Health History

Purpose of Today's Visit:

Do you currently wear glasses? [ Yes [ No

Have you ever worn contacts?

Are you interested in contacts:?

Are you interested in colored contacts?

Contact Lenses? [0 Yes [0 No

Date of y'our last eye exam: Where?
Do you have any of the following?
Eye Problems Health Problems
Yes No Yes No
Glaucoma High Blood Pressure
Cataracts Diabetes
Eye Disease Heart Problems
~ Lazy Eye Arthritis
Color Vision Problems Thyroid Disease
Double Vision Lung Disease
Eye Injury: Skin Disease
Eye Surgery: Tobacco or Alcohol Use
Other: Migraine/ Frequent Headaches

Do any of these problems run in your family (if so, which?)

Allergies:

Drug Allergies:

Pregnant or Nursing

Please list all medications you take regularly:

Who is your medical doctor?

For Children:  Normal growth and development?

School Performance?

Premature Birth?

Behavioral Changes?
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Millbrook Eyecare Patient Information

Thank you for choosing our practice for your eyecare needs. Please complete this form. If you have any questions or concerns, do not
hesitate to ask for assistance. We will be happy to help.

Name: SSN#
First MI Last
Street Address:
(City) (State) (Zip)
Mailing Address:
(City) {State) (Zip)
Birthday: Home or Cell Phone#: Work Phone#:
Are you: [J Married [J Divorced [] Widowed [J Single [0 Separated [] A Minor Email:
You or (Your parent’s employer): Occupation:
Spouse (or parent’s name): Work Place: Work Phone#:
If you are a student, name of school/college: City: State: . Grade:

Whom may we thank for referring you to us?

Family Members who are patients:

Person responsible for account: S.S.4#

Address: D.O.B.
City, State, Zip: Email:

Home Phone#: Work Phone#: Cell Phoner:
Relationship to patient: O Self [0 Spouse [ Child

Insurance Information

Primary Health Insurance: Secondary Insurance:

Please present your insurance cards and driver’s license to receptionist to copy.

Insured Name: Driver’s License#:

Fees are due at the time of service. Fees not covered by insurance will be paid by patient.
Authorization

« I understand that it is my sole responsibility to know my Insurance benefits and limitations.

« [ understand that I am responsible for my bill. -

« T understand that I am responsible for all collection costs and attorney fees if incurred.

« T understand that if my Insurance company does not respond within 60 days I am fully responsible for my account.
« | authorize use of this form for all my insurance companies

« I authorize release of information on all my Insurance submissions.

+ 1 authorize my doctor to act as my agent in helping me obtain payment from my insurance companies.

» | authorize payment direct to my doctor.

« [ permit a copy of this authorization to be used in place of original.

Neo prescriptions for spectacles or contacts will be released on unpaid accounts
No spectacle RX, contacts lens prescriptions, or contact lens replacements will be given after one year from exam date.

Patient Signature: Date:

(Legal guardian if s minor)

Please Complete Other Side



