SPECIALTY EYE CARE MEDICAL CENTER,INC.

New Patient Information

Last Name: o ______ First Name: o _____
A dreSS:
CItyY . State: ________ Lip: o ____
Telephone: __ .. CellPhone: o ___
Sex: Male: [] Female: []

Birthday: _____ o _____ Age: _________

SocialSecurity Number:

Driver License Number: State:

Family Physician: Phone:

Referred By:

EMPLOYMENT

Current Occupation:

Work Phone:

Employer's Name & Address:

M arital Status: Married: ] Single:|:| Divorced: ] Other: ]

Spouse'sName:

Spouse'sOccupation:

Spouse'sEmployerName & Address:

EMERGENCY CONTACT

Emergency Contact: Relationship:
Address:
Contact Phone: .~~~

Signature: Date:

Copyright @ 2012 Specialty Eye Care Medical Center



INSURANCE COVERAGE POLICY

Asacourtesytoourpatients,our office willbe glad to billyourinsurance company foryourmedicalservices.
However,we would like you to know thatthe totalamountdue isyourresponsibility. We willbe happy to
acceptpayments from yourinsurance,butanyremaining balance onyouraccountis ultimately your
responsibility. We ask that you provide us with the properinsurance forms, orbelow, authorizing your
insurance company toremitpayments directly to our office. If we do notreceive any payments within (90)
daysofbilling, you willbe required to take care of yourbalance yourself. Thank you.

[,the undersigned, agree to the above conditionsand understand thatlam ultimately responsible for the total
balance due.

Signature: Date:

INSURANCE AUTHORIZATION

[, the undersigned, have insurance coveragewith and assign directly to
SPECIALTY EYE CARE MEDICALCENTER,INC.allmedicalbenefits,ifany, otherwise payable to me forservices
rendered. lherby authorize the doctor to release all information necessary to secure the paymentof benefits.

lauthorize the use of this signature on allmy insurance submission.

Signature: Date:

MEDICARE AUTHORIZATION

IREQUEST THAT PAYMENTOFAUTHORIZED MEDICAREBENEFITSBE MADE EITHER TO MEORON MY BEHALF
TO SPECIALTY EYE CARE MEDICAL CENTER,INC., FORANY SERVICES FURNISHED MEBY THAT PHYSICIAN . |
AUTHORIZE ANYHOLD OF MEDICALINFORMATION ABOUT METO RELEASE TO HEALTH CARE FINANCING
ADMINIOSTRATION ITSAGENTS ANY INFORMATION NEEDED TO DETERMINE THE BENEFITSOR THE BENEFITS
THATPAYABLE FOR RELATED SERVICES. TUNDERSTAND MY SIGNATURE REQUESTS THATPAYMENTBE MADE
AND AUTHORIZES RELEASE OF MEDICALINFORMATION NECESSARY TO PAY THE CLAIM . IF "OTHER HEALTH
INSURANCE" ISINDICATED IN ITEM 9 OF HCFA FORM,OR ELSEWHERE ON OTHER APPROVED CLAIM FORMS
ORELECTRONICALLY SUBMITTED CLAIMS, ANY SIGNATURE OF THEINFORMATION TO THE INSURER OR
AGENCY SHOW N.

Signature: Date:

Copyright @ 2012 Specialty Eye Care Medical Center




HEALTH HISTORY

lLastName FirstName
YES NO YES NO
OO [O ASTHMA [0 [ HEAD OFSPINALINJURIES
[0 [ KIDNEY DISEASE [0 [ SEIZURES,CONVULSIONS,OR FAINTING
O [O 'TUBERCULOSIS [0 [ "EXTENSIVECONFINEMENTBY ILLNESS
O [ DIABETESIDDM /TYPE II YRS. [0 [0 TEMPORALARTHRITIS
O [O iNSULIN O [O "SUFFERING FROM ANY OTHER DISORDER
O O MIGRAINES [0 [ CAROTID ARTERY-DISEASE
[0 [ PSYCHIATRIC DISORDER 0 [ PERMAMNENTDEFECTS (ilinessorinjury]
O [ ANYNERVOUSDISORDER [0 [0 (WOMEN)AREYOU PREGNANT? Months,
[0 [O HEARTDISEASE [0 [ HIGHBLOOD PRESSURE
O [O ULcERr O [ STROKE
[0 [0 RHEUMATOID ARTHRITIS O O Hiv
O [O SICKLECELLANEMIA [0 [ OTHER

PLEASE LISTALLMEDICATIONS YOU ARE PLEASE LISTALLMEDICATIONS YOU ARE
CURRENTLY TAKING: ALLERGIC TO:
YOUROCULAR HISTORY (Have you been diagnosed with any of the following in the past?)

YES NO YES NO
O [O CcATARACTS O [0 CORNEADISEASE
[0 [O RETINA DISEASE O [O GLAUCOMA
O [ CROSSED EYVE O [ INJURY
O O i [0 [J OTHEREYEDISORDER

CATARACT SURGERY (Date of Surgery) Oright Cteft

DO YOU HAVE LENS IMPLANT? COvYEs Ono

RETINALSURGERY (Date of Surgery) Cright Cdteft

—<
m
w

OoOO0O0on0
OoO0OOo0onO

EXPLANATION OF ANY EYE INJURIES

FAMILY OCULAR HISTORY (Has anyone in yourfamily been diagnosed with any of the following in the past?)

(NOTETO PATINET): F - Father M - Mother
GF-Grandfather

=
o

GLAUCOMA

CATARACTS

CORNEA DISEASE

MACULAR DEGENERATION

RETINITISPIGMENTOSA

OTHEREYEPROBLEMS

P-Paternal MAT - Maternal S - Sister B-Brother
GM -Grandmother U-Uncle A-Aunt

YES NO

[0 [ DIABETESIDDM [TYPE Il

[0 [ HEARTPROBLEMS

D |:| DIABETIC RETINOPATHY

|:| D RETINALDETACHMENT

O 0O 'SiRowe

|:| |:| OTHERGENERAL HEALTHPROBLEMS

SURGICAL HISTORY (Please include Date and type)

Copyright @ 2012 Specialty Eye Care Medical Center
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