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The Vision Centers

Last Name:
First Name: Sex(pleasecircle): M F
Social Security Number: Date of Birth:

Street Address:

ci Stat Zip Code:
Home Phone: Daytime Phone (i different):

Cell Phone: Maywetetyou: Y N
E-Mail Address:

Emergency Contact Name & Number:
How did you hear about us?
Marital Status:

Employment Status:

employer: Occupation:
Preferred Languag
Race:
[ Native American/Natve Alaskan /tatin
O asian [ Not Hispanic / Latino.
O ateican-American 3 Native Hawaian/Other Pacifcsand
Dsispanic O decline to Answer

O3 Native Hawaitan/Other Pacific Island
D caucasian
[ Deciine to Answer

Communication Preferred (plesse circle):  Email  Telephone Postal Mail
LastEye Bxam: Doctor:
Do you wear contact lenses currently? Oves One
If so, what brand(s)?
Are you nterested in wearing contact lenses? (] Yes O
Do you experience eystrain or headaches while on the computer? ~ [] Yes One
Insurance Information
primary Insured (Person Responsible
Vision Insurance (Primary)
Name.
Address
city State: Zip Code:
Home Phone (___). Date of Birth:
SocialSecuity Number Insurance ID Number:
Employer Phone (

Employer's Address.

Occupation





image2.jpeg
Secondary nsured (Leave Blank i none

Vision Insurance (Secondary)

Name.
Address
city sute: 2ip Code:
Home Phone (). Date of Birth
Social Secuity Number Insurance 10 Numb
Employer Phone (__).
Employer's Address Occupation
Patient Health History
primary Care Physician Date Last seen:

Medical/Family History (e back of sheet if more space is needed)
please list flyour current medications (include over-the-counter meds,vitamins, and herbal supplements}:

Please st all major surgeris (Eye surgeries ncluded) as wel as the year they were done:

Please lstany alergi reactions to medications or eye drops:

Please indcat I any of the conditions 85y o you o fly member (blood reatves ).
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Insurance Declaration

Plasesign below: (1)t acknowledge tha 1 o i e, and (2) 11 epresen tht have inrancecoverog and hereby authorce y carier 0 5oy
s ety i e i ayable 10 m or the procductsand erices desribed o The Visn Cetrs. | herey auhze thr 0 rlsse
ko all fomation ncessary secure. payment o 04 beneis. It th ety of Th Vo Cerers 0 vy corerae,and | unerstand tht
Coverage et curarce offl poymen. 1 my Insurances) il pay I full, 1 grea t pay ail unpaid alances. 1 Rgeton s mstted o et
S Ul b, 1o e o iy 1 ot e by Th Vs Catars. | have rad,undrstand, nd gt 38t and condiions satedaboe.

Contact Lens Examination Charge

Inordert obai vl rescrtion o contactenss, contct s cxarination/ evaliton st b peformed by the optomer I s pefomed very yeat
i rder o enurtyou hav te approprae e powes a4 10 b sy yes e eathy enugh o wer (o cotiuet wea) cotats. The e &
thr 350 Ciphere, o s contocs) o 875 (for st cotacts, monovtion and mutoca enses f RGPS, Medaly ncssary cortact
Calitons st more o and those. charge b s e needs. Thsefos 3t cyable o et of S 0 may 0% be coveres by
Insrance. The fo 55 a5y cven ¥ you a1 Unabie 0 sty wes h s

16 ther ar ay poems it the powersanor  of the cotacts,you ave up 1 90 days fom the ate ofthe rgnal e n oder o be re-evaliated o e-
ot o charge (U doe nt nchde vk fo e foctions o s resons) I there .3 cange i h gescrgn anclo rand,anybeeespuchased rom
“The Vion Cantes tat 3 n-opens, - marked, a0 uamanged may b cxchanged 3t 10 A

Missed Appointment and Cancellation Policy

1 you are et ke schdued appintmen,plese e 24 Roue acharcpaice s 1t you vl ot b Charges the 525 ancelbon . Thark
Yol for your conperaion and undersancg.

Acknowledgement of Recelpt of Notice of HIPAA Privacy Practices

A ur pationt we wan you ko ha we espctthe recy o our Przost Hea Iformation (P and il ol we a5 Secure 30 protect . 115
i ooy deerin aprepiat v of P I G003 with th Goverimenta s, aws, 4 Ao When 15 dproprat 30 Tecesry, we
Erovie th miimam necessary formstin oy  hase we el e e o  (Gadng Ueat, poymer,cr heakh cre Gpertons, 1 orer (0 prove
e cre 1t 5 m your s e, Underthe o hey re o equif i ptirt consen st formaen

Vou my refuse o consent o the use o dicoursof yourpesonal heakhdormaton, Bt s b POV 045 1 g, Unde the IPAA s, we ave
e gt t e 1o st yo sk Youchan o s o dcice Your P

Nameofpaien (ot -
Signature of Fain o arenPatnt Represntae:.

Relaonshy o atent Represenatve 1o Paert:




