PATIENT INFORMATION

Name Birth Date _____ Soc.Sec#
Last First M.l. Employer
Address Occupation
City State Zip , ) a Male o Female
' 2 Single o Married 0 Other

Home { ) Work/( ) . - Cell{ )

o Employed Q Retired @ Full Time Student

Please fi vision r medical insuranc:g coverage.

Primary Vision tnsurance Co : Group # : 1D #
Insured's Name Insured's Birth Date Relationship to Insured Self Spouse Child Other
Secondary Vision Insurance Co Group # 1D #
Insured's Name Insured's Birth Date __ Re ationship to insured Self Spouse Child Other
Primary Medical Insurance Co Group # 10 #
insured's Name Insured's Birth Date — Re ationship to Insured Self Spouse Child Other
Secondary Medical Insurance Co Group # 1D #
Insured's Name Ingured's Birth Date ___HReaeasionship to Insured Selt Spouse Child  Other

Please anawer the following questions to ald us in giving you a complete and comprihenslve examination. Thank you for your cooperation.
1. Difficulty seeing at a distance while wearing glasses/contacts? O YES Q NO approx. how long? __ _
Q Night Vision QDriving WTV QO Movies O Other’
. Problems focusing clearly at close range? QYES ©QINO approx. how long?
O Reading O Sewing WPhone Book QO Work QO Qther
3. Doyoureyes: QBurn 1 Ache G Tire Qitch Q Water
4, Sensitive to light? QYes QNo O Fluorescent Lights O Glare l:l Night Driving G Snow [ Sun
5. Do you wear prescription giasses for? 0 Sunglasses O Sport OWork 0Q Hobbies (Specify)
6. Do you work with a computer? OYES QONO at OWork O Home
7
3

[+

. Have you had Lasik surgery? QOYES OQONO Q Interested in having

. Have you ever worn contact lenses? DOYES QNQ Type? 0O Soft QCther
Currently wearing contact lenses? D YES ONO Type? 0QSoft () Other
Interestad in learning more about the benefits of contacts? QYES C NO

9. Headaches? QO YES QNO How often? Do you havz: O Double vision 0 Spots
10. Alcohol Use: O Never 0O Rarely Q) Moderate Q Daily

11.Tobacco Use: D Never QYes 0[O Previous

12. Are you pregnant or have you been pregnant within the fast six months? E xplain

13. Family Physician Phone # ( )
, First Tast
14. Emergency Contact: Name " Phone#( )
X
Signature of Party Responslbie Date

This space only to be used for next consecutive visits within on2 year of date signed above.

Signatura of Party Responsible Date

Signature of Party Responsible Date

Signature of Party Responsible Dats




Macular Degenaration

Retinal Detachment

PATIENT HEALTH HISTORY

PLEASE CIRCLEYES OR NO Name:

Dats;

No Yes Diabetes ................ No Ye s
No Yes  High Blood Pressurg . ... ... No Yes
No Yas  Heart Problems/Stroke .. ... No Yes
No Yes  Thyroid Problems ......... No Yes
No Yes Cancer.................. No Yes

Arthritis . ................ No Yes

List any other Health Problems that run in

your Family

Date of pravious eye exam:;

................. No Yes  Injuryto Eye orHead ......No Yes Eyelnfections ............Na Yes
............... No Yes  Ocular Foreign Body Removed .No Yes Other
Macular Degeneration No Yes  Explain _ EyeSurgery ............. No Yes
............... No Yes  Ambiyopia (Lazy Eyg) ......No Yes  Explain
Retinal Detachment No Yes  Strabismus (Eye Turmn) ... ... No Ye:3
Name of Regular Physician:
O Constitutional Symptoms [J Genitourinary
Developmental Disability . .................. No Yes Urinary Tract Infections . ....... P No Yes
Recent Weight Change .................... No Yes Kidney Problims . .......... ..., No Yes
Fever .. i et No Yes STD'’s (HIV, Herpes, Chlamydia) . ............ No Yes
Fatigue .. ... ... 0 e e No Yes Onset Date: .
Shortness of Breath . .................,.... No Yas - EC:omrr;rant: -
Date: n crine
Commenit: Non-insulin Cependent Diabetes .. ........... No Yes
[ Ears / Nose / Mouth / Throat Insuliq Depeor dent Diabetes . ............... No Yes
Chronic Sinus Problems . ...........oou.... No  Yes g:‘vsftl%gtfg_blams ------------------------- No  Yes
Hearingloss ............. e e No Yes .-
. Comment:
Date: e —
82?:;631 | Mzscu_lpfzkem al N v
C] Respiratory Fr!:hnns., pis e No Yes
Asthma/Bronchitis . ., ... e No  Yes N: "°m|)’a Q'ack- T N° Yg:
EMPRYEEMA « v . . o e ee e eseneearnannnes No  Yes uscular Dystrophy ......oovvvinveonnoenn o
Onset Date: 83;9‘;33'_3' -
Comment: nt: _
.  Neurological
0 Hematologic / Lymphatic Multiples SCIBIISIS . ... ovriae e inians No  Yes
ANEMIA . .o i i No Yes Epilepsy No Yes
Leukamia ......... ... .. iiiaiiiiaea No Yes Onset Daié'. """"""""" ’ et
Large Volume Blood Loss ..., e No  Yes Comment:
Qnset Dete: [ Psychiatric
! . Deprassion .. ..o ..t e No Yes
O Cardiovascular Nervousness/2anic Disorder . ............... No Yes
Heart Problems ....... e veoi.NO Yes Schizophrenis ................. e No Yos
I;;?ctlkslood Pressure ... ..veeeeasrnnenncnnn mg z:: 8nset Date: _
L T omment. __
82591 D%[tei ] Allerglc / Immu nologlc N
mment: HIVAIDS ... ... ... ..........., P s} Yes
{0 Gastrointestinal Lupus .. ......oovnin o, e No  Yes
Crohn's Disease ..........cvivevianeonnnn No Yes CaNCOT «vvvrve e e No Yes
Ulcer .......... R TR PR, No  Yes Environmenta /Food AIGIgY ..o+ .ocoenn e No  Yes
Onset Date: Onset Date: _
Comment; Comment __ e
GOL-PHH1

