	 WELCOME TO THE OPTICAL CENTRE! 

	Name
	Today’s Date

	Address
	City
	State
	Zip

	Home Phone
	Work phone



	Date of Birth


	Age
	Occupation

	Email Address
	When was your last eye exam?

	Vision Insurance 
	Subscriber’s Name 
	Subscriber’s SSN

	WHAT BRINGS YOU TO OUR OFFICE TODAY?

( Routine, no complaints         ( Double vision
( Want glasses                           ( Watery eyes
( Want contact lenses              ( Itchy eyes
( Distance blur                           ( Eye redness
( Near blur                                  ( Floaters/Flashes
( Blur at computer                

( Eyestrain / Headaches      
( Eye pain                                

( OTHER __________________________________
	DO YOU CURRENTLY…

( Wear Glasses
( Wear Contacts (if yes, answer next 3 questions…)

    1) What brand do you wear (if known)?             

         _____________________________________________

    2) How often do you dispose of each pair? 
         _____________________________________________

    3) Do you ever sleep in your contacts? ( Y  ( N
    

	EYE HISTORY: DO YOU OR HAVE YOU EVER HAD?

( Eye injury

( Eye surgery

( Cataract

( Macular Degeneration

( Glaucoma

( Lazy eye (Amblyopia)

( Crossed eye/eye turn

( Vision Therapy

( Family History of Glaucoma

( Family History of Macular Degeneration

( OTHER _________________________________
	PERSONAL HEALTH HISTORY: DO YOU HAVE OR HAVE YOU EVER BEEN DIAGNOSED WITH?

( Diabetes                            ( HIV/AIDS

( High Blood Pressure         ( Cancer

( High Cholesterol              ( Thyroid Disease           

( Heart Disease                   ( Seasonal Allergies

( Neurological Disease

( OTHER  _____________________________________

( Have you ever had a heart attack or stroke?  ( Y  ( N

( Do you smoke/use tobacco products?  ( Y  ( N
( Females: Are you currently pregnant?   ( Y ( N

	LIST ALL MEDICATIONS:

	ARE YOU ALLERGIC TO ANY MEDICATIONS?


· FINANCIAL AGREEMENT: I authorize The Optical Centre to bill my insurance company for services rendered. I agree to assume all responsibility of full charges whether or not paid by insurance, and agree to pay such charges the day the services are rendered. A service charge of $30.00 will be charged for all checks returned.

· NOTICE OF PRIVACY PRACTICES: It is often necessary to disclose health information that identifies you in order to treat you, to obtain payment for our services, and to conduct healthcare operations involving our office.  The Notice of Privacy Practices describes these uses and disclosures in detail. Our office is in full compliant with HIPAA, and a copy of the Notice of Privacy Practice is available if you’d like a copy for your records.

( By signing below, I confirm that I have filled out this form to the best of my knowledge and that I agree to the conditions stated above (
    X _______________________________________________________________                       __________________
             (Signature of patient, or parent/guardian if patient is a minor)                                           (Date)

