Optical Fashions and D D Loewit and Associates

PATIENT INFORMATION
Date

Name
Address

(Street) (City) (State) (Zip)
Phone (Home) (Cell) (Business)
Email Address
Date of Birth Age SS#
Occupation Place of Employment
Grade School
Do you wear glasses? Contact Lenses?(Hard/Gas Perm) (Soft)
Date of Last Examination
Do you feel your vision is poor or bothersome with your glasses/contact lenses at:
Distance Intermediate Near
Whom may we thank for referring you to our office?

INSURANCE INFORMATION
Person responsible for Account

Relationship to Patient Birthdate
Address (if different than patient) Telephone
City State Zip
Person Responsible: Employer Occupation
Business Address Business Telephone

Vision Insurance (yes/no) if yes, Name of Company

Medicare # Social Security #

Contract # Group # Subscriber ID #
Is patient covered by additional insurance (yes/no)

If so, Name of Company Subscriber Name
Contract # Group # Subscriber ID #

I, the undersigned have insurance coverage with

(Name of Insurance Company)
and assign directly to all medical benefits, if any, otherwise payable to me for services
rendered. | understand that | am financially responsible for all charges whether or not if paid by insurance. | hereby authorize the
doctor to release all information necessary to secure the payment of benefits. | authorize the use of this signature on all insurance
submissions.

Date

Signature of Insured/Guardian

MEDICARE AUTHORIZATION

I request that payment of authorized Medicare benefits to be made either to me or on my behalf to
for any services furnished me by that physician or company. | authorize any holder of medical information about me to release to the
Health Care Financing Administration and its agents any information needed to determine these benefits payable for related services. |
understand my signature requests that payment be made and authorize release of medical information necessary to pay the claim. if
“other health insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically
submitted claims, my signature authorizes releasing of the information to the insurer or agency shown. In Medicare assigned cases, the
physician or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible
only for the deductible, coinsurance, and noncovered services. Coinsurance and the deductible are based upon the charge
determination of the Medicare carrier.

Date

Beneficiary's Signature




CONDITIONS
If you have a family history of the following, please designate which member by the following initials: Self(P), Mother (M), Father (F),

Brother (B), Sister (S), Aunt (A), Uncle (U), Grandparent (GM or GF);
GENERAL:

Diabetes

High blood pressure

Heart disorders

Kidney disorders

Thyroid disorders

Multiple sclerosis

Tuberculosis

Allergies (Yourself Only)

N~ WNE

OCULAR:
1. Glaucoma
2. Cataracts
3. "Cross Eyes"
4, "Lazy Eye"
5
6
7

. Macular Degeneration
. Night Blindness
. Injury or surgery to your eyes
If yes, when and what type:

PLEASE CIRCLE YES OR NO TO THE FOLLOWING QUESTIONS

Yes No Do you have any permanent head or eye injuries?
Yes No Do your eyes itch, burn, or water excessively?

Yes No Are you troubled with frequent headaches?

Yes No Are you greatly bothered by bright lights?

Yes No Do you suffer from eye pain or strain?

Yes No Do you ever see double?

Yes No Do you see flashing lights in your vision?

Yes No Do you see things floating across your vision?

Yes No Have your pupils ever been dilated by an eye doctor?
Yes No Do you have particular difficulty driving at night?
Yes No Does your vision problem(s) interfere with your job/school?
Yes No Areyou pregnant?

Yes No Do you smoke? (If yes, how many packs per day

Yes No Are you presently under a physician's care?

Physician's Name

List recent or current health problems

List current medications

List any sports, hobbies or activities in which you participate

Signature

Date

PRE-EXAMINATION QUESTIONNAIRE
(if contact lens wearer)

What manufacturer and brand of contacts do you wear?

How long do you wear your contacts each day?

How many hours in today?

What solutions are you using?

Do you “rub” the lenses or use the “no rub” method of cleaning?

Do you clean your lenses in the morning or at night?

How old is your current pair of contact lenses?

How often do you change your lenses for new lenses?




