EYE CARE PROFESSIONAL ASSOCIATES

Name:_________________________________________________	Date:_________________________

Address:_______________________________________________	Phone:________________________

City:_______________________State:_________ZIP_________   	Alternate Phone:________________

Birth Date:_____/_____/_____      Social Security #:____/____/___          Pharmacy______________________

Name of primary care physician_______________________________    	Male/ Female/ Non-Binary

Age:______	 Single/ Married/ Other	Employed/ Retired/ Student	Employer_____________________

Preferred Language:___________________Race:___________________Ethnicity:______________________

Billing information
If person responsible same as patient, do not complete.
Name:_____________________________________Relationship to patient____________________________

Address:__________________________________City________________State:________ZIP____________

Home Phone:(      )_____________________Business Phone(      )_____________________EXT______

SS#_______-______-________Date of Birth_____________Employer:______________________________

INSURANCE INFORMATION

Major Medical Insurance Plan Name_________________________Secondary_________________________

Major Medical Insurance Policy Holder_______________________Secondary_________________________

Major Medical ID# ________________________________________Secondary_________________________

Major Medical Group#_____________________________________Secondary_________________________

Major Medical Card Holder DOB____________________________Secondary_________________________

Major Medical Card Holder Employer________________________Secondary_________________________

Major Medical Card Holder Social Security #__________________Secondary_________________________

Vision Insurance Plan Name_________________________________Secondary_________________________
_
Vision Insurance Policy Holder_______________________________Secondary_________________________

Vision Insurance Policy Holder DOB__________________________Secondary_________________________

Vision Insurance Policy Number______________________________Secondary_________________________

Payment is expected at time of service.  Payment will be: Cash□  Check□  Credit Card□  Insurance□
For continued care I want the Doctor to retain my record in this office: Yes□  No□
Tech Int:_________Date:____________Doctor Signature:_____________________________Date:___________
MEDICAL HISTORY
Do you have any allergies to medications?     no      yes     If yes, explain_____________________________
List all major injuries, surgeries and/or hospitalizations you have had:__________________________________
List any of the following that you have had:  crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal disease, cataracts, eye infections or eye injury:_______________________________________________
Are you pregnant and/or nursing?     No      Yes
Do you wear glasses?                        No      Yes     If yes, how old is your present pair of lenses?___________
Do you wear contact lenses?             No      Yes     If yes, how old is your present pair of lenses?___________
Type of contact lenses:     Rigid     Soft   Extended Wear     Other    Are they comfortable?   yes     no
Last Eye Exam Date:_________________________Last Eye Exam Location____________________________
Do you drive? □Yes  □No  If yes, do you have visual difficulty when driving? □Yes □No  If yes, please describe:_________________________________________________________________________________________
Do you use tobacco products? □Yes □No If yes, type/amount/how long?_______________________________________
Do you drink alcohol? □Yes □No If yes, type/amount/how long?_____________________________________________
Do you use illegal drugs? □Yes □No If yes, type/amount/how long?__________________________________________
Have you ever been exposed to or infected with □Gonorrhea □Hepatitis □HIV □Syphilis

