image: ]
	[image: ]High Blood Pressure
	Nervous System

	[image: ]
	Ear/Nose/Throat	[image: ]	[image: ]
	Skin

	[image: ]
	Cardiovascular	[image: ]
	Diabetes- Name of Dr/PA:

	[image: ]
	Respiratory	[image: ]
	Surgeries (what type & when)_____________________


[image: ] Headaches

Any allergic reactions to Medications or other Substances? Yes/NO
If yes, please list_____________________________________________
Please circle Yes or No:
Do you Smoke? Yes/No How much? ____________________________
Do you Drink Alcohol? Yes/No How much? _____________________
Do you take medications? Yes/No Please list names & how often


Do you use other substances? Yes/No If yes, please list _______________________________________
Do you have Family History of any of the following? If yes, please check box.
[image: ] 	Diabetes
· Macular Degeneration
[image: ] 	Glaucoma
[image: ] 	Retinal Detachment
· High Blood Pressure
· Cataracts
Do you have any of the following? If yes, please check box
[image: ] Dry Eyes
[image: ] Blurred Vision C) [image: ] Eye Surgeries
[image: ] Eye Injuries
· Wear Glasses
·  Wear Contacts Hard/Soft (please circle)	Brand:_____________________________

Any eye problems at this time? Please explain

Please sign below that you have reviewed all the information above and it is correct to the best of your knowledge
Signature ______________________________________________________
Date:__________________

IMPORTANT:
** Vision plans do not cover any part of an eye exam considered to be
"Medical". For example, Vision Insurance will not cover Vision Loss,
Floaters, Cataracts, Dry Eyes, Allergies, Infections, Trauma, and
Complications from Diabetes or any Eye Disease. In the instances that these are found during your exam, Medical Insurance will be billed
Please print, sign and date that you understand and acknowledge these terms and conditions. 

Print Name: ________________________________________

Signature:
Date:[image: ]




DR. MICHELINE RAJHA
HIPAA Release Form
I ___________________________________________, hereby authorize Buckingham Eye to verbally share confidential information to the following individuals concerning:
[image: ] All matters relating to my health care including the diagnosis, records, examination and prescriptions rendered to me and claims information
[image: ] Only my information related to (appointments, prescriptions, billing/insurance, etc.)

[image: ]My information is not to be released to anyone[image: ]
Name & relationship to Patient: 
Name & relationship to Patient: 
Name & relationship to Patient: 
This authorization may be revoked at any time by notifying Buckingham Eye, but the revocation will not affect any actions which have been taken prior to the receipt of revocation. I understand that this authorization will expire at the end of the calendar year. A new authorization will be required each year.
My signature below authorizes the Release of Medical Information from Buckingham Eye to the above
BUCKINGHAM EYE
BUCKINGHAM EYE
		[image: A logo with a black background

AI-generated content may be incorrect.]

named.
[image: ]
(Patient Signature)	(Date Signed)
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