


Personal Information

Legal Name: __________________________________________________________________________________________________    Sex: M / F
Last			               First	 	                                           Middle

Address: ________________________________________________________________________________________________________________
                            Street			                                         City	 	                                           State 		Zip
Birthday: _______________________Age: _______________ Marital Status: ____________________SSN:________________________________
Employer: _________________________________________	Occupation: _____________________________________________________
Primary Phone: (_________) _______________________________            Secondary: (__________) _____________________________________
Email: __________________________________________________________________________________________________________________
Spouse Name: ___________________________________________       Phone Number: Secondary: (_________) ___________________________
Emergency Contact: ______________________________________          Phone Number: (_________) ____________________________________
						  Vision Questionnaire 
Explain any problems with your vision: ___________________________________________________________________________
Please check if you are experiencing the following symptoms:
Redness		Flashes			Twitching		Halo Vision		Discharge
Dry Eyes		Floaters		Watering		Pull or Draw		Itching
Grittiness		Light Sensitivity		Double Vision		Aching		
Stinging/Burning		Tunnel Vision		Dizziness		Night Blurriness

Do you currently wear glasses? Yes No Circle which lens style you wear:    Single Vision       Progressive       Bifocals       Trifocals  

Do you currently wear contacts? Yes  No Brand: ______________________________ Prescription: _________________________________

Have you had an eye injury? If yes, explain: ____________________________________________________________Date:___________________ 

List any types of surgery: ______________________________________________________ Date of Surgery: ______________________________ 

Health Questionnaire 

Do you use the following? Tobacco: Yes No Alcohol: Yes No  Other substances: Yes No Explain ____________________

Are you pregnant or nursing? Yes No  		 Do you have any known allergic reactions? __________________________________

Are you taking any prescription medications? Yes  No  

List names and dosages: _______________________________      _______________________________    ________________________________
         
		         _______________________________      _______________________________    ________________________________

 Do you have aids/HIV? Yes No Do you have Hepatitis C? Yes No Do you have Epilepsy? Yes No	

Please check if you have any of the following conditions and list any family members:
                                                     Self						               Self
Glaucoma/Macular Degeneration _____________________________   	Trauma                    _____________________________
								 
Strabismus (Lazy Eye)                  _____________________________        Cataracts	                 _____________________________

Diabetes 		                       _____________________________        Ear, Nose, Throat    _____________________________                      

High Blood Pressure	       _____________________________        Cholesterol              _____________________________
   
Stroke			       _____________________________	 Thyroid	                 _____________________________

Heart			       _____________________________        Kidney                     _____________________________

Gastrointestinal	                       _____________________________        Endocrine                _____________________________ 

Cancer			       _____________________________

Financial and Insurance Policies
We require all patients to present a valid photo ID and major medical insurance card.

1. Payment is due in full at the time services and/or materials are rendered. 

2. Your appointment is reserved exclusively for you. If you fail to show for your appointment without notifying us 24 hours in advance, you will be subject to a $25 no show fee.

3. All returned checks will be charged a $30 fee, or the maximum allowed by law.

4. We reserve the right to charge a restocking fee for all canceled orders. Fees will vary on a case by case basis. 

5. All orders must be picked up within 30 days otherwise we assume no responsibility and no monies will be refunded.

6. It is the patient’s responsibility to know their Vision Care benefits plan is through (different from medical). Once authorized, we can explain your benefits and costs to you. Your insurance must be provided to us before services are provided. Patients are responsible for all fees on services and materials on the day of service. NO REFUNDS WILL BE APPLIED

7. All Medical Office visits and Non-Routine Diagnostic Testing (eg. Visual Fields, Photos, etc.) will be billed to your Medical Insurance.

8. Patients are responsible for all fees, co pays, coinsurance and all fees applied to the plan deductible at the time of service.

9. Your insurance company will determine your actual coverage of benefits once the claim has been received and you will be responsible be responsible for any amounts not paid by your insurance.

10. After 45 days of filing a claim on your behalf, you will be responsible for the amount not paid by your insurance and you may file the claim directly to your insurance company for reimbursement. 

11. Contact lens evaluations are NOT part of a regular comprehensive eye examinations and an additional feel will apply. The fee is determined based on the complexity of the case and is due upon rendering services. The fee is collected in addition to your routine examination co pay.  

You acknowledge and agree to the above insurance and financial policies. 


Signature: _________________________________________ Date: _______________________

                                                                                                                                                                     
                                                                                                                                                                      
						Vision Insurance

Vision Insurance Company: _______________________     Member ID: ___________________

Primary Insured/ Responsible:

Legal Name: _________________________ Sex: M/F     Relationship to patient: ____________

SSN: _________________ DOB: _________________ Employer: ___________________________

Address: __________________________________________________________________________
		Street			City		    State			Zip

Primary Number: (_____) __________________  Secondary: (_____) ______________________    
                                                           
[bookmark: _GoBack]						Medical Insurance

Medical Insurance Company: _______________________     Member ID: ___________________

Primary Insured/ Responsible:

Legal Name: _________________________ Sex: M/F     Relationship to patient: ____________

SSN: _________________ DOB: _________________ Employer: ___________________________

Address: __________________________________________________________________________
		Street			City		    State			Zip

Primary Number: (_____) __________________  Secondary: (_____) ______________________                         
                