REVIEW OF SYSTEMS:
Do you currently, or have you ever had any problems in the following areas:	
				YES	NO	?						         YES     NO	?
CONSTITUTIONAL					EARS, NOSE, MOUTH, THROAT
Fever, Weight Loss/Gain	□ 	□	□		Allergies/Hay Fever			□	□	□
INTEGUMENTARY (Skin)	□	□	□		Sinus Congestion			□	□	□
NEUROLOGICAL						Runny Nose				□	□	□
Headaches			□	□	□		Post Nasal Drip			□	□	□
Migraines			□	□	□		Chronic Cough			□	□	□
Seizures			□	□	□		Dry Throat/Mouth			□	□	□
EYES								RESPIRATORY
Loss of Vision			□	□	□		Asthma				□	□	□
Blurred Vision			□	□	□		Chronic Bronchitis			□	□	□
Distorted Vision/Halos	□	□	□		Emphysema/COPD			□	□	□
Loss of Side Vision		□	□	□		VASCULAR/CARDIOVASCULAR
Double Vision			□	□	□		Diabetes				□	□	□
Dryness			□	□	□		Heart Pain				□	□	□
Mucous Discharge		□	□	□		High Blood Pressure			□	□	□
Redness			□	□	□		Vascular Disease			□	□	□
Sandy or Gritty Feeling	□	□	□		GASTROINTESTINAL
Itching				□	□	□		Diarrhea				□	□	□
Burning			□	□	□		Constipation				□	□	□
Foreign Body Sensation	□	□	□		GENITOURINARY
Excess Tearing/Watering	□	□	□		Genitals/Kidney/Bladder		□	□	□
Glare/Light Sensitivity	□	□	□		BONES/JOINTS/MUSCLES
Eye Pain or Soreness		□	□	□		Rheumatoid Arthritis			□	□	□
Chronic Infection of Eye/Lid	□	□	□		Muscle/Joint Pain			□	□	□
Sties of Chalazion		□	□	□		HIGH CHOLESTEROL		□	□	□
Flashers/Floaters in Vision	□	□	□		LYMPHATIC/HEMATOLOGIC
Tired Eyes			□	□	□		Anemia				□	□	□
ENDOCRINE						Bleeding Problems			□	□	□
Thyroid/Other Glands		□	□	□		ALLERGIC/IMMUNOLIGIC	□	□	□
PSYCHIATRIC		□	□	□
If you answered YES to any of the above or have a condition not listed, please explain.
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Other Family Members at Home: (Spouse, children, etc. and include relationship to patient, I.e. Father, Mother, Sister, Brother)
__________________________________________     _____________________________________________
__________________________________________     _____________________________________________
__________________________________________     _____________________________________________
__________________________________________     _____________________________________________
FAMILY HISTORY
Please note any family history (parents, grandparents, siblings, children, living or deceased) for the following conditions:
	DISEASE/CONDITION	NO	YES	  ?		RELATIONSHIP TO YOU
	Blindness			 	  	  		_______________________________________
	Cataract			 	  	    		_______________________________________
	Crossed Eyes			  	  	  		_______________________________________
	Glaucoma			 	  	  		_______________________________________
	Macular Degeneration		 	  	  		_______________________________________
	Retinal Detachment/Disease	 	  	  		_______________________________________
	Arthritis			 	  	  		_______________________________________
	Cancer				 	  	  		_______________________________________
	Diabetes			 	  	  		_______________________________________
	Heart Disease			 	   	  		_______________________________________
	High Blood Pressure		 	  	  		_______________________________________
	Kidney Disease			 	  	  		_______________________________________
	Lupus				 	  	  		_______________________________________
	Thyroid Disease		 	  	  		_______________________________________
	Other_____________________________________		_______________________________________

    
   ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
The Notice describes how my health information may be used or disclosed.  I understand that I should read it carefully.  I am aware that this notice may be changed at any time.  I may obtain the current copy of the Notice by requesting one from Eye Care’s Privacy Officer.
_______________________________________________________	_______________________
*As the representative of the above individual, I acknowledge receipt of the Notice on his/her behalf.
_______________________________________________________	________________________
Signature:									Date:

________    I DO NOT OBJECT to having a message left on my answering machine regarding my personal 
                      health information.                                       
_________  I OBJECT to having a message left on my answering machine regarding my personal health                                
                      Information.
_________  I WANT my personal health information disclosed to the following  individuals:                  
_____________________________________________________________________________________

Signature:_________________________________________________ Date:__________________________
						
Print Name:________________________________________________ Date:__________________________

Staff Signature:_____________________________________________Date:___________________________








  A: Notifier:  Family Eye Health Center P.C.

B: Patient Name:

                  Advance Beneficiary Notice Of Noncoverage (ABN)

Note:  If your major medical insurance doesn’t pay for special procedures below, you may have to pay.  Insurances may not pay for everything, even some care that you or your health care provider have good reason to think you need.

	SPECIAL PROCEDURES			REASON INSURANCE			ESTIMATED COST
	  				                   MAY NOT PAY:

Any and all services				        Diagnosis				       Prevailing
						      Non-Covered			       Medicare
											           Fee
THE TESTS THAT THE DOCTOR IS REQUESTING CAN BE DETERMENTAL TO THE PROPER DIAGNOSIS AND CARE OF YOUR CONDITION.




WHAT YOU NEED TO DO NOW:
*Read this notice, so you can make an informed decision about you care.
*Ask us any questions that you may have after you finish reading.
*Choose an option below whether to receive care.
OPTIONS:
(  )Option 1:  I want to receive care. You may ask to be paid now, but I also want my insurance billed for     an official decision on payment, which is sent to me on an Insurance EOB.  I understand that if my insurance doesn’t pay, I am responsible for payment, but I can appeal to my insurance by following the directions on the EOB.  If my insurance does pay you will refund any payments I made to you, less co-pays or deductibles.
(  )Option 2:  I want to receive care, but do not bill my insurance.  You may ask to be paid now as I am responsible  for payment.  I cannot appeal if insurance is not billed.
(  )Option 3:  I don’t want to receive care.  I understand with this choice I am not responsible for payment, and I cannot appeal to see if insurance would pay.

Signature__________________________________________________________Date________________________














