
WELCOME TO OUR OFFICE

Name: ___________________________________ Today's Date: ________________

Birth Date: _____ / _____ / _____       Gender: M   F SSN: _____ / _____ / _____
     Month       Day         Year

Race Caucasian   African American   Hispanic/Latino   Asian   Other   Ethnicity ___________________

Primary Contact Phone #: ___________________    Secondary Phone #: ___________________

Address: _________________________________  City: _________  State: ______  Zip: ________

Employer: _______________________________   Occupation: ____________________________

Vision Insurance Provider: ____________________Medical Insurance Provider: ___________________

Who should we thank for referring you to our office? ____________________________________

Email Address: ______________________________________________________________

Preferred Method of Contact:     □    Phone       □    Email      Preferred Language ___________________

Medical History

Last Eye Exam: _____ / _____ Last Eye Doctor: ________________________________
               Month         Year

Last Medical Exam: _____ / _____ Current Medical Dr.: ______________________________
                       Month         Year

Do you have any allergies to medications? □ Yes   □ No   If yes, please explain: ______________

___________________________________________________________________________________________

List any medications you take (including oral contraceptives, aspirin, over-the-counter medications 

and home remedies): _____________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

List any major injuries, surgeries, and/or hospitalizations you have had: ______________________

________________________________________________________________________________

Check any of the following that you have had: □ Reading Difficulty   □ Crossed Eyes   □ Lazy Eye

  □ Glaucoma   □ Retinal Disease   □ Cataracts   □ Eye Injury

Are you pregnant and/or nursing?   □ Yes   □ No

Do you wear glasses?   □ Yes   □ No If yes, how old is your current pair of glasses? ______________

How many pairs of glasses do you currently use? ___________

Do you wear contact lenses?   □ Yes   □ No      If yes, how old is your current pair of contacts? _________

Type of contact lenses:   □ Gas permeable   □ Soft   □ Extended wear   □ Other ______________

Are your contact lenses comfortable?   □ Yes   □ No

Have you had refractive surgery? □ Yes   □ No Are you bothered by glare from:

At work: Do you perform fine or close-up work?   □ Yes   □ No Overhead lighting? □ Yes   □ No

             Are you outdoors all or part of the time?   □ Yes   □ No   A computer screen □ Yes   □ No

             Is safety protection a concern at work?   □ Yes   □ No Incoming headlights at night?

Are your eyes sensitive in bright sunlight?    □ Yes   □ No □ Yes   □ No

Do you have trouble reading signs when driving at night?   □ Yes   □ No

What hobbies or recreational sports do you enjoy? _______________________________________________

Social History This information is kept strictly confidential.  However, you may discuss this portion directly with the doctor if you prefer.

□ Yes, I would prefer to discuss my Social History information directly with my doctor. (Check box)

Do you drive?   □ Yes   □ No     If yes, do you have visual difficulty when driving?   □ Yes   □ No

If yes, please describe: _______________________________________________________________________

Do you use tobacco products?   □ Yes     □ No     If yes, type/amount/how long: ________________________     

Do you drink alcohol?                □ Yes     □ No     If yes, type/amount/how long: ________________________     

Do you use recreational drugs?   □ Yes     □ No     If yes, type/amount/how long: ________________________     

Have you been exposed to or infected with:

          □ Gonorrhea          □ Hepatitis          □ HIV          □ Syphilis          □ No, I have not.

Reviewed and Amended.                                           Dr. Catuncan's SIGNATURE ___________________

Date     ___________________



Family History      Have any of your relatives, living or deceased, had any of these conditions?

Ocular Disease / Condition                Yes     No     Not Sure        Relationship to You & What Side?

Blindness                      □        □            □              ____________________________________

Cataracts                      □        □            □              ____________________________________

Crossed Eyes                      □        □            □              ____________________________________

Glaucoma                      □        □            □              ____________________________________

Macular Degeneration                      □        □            □              ____________________________________

Retinal Detachment / Disease                      □        □            □              ____________________________________

Systemic Disease / Condition           Yes     No     Not Sure         Relationship to You & What Side?

