page 1 of 2
MIS1345 4/09 kz/ExI

Patient's Name (First, MI, Last)

Sex

Soc. Sec. No.

Date of Birth

Marital Status

Street Address (Include Apt No.), City, State, Zip Code

Primary Phone

Other Names You Have Gone By (Maiden, Former Married)

Secondary Phone

Email Address

Other Phone

Employer Name, Street Address, City, State, Zip Code

Work Phone

Spouse's Name (First, M1, Last)

Soc. Sec. No.

Home Phone

Work Phone

Name of nearest relative not residing with you

Relationship

Street, City, State, Zip

Home Phone

Name of person making treatment decisions

Soc. Sec. No.

Relationship to Patient [Birthdate

Street Address (Include Apt. No.), City, State, Zip Code

Home Phone

Primary Medical Insurance

Policy Holder's Name (As printed on card)

Policy Holder's Soc. Sec. Number Policy Number(As printed on card)

Relationship to Patient

Date of Birth

Routine Vision Plan and/or Secondary Insurance

How did you hear about our practice?

Primary Physician Phone Number:

Optometrist

Patient’s or Guardian Signature Date
Patient’s or Guardian Signature Date
Patient’s or Guardian Signature Date
Patient’s or Guardian Signature Date
Patient’s or Guardian Signature Date
Patient’s or Guardian Signature Date

Phone Number:

STAFF ONLY
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A Division of Riverside Medical Group @ >
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PATIENT AGREEMENT
REFRACTION CHARGES

A REFRACTION is a diagnostic test used to determine the patient's best ability to see.
A series of lenses are presented to determine which prescription provides the
sharpest and clearest vision. This test is performed during your annual eye exam or
if there has been a decrease in your vision since your last visit. This test is necessary
to perform in order for your physician to determine the best visual acuity (vision)
which is needed to evaluate for possible eye diseases.

SOME INSURANCE COMPANIES, INCLUDING MEDICARE, DO NOT COVER
THE REFRACTION TEST.

The usual charge for this service is $50.00. If my insurance does not cover this test,
a time of service discount of 40% is offered. Therefore, if | pay today, my out

of pocket expense is only $30.00. If I am unable to pay today, my charge will be
sent through the billing service and | will be billed for the full fee of $50.00.

Initials Date

RETURN APPOINTMENTS

I understand that | may be given a return appointment in order to follow-up on my
eye status or condition. In the event that, for any or no reason, | do not keep that
return appointment and do not promptly re-schedule, | agree not to hold Hampton
Roads Eye Associates, it's Physicians, and/or staff responsible for any resulting
consequences. Appointments cancelled with less than 24 hours notice, may be
charged to my account.

Initials Date
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MEDICAL HISTORY (please complete both sides)
Are you having problems with any of the following activities?
[ Jdriving [ _Jnight driving [Jreading traffic signs [ __Jwatching tv [__]problems from glare [_]fine print

[ Jcomputer[_Jseeing halos [ _Jcrossword puzzles ~ [_]hazy vision [_Jother

List any past eye injuries, surgeries, or problems:

Consume alcohol: D never Dsocially Dmoderate Dheavy Smoker: Dyes Dno

Family History: (grandparents,parents,brother,sister,children): glaucoma Dcataracts Ddiabetes

Dlazy eye Dmaoular degeneration Dstrabismus Dcancer

Patient 1st Visit 2nd Visit 3rd Visit 4th Visit |If Yes, Please give details
Medical History Yes No | Yes No JYes No | Yes No

Fever/Weight Loss

Diabetes/Thyroid

Heart Problems

High Blood Pressure

Lungs/Breathing
Asthma/Emphysema

Circulation Problems

Hepatitis, HIV, AIDS

Neurological
(Multiple Sclerosis)

Blood or Lymph

(sickle cell disease)

Cholesterol

Psychiatric
(anxiety, depression)

Kidney, Bladder

Cancer

Muscle/Joint
(Arthritis)

Sleep Apnea

Pregnant/Nursing

Skin Condition

Other

Physician Signature
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MEDICATIONS/GLASSES AND CONTACT LENSES
Do you currently wear glasses? If no, have you ever worn them in the past?

Do you currently wear contact lenses?

If yes, what type? (please circle) Soft Hard Disposable

List any allergies (foods, medicines, latex, anesthesia)

Have you ever taken any of the following medications, if so please list information :

Flomax Dose Frequency
Plaquenil Dose Frequency
Prednisone Dose Frequency

Please list all medications. Please include vitamins and herbal remedies:

1st Visit 2nd Visit 3rd Visit 4th Visit
Medication Dose Frequency Dose |Frequency

Patient's Signature




