Eye Care 4 U

L) PTOMETRY

WELCOME TO EYE CARE 4 U:

PATIENT INFORMATION

NAME

AGE BIRTH DATE

LAST

ADDRESS

FIRST

CITY PROVINCE POSTAL CODE

ALBERTA HEALTH #

HOME PHONE# WORK / CELL PHONE#

EMAIL ADDRESS

IN CASE OF AN EMERGENCY, CONTACT

PHONE #

INSURANCE INFORMATION
NAME OF INSURED

RELATIONSHIP TO PATIENT

BIRTH DATE

INSURANCE

NAME OF EMPLOYER

ADDRESS PHONE #

HEALTH HISTORY
DATE OF LAST EYE EXAM

NAME OF DOCTOR PHONE #

DO YOU OR ANYONE ON YOUR FAMILY HAVE A HISTORY OF THE FOLLOWING?

[ ] DIABETES [ 1 BLINDNESS
[ 1 HEART CONDITION

[ ] HIGH BLOOD PRESSURE

[ ] TURNED CR LAZY EYE [ ] GLAUCOMA [ ] THYROID DISEASE

PLEASE CHECK ANY OF THE FOLLOWING THAT APPLY TO YOU:

[ ] FREQUENT HEADACHES
[ ] SINUS TROUBLE

[ ] DRUG ALLERGIES
[ ] ALCOHOL / TOBACCO USE

[ ] PREGNANT
[

DRUG USE [ ] ALLERGIES

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING:

HAVE YOU EVER HAD ANY OF THE FOLLOWING CONDITIONS INVOLVING YOUR EYES:

[ ] EYE SURGERY

[ ] FLOATERS OR SPOTS

[ ] POOR DISTANCE VISION
WATER

DO YOU CURRENTLY WEAR GLASSES? [ ] YES

WHEN DO YOU WEAR GLASSES?

[ ] ALL THE TIME
[ 1 OTHER, PLEASE EXPLAIN:

[ ] SENSITIVITY TO LIGHT
[ ] DOUBLE VISION

[ ] DISTANCE

[ ] EYE INFECTION OR DISEASE [ ] EYE INJURY
[ ] MEDICAL TREATMENT [ ] POOR NEAR VISION
[] ]

[ ] EYES BURN, ITCH OR EYE STRAIN SEVERE PAIN

[1No

[ ] READING / NEAR [ JCOMPUTER WORK

HAVE YOU EVER WORN CONTACT LENSES? [ ] YES [ ] No

IF NO, ARE YOU INTERESTED IN WEARING CONTACT LENSES? [ ] YES [ ] NO

DO YOU WORK AT A COMPUTER OR VIDEO DISPLAY MONITOR? [ ] YES [1 NO

AUTHORIZATION

1 CERTIFY THAT 1 HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO THE BEST OF MY KNOWLEDGE. THE ABOVE QUESTIONS HAVE BEEN ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO
MY HEALTH. | AUTHORIZE THE EYE DOCTOR TO RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR MY DEPENDENTS DURING THE PERIOD OF SUCH

EYE CARE TO THIRD PARTIES PAYERS AND / OR HEALTH PRACTITIONERS. [ AUTHORIZE AND REQUEST MY INSURANCE COMPANY TO PAY DIRECTLY TO THE EYE OOCTOR OR OPHTHALMIC GROUP INSURANCE BENEFTTS OTHERWISE PAYABLE TO ME. 1 UNDERSTAND
THAT MY EYE CARE INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR SERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES RENDERED ON MY BEHALF OR MY DEPENDENTS.

1 ACKNOWLEDGE THAT I HAVE RECEIVED A NOTICE OF THE PRIVACY PRACTICES AS REQUIRED BY HIPAA PRIVACY STANDARD.

Date




