
Health History
Purpose of Today's Visit:

Do you curlently wear glasses?

Have you ever wom contacts?

trYes trNo nYes D No

Are you intercsled in contacts:?

Are von interested in colored contacts?

Date of your iast eye exam:

Do you have any ofthe followine?

Eve Problems Ilealth Problems

Yes No
High Blood Pressure

Diabetes
Heart Problems
Arthritis
Thyroid Disease

Lung Disease
Skin Disease

Tobacco or Alcohol Use

Migraine/ Frequent Headaches

No
Glaucoma
Cataracts

Eye Disease

Lazy Eye
Color Vision Problems

Double Vsion
Eye Injury:
Eye Surgery:
Other:

Allergies:
Drug Allergies:
Plegnant or Nnning

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

Please list all medications you take reg larly:

w1lo is vour medical doctor?

For Childrcn: Normal growth ard development?

School Performance?

Premature Birlh?

Bela\,iolalChanges?

For Office U:e OnlY - DO NOT FILL

Ear, Nose & Tkoat
Gastrointestinal
Psychological
Cenitourinary
Dennatologic

HeadacheNeuro

Cardiovascular
Aslhma,arcalhing
Musculo/Ske1eta1

Hematologic
Sleroid Use

Developmenlal
Mental
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Millbrook Eyecare Patient lnformation

Thant you for choosing our pmdice fot your eyecare needs. Please compl€te this fo!m. lfyou have any questions or concems, do not

hesitate to ask for assistaDce. !\'e wiil b€ happy to help.

Mailing Address: (ziPl

Home or Cell Phone#:

(ai'y)

Are yorL: tr Manied E Divorccd . Widow€d

Birthday:

You or (YouI pareni's employer):

Spouse (or parenth nane):

tr Single tr Separat€d tr A Minor

Occupation:

Email:

It you de a studenr. name ot schooUcollege; State: 

- 

Crade:City:

Whom may we thank for r€ttning you ro us'

Fanily Memben who are patients:

PeNon responsible for accounl: s.s.#

D O,B

Email:CLry, Srate. Zipi

tr spouse tr Child

lnsurance Information

Cell Phone#:

Relationship to patient:

Primary H€alth Insurance:

n seu

Secondary Insurance:

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

Insured Name: Dnver's License#:

Fees are due rt the time of service. Fees not coYered l'y insuranc€ {ill b€ paid by pati€nt'

Authorization

' I lmdersta that it is mv sole resPonsibilig' to ldow mv Insurance bercfits and limitations

. I underslatrd thai t am responsible for my bi1l.

' I onalerstand that I am Esponsible for all collection costs and attomey lees if inclmed'

, I understard tlnt if my lnsumnce company does ro1 respoird witlin 60 days I am fully r€sponsible for my account

. I dulhorize use ollhis forrr lor.ll my insdmnce conprn e{

. I authorize release of information on all my lnsur3nce submissions

' I authorize my doctor to act as my agent in helping me obtain payment from my insurance companies

. I authonze paymeni dnect to my doctor

. I p€rmit a copy of this authorization to be us€d in place of otiginal.

Norescription\ fo. \petlad?\ ot conta s will b( relea\"lon unpaid a(co/lnrl
t\o specracte RX, conta"rs leni pre*iipriins. or ronwet ten, pplacenents dll b" eiven artt one reatftom pxam date.

Patienr Sisnatur€: Dale:
Leed !{trdi!n il! minor)

Pkase Conplete othet Si le


