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     WELCOME TO OUR OFFICE











     The information in this confidential case history form is critical to the evaluation of your vision and health.



Today’s Date 						











Last 							


First 						MI 	


Preferred / Nickname 					


Mailing Address					


City 					 State 		


Zip Code 			        	   Sex    M     F


Date of Birth 				Age 		


Patient’s SSN 						


Home Phone 						


Cell Phone 	________________________________


Work Phone 						


Employer / School 					


Occupation / Grade  					


Spouse / Parent’s Name 				


Spouse / Parent’s Work 				


Email Address 					


Is it ok to contact you via Email/Text for appointments & when your glasses/contact lenses are ready?


 Yes		 No





Any problems with your current contact lenses or glasses?


							





VERY IMPORTANT!!


Who may we thank for referring you to our office?


Name of friend or relative 				





If not referred, how did you choose our office?	 


 Another Dr.	 					


 Insurance List


 Saw Sign/Building		


 Newspaper/Radio/TV 


 Yellow Pages: Which directory? 			


 Web Page: Which Web Site? 			


 Other 						





Insurance Information








Patient Eye History





The mission of Advanced Family Eyecare is to establish a trusting relationship while providing advanced quality eyecare in a timely manner.  We will seek Continuing education to remain at the forefront of our profession and will offer the latest eyecare technology, professional services, and products.  The visual needs and wellness of each patient will always be our first priority.








By signing this form, I consent to treatment for myself or on behalf of the Minor for which this information pertains.  I give permission for the doctor(s) to examine, diagnose and initiate treatment as deemed appropriate.  I further attest that if I am signing on behalf of Minor, that I am the Parent or Legal Guardian of the Minor and have the authority to authorize care and treatment.





Signature			___________		





Please be advised if you are using insurance coverage for today's visit, this is a contract between you and your insurance company...not Advanced Family Eyecare. 





If your insurance company has not reimbursed our office in full within 90 days, we will send you a statement and your insurance company will then pay you directly. (If by mistake your insurance company sends the payment check to us, we will of course sign over and forward the check directly to you.)





By signing below, you give us authorization to electronically bill your insurance company for your visit, and also give acknowledgment of receipt of Shane Fontenot, O.D. Notice of Privacy Practices.





Signature			___________		





Pt Name (print): ____________________________











Is there a family medical history of any of the following:


	Yes (Please check boxes)	 No


Please specify which family member has disease


(ex: Mother, Father, Brother, Sister, 


Maternal or Paternal Grandmother or Grandfather)


Relationship:


Glaucoma						


Macular Degeneration					


Corneal Problems					


Lazy Eye						


Retinal Issues						


Blindness/Vision Loss					


Other Eye Disease					


	_______________________________________


Cancer							


Diabetes						


High Blood Pressure					


High Cholesterol 					














Are you currently pregnant? 		 Yes	 No


If yes, when are you due?	___________________





CURRENT MEDICATIONS (Rx or Over the Counter)


(List name of medications including eye drops, vitamins, & birth control pills)												


														





Allergies to medications?		 Yes	 No


If so, what medications?  ________________________________ ____________________________________________________


Have you had any surgeries?		 Yes	 No


Please List:  ���������_____________________________________


_______________________________________________





Do you currently use:  �cigarettes  tobacco  alcohol


If not, have you ever used:  �cigarettes  tobacco  





Have you ever been diagnosed or treated for the following health problems? (Please check all that apply)





Allergies


Drug     Environmental


Hematologic/Lymphatic


Anemia     Leukemia     Lymphoma     Blood Disorder


Cardiovascular


Heart Disease  High Blood Pressure  Stroke  Cholesterol


Constitutional


Fever   Fatigue   Trauma   Weight Loss   Weight Gain


Cancer


What kind______________________Remission? Yes No 


Diabetes/Endocrine


Pre-diabetes     Type 1     Type 2     Thyroid Issues


Gastrointestinal


Chron’s     Colitis     Ulcer     Gall Bladder     Hepatitis


Genitourinary


STD     Viral Herpes     Chlamydia


Head/Ear


Headaches     Vertigo     Ear Infection     Sinusitis


Immunologic


HIV     AIDS     Lupus     Immune Disorder


Skin Disorders


Rashes    Skin Cancer    Eczema    Psoriasis    Bruising


Musculoskeletal


Cerebral Palsy     Muscular Dystrophy     Arthritis Multiple Sclerosis     Rheumatoid Arthritis     Epilepsy


Neurological


Bell’s Palsy     Dizziness     Epilepsy     Alzheimer’s Parkinson’s     Seizures     TIA     Vertigo


Psychiatric


Depression    Panic Disorder    Bipolar    Schizophrenia


Respiratory


Asthma     Bronchitis     Emphysema     Pneumonia


Other:__________________________________________








Patient Information











Please provide your ID and current insurance cards to the front desk so that copies can be made. 





Primary Medical Insurance				


Subscriber Name					


Subscriber Birth Date					


Subscriber SSN						











Date of Last Eye Exam					


By Whom?													





Have you ever experienced, been diagnosed or treated for any of the following?


 Glaucoma			 Macular Degeneration


 Retinal Detachment		 Cataracts


 Crossed eye/Eye turn		 Headaches


 Eye Infections		 Eye Injury


 Floaters/Spots		 Flash of light	


 Blurry Vision		 Double Vision


 Lazy Eye			 Corneal Abrasions


 Itchiness			 Burning


 Grittiness			 Occasional dryness


 Tearing			 Sunlight Sensitivity


 Trouble seeing at night	 Iritis/Uveitis


 Uncomfortable glasses


 Other eye disorders					











Have you ever tried contact lenses?	 Yes	 No


Do you currently wear contact lenses?	 Yes	 No	


What kind?						


Are you satisfied with the vision and comfort of your contact lenses?				 Yes	 No


Do you sleep in your contact lenses?	 Yes	 No


How often do you throw away your contact lenses?


							


Are you interested in renewing your contact lens RX today?					 Yes	 No











(Please inform us of your full medical history as it is required to provide you with the best healthcare.)





Name of Family Physician				


Town							


Date of Last Physical Check-up				











WELCOME


TO OUR OFFICE





Patient Medical History (Continued)





Family Medical/Eye History (Check all that apply)
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Contact Lens History





Patient Medical History
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