Today’s Date:

Patient Name: DOB:

Address: Apt #:

M/F

City: State: Zip:

Home Phone: Cell: SSN:

Employer: Occupation:

Marital Status: Race:

Email:

How did you hear about our office? If referred, who may we thank for the referral?

Here at Crystal Falls Vision Center, our doctor is therapeutically licensed to perform an ocular medical health evaluation

in every exam. Medical findings may be billed through your medical insurance policy.

Insurance Information

Primary Medical Insurance:

ID Number: Group Number:

Do you have an FSA (flexible spending account) or HSA (health spending account)? Y/N

Vision Insurance:

ID Number: Group Number:

Today’s Visit

[0 Yes
Are you planning on updating your eyewear/contacts today?

[l Yes
Are you interested in LASIK?

Other concerns to discuss during your visit today?

0

No

No



Medical History

Last exam date? How old are your current glasses/ back up glasses?

What brings you in today? Check all that apply

00 Blurred Vision 0 Light Sensitive (01 Burning 00 RedEye [ Floaters
0 Glare 0 EyeTurn [0 Itching [0 Trauma 0 Bumpon Lid
7 Allergies T Double Vision 0 Pain 0 Flashes [ Foreign Body
Are you currently being treated for: No Medical Conditions
__Allergies __Heart Disease __Cataracts
__Asthma __Hypertension __Corneal Problems
__Anxiety/Depression __Kidney Disease _ DryEye
__Diabetes __Pregnancy __Glaucoma
__Elevated Cholesterol __Thyroid __Macular Degeneration
__Cancer __Autoimmune __Retinal Detachment

If you currently being seen for above health issues, please provide info to coordinate your care.

Physician name: Phone:

Are you currently taking any medications? Please list prescribed and over the counter meds.

Are you using any ocular drops?

Are you allergic to any medications?

Any surgeries?

Current Height: Weight:

Have you ever tested positive for: ___ HIV ___AIDS __ Hepatitis __STD
Smoking/Vape: _No___Socially ___Average Use ___ Heavy Use

Alcohol Use: __No___ Socially ___1-2 drinks per day ___ Alcohol dependence
Narcotic Use: _ No___ Recreational Use ___ Chemical dependence

Family History

Please list relationship and maternal/paternal relation __No Medical Conditions/Unknown
Cancer Blindness

Diabetes Retinal Detachment

Heart Disease Corneal Issues

Hypertension Glaucoma

Kidney Disease Macular Degeneration




Consent Form

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:

Our Notice of Privacy Practices provides information about how we may use and disclose protected health
information about you. Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) | understand
that | have certain rights to privacy. By signing this form, you acknowledge that you have reviewed our Notice of
Privacy Practices and disclosures of protected health information for treatment, payment and health care
operations. You have the right to revoke this consent, in writing, signed by you. However, such a revocation shall
not affect any disclosures we have already made in reliance on your prior consent.

CONSENT TO DISCLOSE MY GENERAL HEALTH INFORMATION

By my signature below, | hereby authorize the Practice to disclose my medical information so that the Practice may
treat me, seek payment from third parties for such treatment, and generally carry on the health care operations of
the Practice (e.g., quality assurance). | also authorize the Practice to disclose my medical information to insurers
and providers outside of the Practice when necessary for purposes of my treatment, payment for that treatment,
and for their health care operations.

60 DAY PRESCRIPTION GUARANTEE

There are many factors that can affect your visual acuity. Our doctor honors a guarantee on your prescription
within 60 days of your initial examination. Fees are separate for your comprehensive exam for glasses, contact lens
fitting and evaluation, insertion and removal training, and contact lens materials. Contact lens exams are a separate
service that are at times covered by insurance under a copay or discount, but are typically the patient’s
responsibility.

If you are not satisfied with your glasses or contact lens RX after filling the prescription, our doctor will see you for a
follow up visit free of charge within the first 60 days following your exam date (up to 90 days for contact lens
wearers that take longer to come in). In the case that the prescription appears blurred due to a medical reason (dry
eye, eye disease, etc.) the appointment will be billed through your medical insurance. Beyond this time period any
visits with the doctor are considered new comprehensive exams that may be out of pocket depending on the
number of eye exams your insurance provides you.

NOTICE OF FINANCIAL POLICY

Payment for service is due, in full, at the time of service. Non-sufficient Funds Check Fee is $35. All outstanding
accounts turned over to a collection agency will be assessed with an additional charge of $50. A $25 fee is placed
for all no call, no show appointments, or if you did not provide a 24 hour cancellation or reschedule notice. This fee
must be paid before you can be scheduled again.

| understand and agree to this financial policy. | have read the financial policy and agree that a photocopy of the
financial policy shall be considered as effective as the original. Regardless of what insurance coverage | have, |
am ultimately responsible for the timely payment of my account and | hereby authorize the payment of
insurance benefits be made directly to Crystal Falls Vision Center.

Patient Name (Print): Date:

Signature of Responsible Party:

Relationship (If other than patient):




Retinal Photo Consent Form

As part of your eye exam, Crystal Falls Vision Center recommends special diagnostic procedures
to better examine your eyes for retinal diseases and glaucoma. This procedure consists of taking digital
pictures of the back of the eye to evaluate the optic nerve, blood vessels, and tissues of the back of the
eye. In some cases, these images can detect diabetic eye changes, macular degeneration, high blood
pressure changes, and glaucoma. It will also serve as a base line for comparison in future years.

If the doctor identifies any medical health concerns, we will likely be able to bill the photo to
your medical insurance; otherwise, the photos are an additional fee of $35. While taking these images
does not replace the need to have your eyes dilated, it is strongly recommended you have images taken.
This ensures the doctors are able to get a reasonable view of the eye and your retinal health.

Please select only one option below.

Yes, | want to have my retinal health evaluated with retinal imaging, and | understand there will be
a $35 fee if my medical insurance cannot be billed.

Yes, | want to have retinal imaging, but only if deemed medically necessary by the doctor. Crystal
Falls Vision Center may then bill my medical carrier for these photos. | understand that by selecting this

option, my medical insurance may evaluate a deductible, copay, or coinsurance for this service.

No, | do not want to have retinal imaging done.

Signature:

Patient Name: Date:




