
 
 

 

Patient’s Name:  First___________________________ Middle Initial _____ Last _________________________      

Permanent Address________________________________City__________________State________ Zip______ 

Date of Birth___/____/____    Sex:  M  F       Social Security #______________________  

Race:  American Indian or Alaska Native  Ethnicity: Hispanic  

 Asian        Native American/Other Pacific Islander 

 Black or African American     Not Hispanic or Latino 

 Hispanic     Communication Preference: Email Postal  Telephone 

 Native Hawaiian/Other Pacific Islander Preferred Language: English 

 White         Spanish 

If Minor, Name of Guardian______________________  If Married, Spouse’s Name ______________________ 

Daytime (Primary) Phone ___________________________   Home Phone_____________________________  

Employer________________________________  Occupation______________________________________ 

In the event of an emergency whom can we contact? _____________________Phone____________________ 

Whom May We Thank for Referring You to Our Office:  Yellow Book        Search Engine      Insurance Listing 

Patient:__________________________________  Dex              Other:_____________________ 

 

 
  VISION HISTORY 

Have you, or has your family, had any history of eye problems in the following areas? 

           Self      Family            Self         Family 

Glaucoma     Diabetic Eye Disease   

Macular Degeneration    Keratoconus  

Cataracts            Eye Surgeries                 

Eye Turns     Eye Allergies 

Retinal Detachments    Eye Injuries 

Amblyopia (Lazy Eye)    Eye Infections  
 
Please describe any conditions marked above:_____________________________________________________ 

___________________________________________________________________________________________ 

   Who was your previous eye doctor?_____________________  Date of your last eye exam?_________________ 

 Are you currently wearing:   Glasses  Contacts Any concerns:___________________________ 

 

 

    



HEALTH HISTORY 

        Do you have, or does your family have, any medical history of problems in any of the following areas? 
          Self         Family              Self            Family 

Digestive System    Nervous System (headache, MS, seizures, etc.)   

Skin      Respiratory  (asthma, emphysema, etc.) 

Ear / Nose / Throat           Genitourinary (kidney, bladder, etc.) 

Allergies / Immune system   Cardiovascular (cholesterol, high blood pressure, etc.) 

Mental / Psychiatric    Endocrine  (thyroid, diabetes, etc.) 

Blood / Lymph     Musculoskeletal (arthritis, joint pain, etc.) 
 
Height_____________ Weight_________________ Are you a Current Smoker/Previous Smoker/Never Smoked 
 

Please describe any conditions marked above:_____________________________________________________ 

___________________________________________________________________________________________ 

Please list any medications you are taking: ________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Are you allergic to any medications?_________________________________________________________ 

Who is your primary care physician? _____________________ Other medical doctors? ____________________ 

Health Insurance Portability and Accountability Act-HIPAA 
We respect the legal obligation to keep your health information private.  We are obligated by law to give you notice of 

our privacy practice.  The most common reason why we use or disclose your health information is for treatment, 

payment, or health care operations.  If you would like a copy of our Notice of Privacy Practice please let the front desk 

know. 

By signing below it means that you are aware of your privacy practices and that you have been given the opportunity to 

obtain a copy of our policy. 

 

Signed:___________________________________________ Date:____________________________ 

 
 

PAYMENT INFORMATION 

Payment is expected at the time services are rendered.  One-half the cost of materials will be due at 

the time an order is placed.  The balance is due at the time materials are dispensed or picked up.  Accounts 

left unpaid after 60 days will automatically be turned over for collections assistance.  At this time, a $35 

service charge will be added to the account. 

 

I understand that I will receive a statement after 30 days if the insurance is not paid.  I further 

understand that I am responsible for the total amount due or any amount unpaid by the insurance.  Any denial 

or dispute of payment by my insurance company is my responsibility and not Eyecare Associates.  If insurance 

is being billed by our office, this signature serves as your “signature on file”. 

 

Signed:__________________________________________  Date:_____________________________ 

 



 

We are now making greater use of e-mail to communicate with our patients.  To help us provide the most 

prompt service possible, please enter your current e-mail address: (appointment reminders, notification of glasses 

and contacts) 

                         

Note: All patient information is kept strictly confidential.  Your address is NEVER shared. 

 

 

Lifestyle Questionnaire 

We recognize that your eyes are very important to you.  We would like to know how you use your eyes on a daily basis.  

Along with your eye exam, this information will assist us in recommending the best options for your eyes and your 

personal lifestyle. 

Do you wear glasses now?         No         Yes                    If Yes:       All the time    /    Sometimes 

How important is it for you to read or use a computer without glasses?    

       Very Important    /    Important    /    Not Important 

Computer:          Desktop            Laptop         Handheld (iPhone, Blackberry, etc.)   

        Hours per day: ___________________      Distance from screen:    ________________ 

Are you bothered by computer screen glare?        No      Yes 

Where do you hold your book when reading?    Close to face    /    Chest level   /    In your lap 

Do you drive at night?        No        Yes         If Yes:    Occasionally   /    Nightly    /  Professionally 

Are you bothered by bright light or reflection?     No       Yes 

What are you currently using for sunwear? _________________________________________ 

Which of the following activities do you participate in?    (Circle all that apply) 

Reading:                    Daily           Frequently           Occasionally 

Watching TV:            Daily            Frequently          Occasionally 

Driving:                      Daily            Frequently          Occasionally  

Sports/Exercise:       Daily            Frequently          Occasionally 

Arts/Crafts Boating  Drawing/Painting Fishing  Hunting/Shooting 

Landscaping/Gardening         Musical Instrument          Photography              Pilot          Sewing 

Video Games    Woodwork   Biking        Golf         Running           Scuba-Diving          Skiing 

Swimming         Tennis       Other_____________________________ 

 


