
 

 

 

Patient Name: Last _________________________   First ___________________________      Today’s Date: _____/_____/_________ 

Address: ____________________________________________________________________Social Security Number ____________________ 

Patient Age:  __________               Date of Birth:  _____/_____/_____  Please Circle:      Female         Male 

Occupation: _____________________________________                     Phone Number: (_______) _________-__________________ 

Primary Insured Name (if not patient): _____________________________________       Date of Birth: _______ /_______ /________ 

EYECARE HISTORY:     Last Eye Exam: __________________________  Last Eye doctor: _____________________________ 

     Have you ever had eye surgery:      Y       N               Do you currently wear Contact lenses:          Y        N 

     Do you Currently use any prescription Eye drops:  Y       N                  Would you Like to Try Contact Lenses:        Y        N 

MEDICAL HISTORY:     Do you have:    Diabetes            Y      N       Thyroid Disease     Y     N          High Blood Pressure                Y        N                          

                         Do you:              Take Insulin      Y       N    Smoke         Y      N          Drink Alcohol             Y        N 

       Do you Plan to get new glasses today:                 Y      N                          Do your eyes get watery:        Y        N  

       Do you have any difficulty with night driving:        Y      N                          Do your eyes itch:             Y        N 

       Do you have Prescription Sunglasses                 Y      N                          Do you use eye drops:             Y        N 
______________________________________________________________________________________________________________________________________________________________________ 

FOR OFFICE USE ONLY:          _____ New        _____  Established      Doctor: _____________________________ 

Vision Plan:   VSP    EyeMed    Other: _______________________   Medical Ins: ______________________________           Copay: _________  

     Routine Vision Coverage:     Y      N  Deductible Balance:   __________________ 

CLINIC:  Ht: _________ Wt: ________  BP: ________ /________    IOP:  OD ________   OS ________    TEAR LAB OD _______ OS _______ 

  Current CL Rx: OD: _______________________________ OS: _______________________________  Brand: _________________________ 

Primary       Sun/Outdoor  Secondary       Specialty               Contacts            Eye Health 

����   Single VA       ����   Plano Suns   ����  Single VA       ����   Computer           ����  Sphere            ����  Oasys Tears 

����   No-Line       ����   Xperio UV  ����  No-Line       ����   Near Only           ����  Toric            ����  Cliradex Lt 

����   No-Glare       ����   No-Glare  ����  Old Pair            ����   Over CLs              ����  Multi-focal            ����  MGD Mask 

����   Transitions       ����   Clip-On   ����  Transitions      ����   Sports                ����  Specialty            ����  DHA Eyes 

����   High Index       ����   ________  ����  ________         ����   Hobby                ����  Med. Nec            ����  Oasys Tears+  

����   Bi/Tri Focal      ����   ________            ����  ________         ����  ____________    ����  CRT                        ����  ______________ 

����   Eyezen                       ����  Order Trials         ����  ______________ 

New Glasses Rx: OD ______________________________ OS: ______________________________ 

         New CL Rx: OD ______________________________ OS: ______________________________ Brand: _____________________________ 

 

RETURN VISIT: 
 

   1                    YEAR 

      

   3                 MONTH 

    

   6               WEEK 

__________________

__________________    

    

REASON FOR VISIT: 

����    ANNUAL               ����    GLAUCOMA 
 

����    CL CHECK              ����     RETINA 
 

����    REFRACTION        ����    MACULA                            
 

                      ����    DRY EYE 

����   NOTES _______________________ 

________________________________ 

________________________________ 

      

NOTES: 

 

 

PAYMENT:     CASH       C.C.       CHECK        

CARE CREDIT 

 

AMOUNT:  ________________________ 

PHOTO:   

       1      2      3 

 

MED PHOTO 

 
   

REFRACTION 

 
 

C.O.B. 



 

Notice of Privacy Policies & Consent Form 
In the course of providing service to you, we create, receive and store health information that identifies you.  It is often necessary to 
use and disclose this health information in order to treat you, to obtain payment for our services and to conduct health care 
operations involving our office. 
 
The Notice of Privacy Practices you have been given describes these uses and disclosures in detail.  You are free to refer to this 

notice at any time before you sign this form.  As described in our Notice of Privacy Practices, the use and disclosure of your health 

information for treatment purposes not only includes care and service provided here, but also disclosures of your health information 

as may be necessary or appropriate for you to receive follow-up care from another health professional.  Similarly, the use and 

disclosure of your health information for purposes of payment includes (1) our submission of your health information to a billing 

agent or vendor for processing claims or obtaining payment; (2) our submission of claims to third-party payers or insurers for claims 

review, determination of benefits and payment; (3) our submission of your health information to auditors hired by third-party 

payers and insurers; (4) other aspects of payment described in our Notice of Privacy Policies.  Our Notice of Privacy Practices will be 

updated whenever our privacy practices change.  You may obtain an updated copy here at the office (or from our website). 

When you sign this consent document, you signify that you agree that we can and will use and disclose your health information to 

treat you, to obtain payment for our services and to perform health care operations.  You also signify that you have received a copy 

of this Notice of Privacy Practices. 

You have the right to ask us to restrict the uses or disclosures made for purposes of treatment, payment or healthcare operations, 

but as described in our Notice of Privacy Practices, we are not obliged to agree to these suggested restrictions.  If we do agree, 

however, the restrictions are binding on us.  Our Notice of Privacy Practices describes how to ask for a restriction. 

I have read this document and understand it.  I consent to the use and disclosure of my health information for purposes of 

treatment, payment and healthcare operations.  I acknowledge that I have received the Notice of Privacy Practices from Insight 

Eyecare Specialties. 

Payment Policy  

It is our mission to provide you with the highest quality eyecare.  In order to do this we must receive payment for our services in a 

timely manner.  Our policy is to collect payment at the time of service.  WE will file medical insurance for you when we are members 

of the provider panel.  If we are not members, you will be required to pay for your services and/or products and then file for any 

reimbursement.  If you have not met your insurance deductible, you will be required to pay for all products and services.  We accept 

cash, personal check, money orders, Visa, MasterCard and Discover.  All outstanding balances over 90 days old will begin to accrue 

interest at a 10% APR.  We are available to discuss any questions or concerns that you may have regarding our payment and 

collection policy.  We appreciate you as a patient and thank you for allowing us to continue to provide the highest quality eyecare. 

Acknowledgement of Privacy & Payment Policies: 

______________________________         ________________________  ___________________ 
Responsible Party Signature    Relationship to patient    Date 

Please print patient name here. _______________________________________ 

CONTACT INFO     

Our practice strives to correspond in the most efficient and timely manner when it pertains to patient communication.  We offer the 

option of confirming appointments, reminders and sending occasional offers through electronic communication methods.  Please 

help us update your records to provide these enhanced services. 

_________________________________            _______________________           Texting OK? (circle one) 
Email Address                Cell Phone    Yes No 
 


