
EYE CARE NORTHWEST

Referred by:_

Patient Narrre.
l.ilsl

Honre Address

City

Honte Phone

U-nrail addrcss

Social SccLrrity )jLrmbcr

Enrployer/Parent's Employer_ _
\Vork Address

City 
-

Spouse nantc (Parcnt nantc iI nrinor)

Person to notify in case ofenrergency (other than spousel ,

Phone numbcr (s

PAIENT REGISTM-NON

Family doctor:

Today's Dalel'irsl Middts

State

Cell Phone

Zip Code

Date of Birth

ivlarital Status Single Marricd

' 'b'_

Divorced Widowed

Cender l\'1 F

Occupation

Work Phone

Statc Zip C'odc

SpoursciParent'lVork Phone

Relationship
T. :Prinrarr lrrsurrtrrce ( omp:trrr

Social Securitt' N lnrber

Secondary' Insurrtnce Companv

Subscriber \ame

Irnr p I oyer

iD#

bcapplicdt0ll}\ac!otlll1lilrscl.riccst.cndclecl.Lr4ic-ri!u]d.tlr!t!''r'rrll1jlltu

aonir.

Effective Date

Relationship to Patient
Subscriber Namr:

Date of Ilirth

Effective Date

Date of Birth

Patient's signature Today''s date



EYE CARE NC)RI-I.I WI.5'I Mf:DlCAt t J l5l OF\Y OUf-SrlON N/,1 Rt:

Name:

Herght

Date of Birth:

---- Weight.*..- Sex. M / F primary Care physician: Name

CHART#

Age: ---_-_ Date:

Phone

GENERAL:

cough, dry moulh, sinus/ollergyEARS, NOSE. THROAT:

CARDIOVASCULAR:

FEMALES

MUSCULOSKEI-ETAL;

DERMATOLOGIC:

NEUROLOGICAL:

PSYCHIATRIC:

ENDOCRINE:

c.:hest poirr, conge>stive heort fcilure, rocing

blood in urine

Are you pregncrni? Are ycu nursing?

join' po r st ff ness, swe ling, c.omps. fibrorryclgio .heumotoid
orthrif is, lupu_s, olller lypre orth{iis, ogtgcypqlgsll__ ,

o[]x e1y, depresston,

tlooctes hypo-hyroict. nyoerrhyroic). l-ro,mone
Groves Disecse, lhyroicl [ye Disecse

innr^^.^-! {Ai"^.}I rLrclf,)g\l | il{)l

i Pulse, higlt cholesterol, iregulor heorik>eo1, pclpitoiions, pqc-e moq?l l

RESpTRATORy cc>ngesrron, wheezing, short of brecrth, crsthrno, ccpD, l

I , 1_,emplrysgnrcr, lB exposure 
I

GASTROINTES'I'INAL: stomoch upset, diorrheo, constipotion, hernio, ulcers, nouseo, GERD,

r cENtTOURtNApy: i polnlul/ trequent urinotion. impotence, yerllow joundice, kidney stones,

prmptes, ocne, worts, growths, rcsh, rosoceo, melonomo
r --
numbness, heodcrche, seizures, porolysis, stroke, dementio,

] memory loss, Alzheirler's, porkinson's

IEYES:

l[ist all Eye Surgeries &

cofcrrctct, gl<-rucomo, <Jetocfred retino, b indness, lozv eve,
i eyeinjrry/iroumcl, c1:lfne_plproblems, moculcrQggfls1q-liq_n

Laser Eye Surgeries: Lis;t all OTHER surgeries you have had:

FAMILY HISTOFIY:
Disease/C onclition

L az1 t:-ye yes

Nlacular 
!eoere1]1o1 Jes

Blindness yes

RetrnaL Oisoroe,s yes

Cataracts yes

Cilaucon.ra yes

D rabcte s yes

Physician Sigrrature:

Family Member

Motf'cr Ialhe Srbl ng G ancparent

rilo]fe1 
f'atler Sibl ng Grandparent

Mother Father Sibling Grandparent

Disease/Cond ition

Has any member of your immediate f'amily (blood relatirres) have/had these diseases?

no

I
no

'1
no

l
nol

no

no

no

Grand parenl

G ra nd parent

Grandparent

Gra nd pa re nt

fleart Disease

l-lypertension

Stroke

ti^.,.^ "..,^^^^^I lryruru ur>qdJq

Arthritis

Cancer

I"t
yes

yes

Family Member

yes no Mother Father Sibling Grandparent

Mother Father Sibling Grandparent

|\/other Fatney SyblinS

Mother F:ather Sibling

Mothcr f::athcr Siblrng

Mother F:athcr Srbling

M;;;-;h"' soring c*ndpulnt

Mother Father Sibling Grandparent

no lMother Father Sibling Grandparent I

yes 1o Motl-er Father S bling Granoparent

Date:

Alt information you provide is confidentral anC will not be released to anyone without your consent
Use back of form for any additk>nal inforntatton that you need to add



l-Yf- CARI- NC)Rl t'lW[51 Mf-DICAt I I I5l OF\Y OUf-S I IONN/,t Rt-

Patient Name: Date of Birth:

CHART#

Date:
FAMILY MEDICAL HISTORY CONTINUED:
ls mother decear;ed? y / N lf yes_ cause of death?
ls father deceased? y i N lf yes_ cause of death?

