PATIENT HISTORY QUESTIONNAIRE

Last Name: First Name: MI: Today's Date:
Address: City: State: Zip:

* Home Phone: Work Phone: SSN:
Date of Birth: Age Occupation: Employer:
Emergency Contact Name: Phone:
Date of last eye exam: Purpose of today's visit:____Routine Exam (no medical complaints)
Referred by ____ Contact Lenses
Email Address ____Referra from another doctor
Medical Information __ Diabetic eyeexam N _
What is your general health? __ Specific problem with eyes or vision (describe below)
Do you have problems with any of these systems? (Please circle yes or no.)
Gastrointestinal Yes/No Nervous Yes/No Endocrine (glands) Yes/No
Ears/Nose/Throat Yes/ No Urinary Yes/ No Blood / Lymph Yes/ No
Cardiovascular Yes/No Muscle/Bones Yes/ No Allergic/ Immunity  Yes/No
Respiratory Yes/No Integumentary (skin)  Yes/No Headaches Yes/ No
High blood pressure  Yes/ No Eyes Yes/No Mental Yes/ No
If yes, please explain :
Diabetes Yes/No Type: Date of Diagnosis:
Allergicto medication? Yes/No Which? Reactions:
Other health problems
Current medication(s) Check if none____
Have you had any operations? Yes/ No Kind? When?
Name of family doctor
Date of last visit Date of last tetanus shot
Family History
High blood pressure  Yes/No Relationship Macular degeneration Yes/No Relationship
Diabetes Yes/No Relationship Retinal detachment  Yes/No Relationship
Glaucoma Yes/No Relationship Cataracts Yes/No Relationship

Per sonal Eye I nformation
Do you have any eye conditions or problems? Yes/No What Kind?

Have you had any eye operations? Yes/No Type Date:
Haveyou had an eyeinjury? Yes/No Kind Date:
Do you haveglaucoma? Yes/No Cataracts? Yes/No Dryeyes? Yes/No

Do you have macular degeneration? Yes/No  Retinal Detachment? Yes/No Blurred Vision? Yes/ No
Do you wear glasses? Yes/No Contact Lenses? Yes/No Type?
Additional Information

Payment is expected at time of service

How will payment be made? Cash___Check ___ Visa___ MasterCard __ Discover
Most insurance accepted. |f under the age of 18, please have parent/guardian initial below:

| consent to the examination and treatment of my child

Patient Name Guardian
Patient / Guardian Signature Date

PRIVACY PRACTICE ACKNOWLEDGEMENT
A copy of Blairsville Eye Care's Notice of Privacy Practicesis available at check in upon request. Please look over this
document if you desire, and sign below that you have had an opportunity to review it. Copies are available if you would
like a copy to take with you.

Patient / Guardian Signature Date




ROUTINE VS MEDICAL EYE EXAM:

* A routine eye examination is defined by insurance companies as an office visit for the
purpose of checking vision, screening for eye disease and updating eyeglasses and contact
lens prescriptions.

* A medical eye examination is defined by insurance companies as an office visit for the
purpose of assessing, diagnosing, and/or treating an eye problem.

* Avrefraction is a part of an eye exam that determine your prescription. This service has a fee
of $40 if it is not covered under the insurance provided.

Vision insurance covers routine eye exams only. If any medical eye complaints are addressed,
pharmaceutical prescriptions are written, referrals for surgery or letters to other physicians are sent,
your visit will be billed to your medical insurance asis reguired by our insurance contracts.

Please sign below that you have read and understand the statement above.

Signature of Patient or Guardian: Date:

DILATION CONSENT

Dilation is an important part of a comprehensive exam used to enhance the detection of ocular
pathology, such as diabetic retinopathy, macular degeneration, cataracts, and glaucoma. Eye
drops will be used to enlarge the pupils so that the doctor can get a better view of the back of
the eye. Without dilation some areas may not be visible. The dilation will make reading
things up close difficult, and make lights seem brighter than usual. Thiswill last 3 to 4 hours,
although it can last longer in some people. Adverse reaction, such as acute angle closure
glaucoma, may be triggered from dilation drops. Thisis extremely rare and treatable with
immediate medical attention. Most but not all people will be able to drive once their eyes are
dilated, with the help of sunglasses (which we provide). If you feel that driving while dilated
may be uncomfortable for you then it may be best to have a driver.

| DO wish to have my eyes dilated today.
| DO NOT wish to be dilated today. I understand the benefits of dilation and the risks of refusal.
I will RESCHEDULE for another time.

Signature of Patient or Guardian: Date:

RETINAL HEALTH SCREENING TEST:

Blairsville Eye Care takes pride in offering advanced eye care technology. The doctor recommends
this test below at your annual eye examination. In most cases your insurance will not cover this
important procedure for screening purposes.

YES / NO Digital Retinal Imaging $30 (please circle YES or NO for your answer)

Recommended for NEW or ESTABLISHED patients each year.

Digital imaging of the eye that allows instant viewing of the retina and optic nerve. These images
aid in the detection of some common eye diseases such as glaucoma, macular degeneration,
hypertensive and diabetic retinopathy. They will be stored for future comparison.

Signature of Patient or Guardian: Date:




