VISION @NSITE  EYECARE REGISTRATION AND HISTORY

PATIENT INFORMATION INSURANCE
Date: linsurance Co.:
Patient Last Nama: ID or 55 #:
First Name: Middle Initial: Group #
IAadrass: Subscriber's Name:
City Address:
State: Zip: |City
|Phone Numbers / Home# State: Zip:
|Day#: Calh: |Phone Number:
L-Mail Address: IEaMaiI Address:
Sex:OM OF  Age: Birthday: Sex: OM OF Birthday:
Ils patient covered by additional insurance? [ Yes [ Mo
Social Security: If Yes Answer Below.
O Married O wWidowed O Single O Minor linsurance Co.:
|Employer: |IDorSS#:
Occupation: Group #
|How did you hear about us? Subscriber's Name:
Whom may we thank for referring you? Address:
Who is responsible for this account?
City
Guarantor Name
State; Zip:
Date of birth: S5#
Phone Number:
Relationship o patient:
Sex:OM OF Birthday:
ASSIGNMENT AND RELEASE
| certify that |, andfor my dependent(s), have insurance coverage with and assign directly to

Vision Onsite all insurance benefits, if any, otherwise payable to me for the services rendered. | understand that | am financially responsible for

all changes whether or not paid by insurance. | authorize the use of my signature on all insurance submissions.

Vision Onsite may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents
lfor the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.

St of Palsal, Guardan o Penoral Reprevenisine Prinl ol Pation], G o Paryponal Rep
[+ 1) Festatinnship o Palanl
OFFICE USE ONLY:
IPumpose of today's visit. OV EXAM  EXAM/CONTACTS I Patient is wearing today: contacts glasses  nothing
ov? jl Glasses - How old

i Brand of contacts;
_5 % Powers of conlacts:
e OD: 05:

First eye exam? YES NO
First time contact lens wearer? YES  NO




CHIEF COMPLAINT

PATIENT HISTORY / REVIEW OF SYSTEMS

Place a mark on "Yes" or "No" to indicate
if You have had any of the following:

Place a mark on "Yes™ or "No” to indicate if You have had any of the following:
|Also place a mark to indicate if a blood relative has had any of the following:

Blurry vision-Mear
Blurred vision-Distance
Burning eyes
Cataracts

Color vision poor
Crossed or Turmed eyes
Discharge from eyes
Dizzy spells

“Dmbla vision

Dryness

Eye infection

Eye injury

Eye strain

Eye pain

Fainting spells, Blackouts
Floaters or Spots
Flashes of light
Glaucoma
Headaches

Itching eyes

Lazy eye

Light sensitivity

Loss of vision
Macular degeneration
Night vision, poor
Redness

Twitching eya
Watering eyes

Other:

D‘rﬂ [:]Nn
D‘fﬂs DNn
D‘ma |:|Ha
|:|‘ras DNB
[CIves [ Imo

D‘res EING
D‘res DND
DYB; Dh‘u
[Jves [Ine

Amblyopia (lazy eye)
Blindness

Keratoconus

Lazy eye

Glaucoma

Macular degeneration
Strabismus eye turn)

1Eya Surgery:

Yourself
Yes

AIDSHIV
AllergiesHay Fever
Arthritis

Asthma

Bleeding

Cancer

Diabates

Drug Sensitivity
Emphysema
Epilepsy

Heart Condition
Hepatitis(type)
High Blood Pressure
Kidnay Disease
Lupus

Stroke

Thyroid Conditions
Tobacco Use
Alcohol Use
Cither:

DY&:&
DY&S
DY&S
[Cves

Family Members
[:}‘fas I:INB

D‘fas I_____an
[CJves [ Ino
[Jves [Ine
[Jves [ne
[Jves [ Ino
[Clves [no
D‘r’as Dﬂn

[Jves [ne
[::]Yes DNG
D‘ma Dﬂn
[Clves [Ine

[ALCERGIES:

[MEDICATIONS

List any allergies and allergies to medications:

Juist any medications you are currently taking, including eye drops:

I request that payment of authorized Medicare benefits and if applicable, Medigap benefits, be made either to me or on my behalf to
Vision Onsite for any services furnished to me by that provider.

To the extent permitted by law, | authorize any holder of medical or other information about me to release to the centers for Medicare
and Medicaid Services, my Medigap insurer, and their agents any information needed to determine these benefits for related services.

Signature of Patient, Guardian or Personal Representative:

Date




