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New Patient Intake Form

Patient Name: (Last)




(First)




(MI)


Preferred Name: 




  Prefix:  ( Mr.  ( Ms.  ( Mrs.  ( Miss  ( Dr.  ( Father
Address: 













City: 






 State: 


 Zip: 





Phone #: (Home) 


    (Cell) 



     (Work) 





Email: 














Preferred Method of Contact: ( Home  ( Cell  ( Work  ( Email

Birthdate: 




   Age: 

     Sex:   ( M  (  F

Marital status: ( Single  ( Married  ( Divorced  ( Other

Employer: 







       
        Race: 
( American Indian or Alaskan Native





( Asian










( Black or African American



( Native Hawaiian or Other Pacific Islander



( White or Caucasian
         Ethnicity:
(  Hispanic or Latino

(  Not Hispanic or Latino

Emergency Contact:
Name (Not in same household): 











Relation: 






Phone:





Spouse (or Parent if child): 





Phone:





Family Physician/Pediatrician: 





Phone:





Pharmacy: 







Phone:






Insurance:
Medical Insurance: 




  Vision Insurance: 





*Please give all insurance cards & info to the receptionist.
How did you hear about us? 
(  Doctor Referred

(  Newspaper





(  Driving By


(  Phone Book




(  Facebook


(  Screening or Event




(  Family / Friend

(  Website / Internet Search




(  Insurance Company

(  Other 






Family Health History: (Check if known in blood relatives)
( High blood pressure 
 




( Glaucoma: 


         


( Diabetes






( Cataract: 





( Cancer: Type 





( Lazy Eye: 





( Other 






( Macular Degeneration: 












Personal Ocular History:








( Glaucoma 





Last eye exam:






( Cataract 





Currently wear glasses?  ( YES  ( NO
( Lazy Eye





Currently wear contact lenses?  ( YES  ( NO

( Macular Degeneration 




Type/Powers:  





( Retinal Detachment 










( Surgery: 



We would like to know more about your daily visual demands:
Occupation 

 



Sports/Hobbies: 

 



Reading: Hours per Day 

 

Computer Use: Hours per Day 

 


Do you ever experience any of the following? (Please check all that apply)

( Dryness




( Blurred Vision
( Burning




( Flashes of Light
( Watering




( Floaters
( Itching




( Eye Pain
Personal Health History: (Please check if you have had any of the following)
Allergies

( Drug 




          



 




      
( Environmental 












Immune Disorders  
Musculoskeletal

Cardiovascular

Gastrointestinal

Neurological
( Rheumatoid Arthritis  
( Fibromyalgia  

( Heart Disease  

( Crohn’s  

( Multiple Sclerosis  
( Lupus  

( Muscular Dystrophy  
( High Blood Pressure
( Colitis


( Epilepsy  
( Sjogren’s  

( Arthritis  

( Stroke  

( Ulcers  

( Alzheimer’s  
( HIV/AIDS




( High Cholesterol
( Digestive Disorder
( Parkinson’s  
Constitutional

        Genitourinary
   Psychiatric

ENT

( Development Disability
        ( Kidney Stones  
   ( Depression  

( Upper Respiratory Infection  
( Excessive Weight Loss
        ( Enlarged Prostate
   ( Panic Disorder
( Ear Ache  
( Fever/Fatigue

        ( UTI

   ( Schizophrenia
( Sore Throat  
( Trauma

        ( STD




( Ringing/Tinitis  
Hematologic

Respiratory

Endocrine

     Integumentary

( Cancer: 
( Anemia

( Asthma  

( Diabetes  

     ( Eczema  




( Sickle Cell    

( Bronchitis  

( Thyroid Disorder  
     ( Rosacea  




( Leukemia  

( Emphysema  

( Hormone Dysfunction  
     ( Psoriasis




Are you currently pregnant or nursing?  (  Yes   (  No
Current Medications, Reason:  (Including Over-the-Counter)     (  None     

Date of last examination with your Primary Care Physician: 







Operations, Dates: 












Smoking Status:     ( Never Smoked      ( Former Smoker      ( Current Smoker: Packs per day



Height: 

ft. 
     in.  
Weight: 

lbs.

Statement of Accuracy:
All Statements on this patient intake form are accurate and true to the best of my knowledge.   I understand that treatments will be based on the information provided herein.   If I willingly withhold knowledge from my treating physician, I accept full liability from any consequences arising there from.   

Financial Responsibility:

Please be advised that payment for all services will be due at the time services are rendered, unless prior arrangements have been made. 

Your medical health coverage is a contract between you and your insurance company.  Healthy Eyes will file In Network medical and vision insurance claims.  In network insurance company co-payments and deductibles are due at time of service.  Patients with Out of Network insurance are responsible for payment in full at time of service.  A billing statement will be prepared for you to file with your insurance company.   By my signature below, I give my consent for Healthy Eyes to file a medical or vision claim to my carrier.  I understand that all unpaid charges are my responsibility. 

I agree that should this account be referred to an agency or an attorney for collection, I will be responsible for all collection costs, attorney’s fees, court costs and interest accrued.

Acknowledgement of Privacy Policy:

Your information is protected by our privacy policy.  Signing below indicated that you have read the Healthy Eyes “Notice of Privacy Practices” and authorize consent to use and disclose your protected health care information for the purposes of treatment, payment and health care operations.  

Please list any individuals other than yourself that we may disclose information to:

I have read and understand all of the above and have agreed to these statements.









  






Patient’s (or Legal Guardian’s) Signature



Date