-—~LIST MEDICATIONS OVEF'---




MEDICATION TARLE , JINNUAL UPDATE

Medication For Dosage Date
Condition Begun / / / / / / /

COMMENTS:

' MEDICATIONS REVIEWED

HEALTH HISTORY &

For office use only. Pis. initials Date 0
Pts. Initials Date, O
Pts. Initials Date 0]
Pis. Initials : Date, o
Pis. initlals Data_ Q
Pts. initials Date )
Pts. Initials Date O
Pts. initials Date o
Pls. Initials Date O
Pts. Initials Date o
Pts. Initials Date o
Pts. Initials Data O
Pts. Initials Date &)
Pts. Initials Date, O
Pts. Initials Date o



PATIENT SERVICE AGREEMENT

Thank you for choosing us as your eye health care provider. Prior to receiving care, read and sign the following.

OUR COMMITMENT TO YOU:
s Personalized Eye Health Care
s Patient Education
» Exceptional Service with infinite Accurac y
= Controlling Costs

« Full. payment is due at the time of service.

* A muinimumn of half down is required when ordering glasses and/or contact le 1wes, with full payment due at timeiof
delivery.

+ We accept cash, checks, Visa, or MasterCard,

INSURANCE '
« Your insurance is a contract between you and your insurance company. We are not a party to that contract. We will pre-
certify your coverage at the time of your visit. During pre-certification, every inturance company states, “This is nbt a
guarantee of benefits™. It is your responsibility to know your insurance benefits and what is covered at date of service.
* As a courtesy, we may accept assignment of insurance benefits and we will 'ila your insurance claim for you. Bé aware
that some, perhaps all, of the services provided may be deemed non-covered services by your insurance company.
= If your insurance requires you to have a prior-authorization or referral, it is ycur responsibility to request and obfain the
needed information. If you do not have one, treatment may be denied. On the Iate of service, our office must receive
authorization within 30 days or you will be responsible to pay for these services.
*The maximum we will wait for insurance reimbursement is 90 days, after which the insurance amount is then pa{/able by
you.
= Regarding insurance plans in which we are participating providers, all co-pany s and deductibles are due the day service is
provided, per your insurance company. You may lose privileges if you d¢: not comply. If we are non-participating providers,
you are respansible for the balance.

USUAL AND CUSTOMARY RATES

*You are responsible for payment regardless of your insurance company's arbitrary determination of usual and custbmary
fees. .

MINOR PATIENTS

*Tha adults accompanying a minor and the parents (or guardians of the minor) a-e responsible for fully payment. Fdr
unaccompanied minors, treatment may be denied unless pre-authorized by parent or guardian in writing with means| of
payment. It is not possible for us to do split billing between accounts.

INTEREST

» We reserve the right to charge a late fee in the amount of 1% as provided by state law for any unpaid patient balance
remaining after 60 days of service.

* Collection proceedings will begin on any outstanding balance in non-complia yce with this policy.

MEDICAL AND/OR VISION ASSIGNMENT RELEASE

| request that payment of authorized Medical and/or Vision benefits be made to me 7r on my behalf to .

Richard F. Rule OD PC for services furnished to me by the physician. | understand Ty signature request that payment be made
and authorize release medical information necessary to pay the clairn. In medical audior vision carrier as the full charge, and the
patient is responsible anly for deductible, coinsurance and nan-covered services. Goinsurance and deductible are based upon
the charge of the assigned Medical and/or Vision carrier. | UNDERSTAND THAT | .\ FINANCIALLY RESPONSIBLE FOR
CHARGES IF UNINSURED OR NOT COVERED BY MY INSURANCE.

Signature on Patient and/or Guardian Date