SOCIAL HISTOITY:

Recreational A :tivities and Hobbres:

( Circle:) Studert Homemaker Employed Retired (Circle:) Srngle Married Separated Divorced Widowed
Do you use Tobacco? yes / No Cigarettes / Smokeless
Do you use Alcohol? yes / No Rarely Daily Weekty
Recreationat Drugs? yes / No Rarely Daily Weekty

# Facks/Times a Day

LIST ALLERGIES TO MEDICATIONS: REACTION/PROBLEM

# of Years
1-2 drinks 2-4 drinks Other

Type:

Preferred Pharnracy: Location Phone:

Over the Counter medi
lf youhavea /isf,p/ease givetoreceptionisttocopyinlieuof fittingoutform:

I

-t

I

REVIEWED:

-+ ,. l

Medication
Name

D;a;se I i;k"; nowotien z

I erHl w!e119e!ed

_. Iimes a day

Route

-* O'al
,*_ Topical

ilt ecilon

_ Oral

_ Topical

___. Oral

.-_. I opical
lntectron

__. Oral

_ Topical
_ !lteclLol

Oral

, Oral

_,_ Iopica

Reason for
ta king

or [)RN

__ Trmes a day

, _ or PRN _* In.ectron
I

Oral|Tesaoay -;-__.f 6rp cal
_ or PRN Intectton

lrmtrc2.l2v 
-otar_. fcpical

___ or PRN ._ lr1ection

-,--__ or PRN _ Inlection

_. Oral

-_ Topical

__ Times a day

__ Ttmcs a day

or PRN

-- Times a day

I

I

l

I

l

Iimes a day

,:_..- o1 t)RN

__ 'f imes a day

i or PRN
'-l:

_ Timcs a da,

_*__ or [)RN I . -. Inlr:6111;n i;l
rl,l

i

q PEN

Oral
f o pical

!!.1J1clt9l I

Ph)'sician Signltrr re:

lltate :

All nformatron yoLt provtdc ts confidential ancJ wilt not be releasecl to anyone without your consent
Use back of form for any addttronal information that y6y1 need to add

Currently Taking i-raff Date IlYesNolli i -l ---J-.
I

I



Patient Name:

Phone ll:

At/l"l-loRlZ-AlloN lo DISCIosL M[DlCAt. RI]CORDS: CoNTtNUtry oF CARE

lauthorizc to rc case thc following information to Karen Winchester, M.D., p.C.:

, Complete Merlical Record

r Specific Infornration ONLy. please include:

r opht ralmology chart Notes r spectacle/contact Le ns Measurements

Visual Fields r , Records created ,-_.. to only

i Othcr (plcaset spe,cify):

Pleasesend my llrotected health information to Karen winchester, M.D., P.c.aI 7724 sw 3l-'tAvenue, portland, oRgT2:.|9-2420

Fax: (503) 232-CL93

I understand adrlitional laws require specific consent if my medical rccord contains arry of thc information listed below and that by
initialing on the ine corresponding to the record type I agree to have thcse types of rrlcords rr-.lcascd, if they exist.

- Mertal llcalth Information __,--_.Genetic Testing Information

lllV/AIDS lnformation Drug/Alcclhol Diagnosis, freatnrent or ReferraI

I understand thtrt the information used or disclosed pursuanl to this authorization may be subject to redisclosure and no longer
protected under federal law. However, I also understand that federal or state law ma\/ restrict redisclosure of drug/alconot
diagnosis, treatntent or referral information, mental health information and genetic tr:sting information.

Rcfusal to sign this authorization will not adverscly affect your ability to receive health care services or reimbursement for services
Thc only circumstancc whcn rcfusalto sign will mean you will nrlt rcceive health care services is if the health services are srllely for
the purpose of providing health information to someone else ard the authorization is necessary to make that disclosure. yrru may
revoke this authrlrization in writing at any time. lf you revoke ycur authorization, the lnformation described above may no longer
be used or disclosed for the purposes described in this written authorization. Any use or disclosure already made with your
permission cannr)t be undone.

I havc rr:ad this a uthorization and understand it.

Signature of Pati,:nt or Legal Representative Relationship to I)aticnt

Date

Unless rcvokcd, lhis authorization expires rn 24 months or shall remain in cffcct for a period of time reasonably needed to effect
the purpose for lvhich it was gained.

KAREN W NCI-IISTER, M.D., P.C. 772-4SW 31'tAvenue, Portland, Ok972.19-2/+20 601239-7733


