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WELCOME TO OUR PRACTICE
Last Name:






Today’s Date:

/
/

First Name:



M.I.


Sex (circle):  M    F

Address:






Birth date:

/
/
 AGE:


City:







Last Exam:






State:

ZIP:





Do you wear contacts?

Yes 
[image: image2]    No 
[image: image3]
Home Phone:
(
)




Are you interested in contacts?
Yes 
[image: image4]    No 
[image: image5]
Work Phone:
(
)




Reason for today’s visit:




E-Mail Address:













OK to send you e-mails? Yes 
[image: image6]    No 
[image: image7]
Employer:






Occupation:






How did you originally hear about The Vision Center?  
Current patient 
[image: image8]   Radio 
[image: image9]   Insurance company 
    Referral           Who? _______________________________
Are you planning on purchasing eyeglasses today?      Yes 
[image: image10]       No 
[image: image11]         If prescription changes


Diabetes?

Self 
[image: image12]  Family 
[image: image13]



Cataracts? 
Self 
[image: image14]  Family 
[image: image15]
High blood pressure?
Self 
[image: image16]  Family 
[image: image17]



Glaucoma?
Self 
[image: image18]  Family 
[image: image19]
High cholesterol?
Self 
[image: image20]  Family 
[image: image21]



Lazy eye?
Self 
[image: image22]  Family 
[image: image23]
Lung problems?
Self 
[image: image24]  Family 
[image: image25]


            Eye disease?   Self 
[image: image26]  Family 
[image: image27] 
Heart disease?

Self 
[image: image28]  Family 
[image: image29]



Eye surgery/ injury?
Self 
[image: image30]
Double vision?
Self 
[image: image31]   


          Flashing lights/Floating spots? 
Self 
[image: image32]   
Any other health conditions? __________________________________________________________

Medications: No 
[image: image33]  Yes 
[image: image34] List ________________________________________________________
Allergies: No 
[image: image35]  Yes 
[image: image36] List __________________________________________________________

          



 



Plan Name:






Plan Name:





Subscriber’s Name:





Subscriber’s Name:




Identification #:





Identification #:




Group #: 



           


Group #: 
             



Auth. #: (office use)


            


Guarantor (who is responsible for bill?) if patient is under 18
Name__________________
Address___________________ __State: _____ Zip: ________Tel:_____________
Social security # ___________________Relationship to patient___________________ Current Patient?____
Insurance Authorization/ Signature on File

I authorize release of any information to my insurance company necessary to process a claim; I authorize payment to be made directly to The Vision Center/Dr. John Plow; I authorize use of this form on all my insurance submissions and permit a copy of this authorization to be used in place of the original; I understand that I am responsible for payment of any charges not paid for by my insurance; I understand this office does not in any way guarantee payment for exam by accepting my insurance plan.

Patient/ Guardian’s Signature:
[image: image37]







[image: image38] Required for Insurance



Your Privacy Is Important To Us
We Will Keep Your Personal Information Private
ACKNOWLEDGMENT OF RECEIPT 

OF NOTICE OF PRIVACY PRACTICES 
I, the below signed patient, or patient’s representative, acknowledge that I have received the Notice of Privacy Practices of The Vision Center/Dr. John Plow.
Patient/ Guardian’s Signature:
[image: image39]







[image: image40] HIPAA Privacy Act Of 1996
Date signed:

/
/
