Arthritis                      □        □            □              ____________________________________

Cancer (Type?)                      □        □            □              ____________________________________

Diabetes                      □        □            □              ____________________________________

Heart Disease                      □        □            □              ____________________________________

High Blood Pressure                      □        □            □              ____________________________________

Kidney Disease                      □        □            □              ____________________________________

Lupus                      □        □            □              ____________________________________

Thyroid Disease                      □        □            □              ____________________________________

Other   _______________________                     □        □            □              ____________________________________

Review of Systems   Do you currently, or have you ever had any problems in the following areas:

System                                      Yes      No      Not Sure       System                               Yes       No    Not Sure

Cancer □         □            □    Endocrine

Constitutional      Thyroid/ Other Glands □         □            □

     Fever, Weight Loss/Gain □         □            □    Ears, Nose, Mouth, Throat

Skin □         □            □      Allergies/ Hay fever □         □            □

Neurological      Sinus Congestion □         □            □

  Headaches □         □            □      Runny Nose □         □            □

  Migraines □         □            □      Post-nasal Drip □         □            □

  Seizures □         □            □      Chronic Cough □         □            □

Eyes      Dry Throat/ Mouth □         □            □

  Loss of Vision □         □            □   Respiratory

  Blurred Vision □         □            □      Asthma □         □            □

  Distorted Vision/Halos □         □            □      Chronic Bronchitis    □         □            □

  Loss of Side Vision □         □            □      Emphysema □         □            □

  Double Vision □         □            □   Vascular/ Cardiovascular

  Dryness □         □            □      Diabetes □         □            □

  Mucous Discharge □         □            □      High Blood Pressure □         □            □

  Redness □         □            □      Vascular Disease □         □            □

  Sandy/Gritty Feeling □         □            □      Brain Injury / Stroke □         □            □

  Itching □         □            □   Gastrointestinal

  Burning □         □            □      Diarrhea/ Constipation □         □            □

  Foreign Body Sensation □         □            □   Genitourinary

  Excess Tearing/Watering □         □            □      Genitals/Kidney/Bladder □         □            □

  Glare/ Light Sensivity □         □            □   Bones/ Joints/ Muscles

  Eye Pain or Soreness □         □            □      Rheumatoid Arthritis □         □            □

  Chronic Infection □         □            □      Muscle/ Joint Pain □         □            □

  Stye or Chalazion □         □            □   Lymphatic / Hematologic

  Flashes/ Floaters □         □            □           Anemia □         □            □

  Tired Eyes □         □            □           Bleeding Problems □         □            □

Psychiatric □         □            □   Allergic/ Immunologic □         □            □

PATIENT HIPAA AUTHORIZATION

I acknowledge that I have read First Eye Care Bedford's Notice of Privacy Practices.
___________________________________ ____________________________________

Printed Name (Patient or Representative) Relationship to Patient (if other than patient)

___________________________________ _____ / _____ / _______

Signature Date



FINANCIAL & INSURANCE RESPONSIBILITY

We are pleased to assist you with your insurance.  By signing below, you understand that with the

exceptions below, you are personally responsible for any medical fees that you incur as a patient with

First Eye Care Bedford.

By signing below, you also understand that you will be responsible for informing First Eye Care Bedford

of any changes and/or new insurance information, as well as providing an updated card.  If you do not

provide this vital information, you will be responsible for any charges not paid by your insurance.

______________________________________________ ________________

Patient or Representative Signature            Date

NOTICE TO CONTACT LENS PATIENTS

Most insurance plans allow for you to receive a contact lens fitting and purchase of contact lenses.  If you

are not ready to purchase contact lenses on the day you receive your fitting, we will use $60 of your

contact lens allowance toward your fitting.  The remainder can be used when you purchase your contacts.

After the day of your visit, you have FOURTEEN days to call us to purchase your lenses, or come in to

adjust your prescription if needed.  After fourteen days, your exam and contact lens fitting will be filed, and

you will NOT be able to use the remaining benefits to purchase contacts.  We apologize for any

inconvenience this may cause, but this procedure is necessary to ensure that all claims are filed

accurately and in a timely fashion.

I have read and agree to the above.

______________________________________________ ________________

Patient or Representative Signature            Date

GENERAL PATIENT AUTHORIZATION

I hereby give permission to First Eye Care Bedford to notify me by phone or email of the following:

□    Yes        □    No        Appointment reminder, either by personal message or recorded message

□    Yes        □    No        A message to call the office for test results.  Results will not be left by message.

List any individuals who you authorize to receive the above information on your behalf:

______________________________________________________________________________________

I authorize First Eye Care Bedford to disclose my medical information pertaining to my diagnosis and/or

treatment, laboratory results, medical history, or any other such related information to these listed

below (physician, family member):

______________________________________________________________________________________

Name Telephone# Relationship

______________________________________________________________________________________

Name Telephone# Relationship

The duration of this authorization is indefinite unless otherwise revoked in writing.  I understand and

authorize release of this information to other health care providers associated with my care to facilitate

further health care treatment.  I further understand that requests for medical information from persons not

listed above will require specific authorization prior to the disclosure of my medical information.

___________________________________ ____________________________________

Printed Name (Patient or Representative) Relationship to Patient (if other than patient)

___________________________________ _____ / _____ / _______

Signature Date


