Patient Information

Name: Date:
Address: Phone:
Work Phone:
Birth Date: Occupation:

Guardian (if applicable):

Would you like a reminder card sent for your next exam? [ no L[lyes

INSURANCE

Do you have vision care insurance? Ono Cyes Name and ID number:

Do you have health insurance? Ono [yes Name and ID number:

Name of cardholder if different than patient: Birthdate:

MEDICAL HISTORY

Do you have any allergies to medications? [Jno [Jyes If yes, explain:

List any medications you take:

List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid, glaucoma, retinal disease, cataracts,
eye infections or eye injury:

Do you wear glasses? [Jno [lyes
Do you wear contact lenses? [1no [Jyes Type of contact lenses: [l soft [ rigid

Family History: Please note any family history (parents, grandparents, siblings, children) for the following conditions.

Disease/Condition NO YES Relationship To You
Blindness 0 0
Crossed Eyes 0 0
Glaucoma 0 0
Macular Degeneration 0 0
Retinal Detachment/Disease [ 0
Cancer [ N
Diabetes O 0
Heart Disease O O
High Blood Pressure 0 0
Other O O

*Please turn this form over and complete side two*



SOCIAL HISTORY This information is kept strictly confidential. However, you may discuss this portion with your doctor.
(1 Yes, | would prefer to discuss my social history directly with my doctor. (Check box)

Do you use tobacco products? [ nho [Jyes If yes, type/amount/how long:

Do you drink alcohol? Ono [Jyes If yes, type/amount/how long:

Do you use illegal drugs? Ono [Jyes If yes, type/amount/how long:

REVIEW OF SYSTEMS Do you currently, or have you ever had any problems in the following areas:

SYSTEM NO YES NO YES
Constitutional Ears, Nose, Mouth, Throat
Fever, Weight Loss/Gain 0 0 Allergies/Hay Fever 0 0
Integumentary (Skin) 0 0 Sinus Congestion 0 0
Neurological Chronic Cough 0 0
Headaches/Migraines 0 0 Dry Throat/Mouth 0 0
Seizures 0 0 Respiratory
Eyes Asthma 0 0
Loss of vision 0 0 Chronic Bronchitis 0 0
Loss of side vision 0 0 Emphysema 0 0
Double vision 0 0 Cardiovascular
Dryness 0 0 Diabetes 0 0
Redness 0 0 High Blood Pressure [ 0
Itching 0 0 Bones/Joints/Muscles
Excess tearing/watering 0 0 Arthritis 0 0
Light sensitivity 0 0 Lymphatic/Hematologic
Chronic infection 0 0 Anemia 0 0
Sties 0 0 Allergic/Immunologic 0 0
Flashes/Floaters in vision 0 0 Psychiatric 0 0
Endocrine
Thyroid/Other glands 0 0

INSURANCE SIGNATURE ON FILE

| certify that the information given by me in applying for insurance and/or Medicare payment is true and correct. | authorize my
doctor to act as my agent in helping me obtain payment of my insurance and/or Medicare benefits, and | authorize payment of these
benefits directly to Tricia L. Olson, O.D. or Olson Family Vision, S.C. on my behalf for any services and materials furnished.

| authorize any holder of medical information about me to release to the Centers for Medicare and Medicaid Services and its agents
any information needed to determine these benefits payable to related services.

If I have other health insurance coverage, my signature authorizes release of the above medical information to the insurer or agency
shown, and authorizes my doctor to act as my agent, as above.

Lifetime Patient Signature Date

Doctor’s Signature Date



