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GENERAL INFORMATION

First. Last, MI, Preferred Name

Street Address

City, State. Zip

Phone, Type

Phone 2, Type

Email

Preferred Contact Methed celf phone email | text | ather (please expiain}

Patient Social Security Number

Date of Birth

Male/Female

Occupation/Employer full-time | part-time

Marital Status married | single | divorced | legally separated | widowsd

Language, Race, Ethnicity

Emergency Contact Persen and Phene

INSURANCE INFORMATION

Vision Insurance

Vision Insurance Memlbxer Name

Vision Insurance Member ID#

Vision Insurance Member Date of Birth

Primary Medical Insurance

Primary Member Name

Insurance ID#

Insurance Pelicy#/Group 1D#

Primary Member Date of Birth

Primary Member Social Security Number

Primary Mamber Employer

Your Relationship to Primary Member  spouse | child |  other (please explain}

Secondary Medical Insurance

Secondary Medical Insurance Member Name

Secondary Medical Insurance ID#

Secondary Medical Insurance Pelicy #/Group ID#

Secondary Medical Insurance Member Date of Birth

Secondary Medical Insurance Member Social Security Number

Your Relationship to Secondary Medical Insurance Member

EVision Seurce LP 2013, All Rights Reserved..




PAGE 2 OF 2

EYE HISTORY MEDICAL HISTORY

Date of Last Eye Exam Have you or a family member experienced, or been
treated for, any of the following? Circle all that apply.

Currently Wear Glasses?

AIDS/HIV yes no family
Currently Wear Contacts?
Allergies yes no famnily
Reason for Today's Visit
Arthritis yes no family
Asthma ves no family
Blood/Lymph Disorder yes no famnily
Cancer yes no family
Have you or a family member experienced, or been treated - -
for, any of the following? Circle all that apply. Diabetes yes no family
Cataracts ves no family Ears, Nose, Throat Conditions  yes no family
Crossed Eye ves no family Gastrointestinal Conditions yes no family
Glaucoma ves no family Heart Disease ves no famnily
LASIK or RK yes no family High Blood Pressure ves no family
Lazy Eye yes no family High Gholesterol yes no farnily
Macular Degeneration yes no famity Kidney Disease yes ho farnily
Retinal Detachment yos no family Lupus yes ho farnily
Are you currently experiencing, or have experienced, Neurologicel Conditions yes no farnily
llowing? 1] ly.
sl et L Psychiatric Disorder yes no family
Blurry Vision near or distance : ;
Seizures yes no family
Burni
i Skin Conditiens yes no farmily
Disch
ISEnange Stroke yes no famnily
Double Vision
! ! Thyroid Dysfunction yes no family
Clyncss Current Medications
Excess Tearing/Watering {prescription and over-the-counter and dosage)

Eve Infection

Eye Pain or Soreness

Floaters or Spots

Ralos Medication Drug Allergies
Headaches

Itching

Light Flashes Height Weight
Light Sensitivity Are you pregnant or nursing?
Redness Do you smeke?

Have you ever smoked?

) ) 0 0 ) 0 0 ) 0 O O 0 ) ) )

Sandy or Gritty Fesling
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Schertz Vision Source

17323 IH 35 North, Ste #110 * Schertz, TX 78154 * (210) 651-5800 * (210) 651-9733 Fax

Medical Information Release Form (HIPAA Release Form)

Patient Name: Patient Date of birth:

Release of Information

[ ] I authorize the release of information including the diagnosis, records; examination
rendered to me and claims information. This informaticn may be released to:

[ ] Spouse:

[] Child(ren):

[] Other:

[ ] Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Patient/Parent Signature: Date:

Printed name of person completing form:




