5 HEALTH HISTORY

| here

. sign below by
compiete #6 if you have Medicare.

If there are no changes from the last time you filled this
g y

,

Name of Primary Care Physician Date of last visit
Ptace 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 relafive has had any
of the following problems. Yoursel Family Members Y I - Family Members
(Do Not Include Spouse) (Do Not Include Spouse)
AIDSHIV ] Yes [] No Hepatitis (Type ) [Jyes [JNo [JYes [INo
Arthritis ] Yes [J No High Blood Pressure [JYes [JNo [JYes [JNo
Attificial Heart Valve [ Yes [] No Kidney Disease [JYes [J No Il
Artificial Joints [] Yes [] No Lazy Eye [OYes [JNo [JYes [JNo
Asthma [ Yes ] No Lupus [dYes [ No a
Bleeding [J Yes [] No Migraine Headaches [dYes [JNo [JYes [INo
Blindness [JYes ] No [JYes [JNo Pacemaker [JYes [] No it
Cancer [] Yes [J No a Poor Color Vision [JYes [INo [JYes []No
Cataracts [JYes [J No [JYes [JNo  Retinal Disease [JYes [JNo [JYes [JNo
Chemical Dependency [ ] Yes [] No gt Rheumatic Fever [JYes [ No
Diabetes [JYes[] No [JYes [JNo  Shingles [JYes [ No
1g Sensitivity ] Yes [] No Skin Conditions [JYes [ No
V-\physema [] Yes [] No ﬂ Stroke [JYes [] No
" Epilepsy [ Yes [] No Thyroid Conditions [JYes [] No
Eye Surgery [ Yes [] No Yes [[JNo  Tuberculosis [JYes [] No
Glaucoma [JYes [] No | [[JYes [INo Tumed Eye [Oyes [INo [JYes [INo
Hay Fever [JYes [] No Are you pregnant? Number of children
Heart Condition [J Yes [J] No Tobacco use Alcohol use
MEDICATIONS ALLERGIES

List medications you are currently taking, including eye drops:
Drops, injectables, medications

harmmacy Name

\_Phone

List your allergies to medications or other substances:

P

= @Signamrc

2 MEDICARE AUTHORIZATION

| request that payment of authorized Medicare benefits be made either to me or on my behalf to Dr. Mann / Levey / McHugh / Guerriero
for any services fumnished me by that doctor. | authorize any holder of medical information about me o release to the Health Care

Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services
| understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim. If

“other health insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically
submitted claims, my signature authorizes releasing of the information to the insurer or agency shown. In Medicare assigned cases, the
physician or supplier agrees to accept the charge determination of the Medicare carier as the full charge, and the patient is responsible

of the Medicare carmier.

ISy

FOR DOCTOR'S USE ONLY

Signature of Beneficiary




EYECARE REGISTRATION AND HISTORY

PATIENT INFORMATION INSURANCE I
Insurance Co.
Date Address _
Patient Subscriber Group #
insurance ID #
A Relationship to Patient?
Date of Birth SS#
City State Zip Is Patient covered by additional insurance?
Sec [JM [JF Age_____ Bithdate — Yes Mo
. N . I Co.
[single [ Marmied [ JWidowed [ ]Separated [ JDivorced nsurance
Patient SS# Occupation Subscriber Group #
Insurance ID#:
s e Relationship to Patient?
Date of Birth SS#
Employer phone # ASSIGNMENT ANDu:tE;LEASE -
I, the i insurance
Responsible party (if different from above) with R Ry a,.da::?gem
Dr. Mann / Levey / Saud / Conroy / Jackson af insurance benefits, if 2 )
Address otherwise payable to me for services rendered. | understand that | am finandially \__/
Birth date sSsg responsible for all changes whether or not paid by insurance. | hereby authorize
the doctor to release all information necessary to secure the payment of
Em;juyer benefits. | authorize the use of this signature on all insurance submissions
Employer address
Employer phone # Responsible Party Signature
Whom may we thank for referring you? / K S
e Az
PHONE NUMBERS COMPENSATION OR NO FAULT
Home phone number Date of accident
Cell phone number COMP() AUTO ()
IN CASE OF EMERGENCY, CONTACT irarice:Compmty Hame
. j
ip______ Phone number Phone number Claim # /

If there are no changes from the /ast time you filled

EYE HEALTH HISTORY this out. initial here - and proceed to £#5.
Place a mark on "Yes" or "No" to indicate if you have had any of the following:
: Bloodshot Eyes []Yes [ |No Floaters or Spots Yes []No
rmeboib Blurred Vision - Distance [ ]Yes [JNo Glaucoma EY&: INo
Blurred Vision - Near [ ]Yes [ [|No Headaches []Yes [T]No |
Date of last exam Buming Eyes []Yes [|No ltching Eyes []Yes []No
Cataracts [ lYes [ |No Light Sensitive [JYes [JNo
Do you wear glasses? [ ]Yes [ ]No Color Vision, Poor JYes [JNo Loss of Vision [JYes [JNo
i Occasi Crossed Eyes [ 1Yes [[|No  Migraine Headaches [JYes []No
L Authe sme D,_ s Discharge fromEyes [ JYes [ JNo Night Vision, Poor [Yes [INo
[ Reading []Driving [JTV Dizzy Spelis CJYes [JNo
Do you wear contacts? [JYes [JNo Double Vision [JYes [[]No Seeing Halos [JYes [JNo
T Hours/Day Dry Eyes [ ]Yes [|No Seeing Flashes [JYes [No
ype‘ ) — Eyeinfection [ ]Yes [ |[No Temporary Loss of Vision [ _|Yes []No
your contacts Eye Strain “[Yes [JNo Vision Poor [JYes [JNo
k Fainting Spells, Blackouts [ JYes [ |No Watering Eyes [JYes [] Ny

-O0VER-



