
      15840 Medical Drive South, Suite A      Findlay, OH 45840-7833      419/422-6190      Fax 419/423-3235  
2300 Baton Rouge    Lima, OH 45805     419/991-3937      Fax 419 991-3939     Toll Free 888/803-9583

www.spectrumeyecareinc.com        email: Spectrum@spectrumeyecareinc.com 

Dear New Patient: 

Thank you for choosing Spectrum Eye Care, Inc., for your vision needs.  We do want you to know how much we 
appreciate your expression of confidence in our services.  In order to acquaint you better with our practice, and to 
save time at your initial visit, we have enclosed the following forms, requiring signatures in three (3) areas: 

  X  NEW PATIENT DEMOGRAPHIC FORM:

Please fill out completely, and be sure to sign it.  If the patient is a minor (under 18 years of age), the form must be 
signed by the parent, or the person who has power of attorney for the minor child. 

  X  PATIENT REVIEW OF SYSTEMS FORM:
Please fill out both sides of the form. 

POSTAGE-PAID RETURN ENVELOPE: 
For your convenience, we have included a postage-paid return envelope in which you can return your completed forms.  
However, if only a few days remain before your appointment, and it is unlikely that we would receive the information in 
time if it were mailed, you can email them to: spectrum@spectrumeyecareinc.com or you can bring them with you to 
your appointment. 

WHEN YOU COME FOR YOUR APPOINTMENT: Please be sure to bring your most-recent glasses and/or contact 
lenses, even if they are not currently worn.   It is also important to bring a photo ID and all medical insurance plan 
cards-including Medicare and Medicaid.  If you are a member of VSP (Vision Service Plan), Superior Vision Plan, or Eye 
Med, we need to know this at your check-in time.  Please make arrangements for someone to drive you safely home, as 
it is very likely your pupils will be dilated for the examination.   Patients under age 18 must be accompanied by a parent 
or guardian. 

If your plans change, and you are unable to keep the appointment below, please be sure to call our office at either 
419/422-6190, or our toll-free number 888-803-9583, so that it may be rescheduled. 

Thank you, 
Spectrum Eye Care, Inc. 

Your Appointment: 

Date:______________________  Time:__________________ 

With Doctor:_______________________________________ 

mailto:spectrum@spectrumeyecareinc.com


MRN_______________ 

15840 Medical Drive South, Suite A     Findlay, OH 45840-7833    419/422-6190    Fax 419/423-3235 
   2300 Baton Rouge     Lima, OH 45805       419/991-3937     Fax 419 991-3939    Toll Free 888/803-9583 

www.spectrumeyecareinc.com      email: Spectrum@spectrumeyecareinc.com 

Date: _______________________ 

__Mr.  __Mrs.  __Miss   __Ms.  ______________________________________________________________________ 
        Last Previous Last First Name  Middle Name Nickname Suffix 

PATIENT ADDRESS: ___________________________________________________________________________________________ 

(IF NURSING Name      HOME)__________________________________________________________________________________________ Phone  (NURSING HOME 

ADDRESS)_______________________________________________________________________________________________ 

PATIENT EMPLOYER___________________________________________________SOCIAL SECURITY#___________-_________-______________ 

HOME PHONE: _______________________ (PREFERRED)             WORK PHONE:____________________ (PREFERRED) 

CELL PHONE: ________________________ (PREFERRED)   EMAIL: ________________________________________________ 

GENDER:     MALE      FEMALE MARITAL STATUS:  M W D S  DATE OF BIRTH: ___________________   AGE_________ 

FAMILY DOCTOR: ____________________________________REFERRING DOCTOR: ____________________________________________ 

PHARMACY_________________________________________PHONE/ADDRESS________________________________________________ 

RACE: AMERICAN INDIAN/ALASKA NATIVE ASIAN     BLACK/AFRICAN AMERICAN   HAWAIIAN/PACIFIC ISLANDER 

WHITE/CAUCASIAN  OTHER/DECLINE 

ETHNIC GROUP:  HISPANIC/LATINO NOT HISPANIC/LATINO 

PREFERRED LANGUAGE: ARABIC ENGLISH HEBREW JAPANESE KOREAN 
MANDARIN RUSSIAN SPANISH CANTONESE OTHER/DECLINE 

EMERGENCY CONTACT NAME: _______________________________   PHONE NUMBER: ______________________________________ 

BILLING ADDRESS (IF DIFFERENT THAN ABOVE): ________________________________________________________________________ 

GUARANTOR (RESPONSIBLE PARTY) _______________________________________ SOCIAL SECURITY#_________-_________-________ 

GUARANTOR PHONE: __________________________WORK PHONE: _____________________CELL:_____________________________ 

PRIMARY INSURANCE CARDHOLDER: _________________________________________________________________________________ 
First Name Middle     Last  DOB    Phone 

PRIMARY INSURANCE NAME: __________________________________________ POLICY#______________________________________ 

SECONDARY INSURANCE NAME: ________________________________________POLICY#______________________________________ 

Your signature on the reverse side of this page also means that you understand and agree to the following: 
I expressly consent to receiving auto-dialed and/or pre-recorded messages, emails, text messages or other electronic communication from   my 
healthcare provider and/or their agents, including without limitations, any account management companies independent contractors 
and/or debt collectors for any reason by using  any telephone number, cellular or otherwise, provided by me to my medical provider. 

**Continued on reverse side



Lifetime Signature on File, Assignment of Benefits, Financial Agreement

We are committed to providing you with the highest level of service and quality care.
We expect in return, that you have the same commitment to your financial responsibility to us.

1. MEDICARE: I request that payment of authorized Medicare benefits be made on my behalf to Spectrum Eye Care

for services furnished me by Spectrum Eye Care.   I understand my signature requests that payment

be made and authorizes release of medical information necessary to pay the claim. Coinsurance and

deductible are based upon the final determination of the Medicare Carrier and are my responsibility.

MEDICARE ADVANTAGE PLANS: I agree to provide appropriate information regarding my Medicare Advantage

Plan to Spectrum Eye Care as this may affect coverage for services provided. If I fail to provide accurate

and timely information to Spectrum Eye Care, I agree to be fully responsible for payment.

2. SUPPLEMENTAL INSURANCE: With current information, Spectrum Eye Care will file my supplemental

insurance claim on my behalf.  My signature below authorizes release of the information to the

insurance company. I request that payment of authorized secondary insurance benefits be made on

my behalf to Spectrum Eye Care. If my supplemental insurance plan pays me directly, I agree to remit

said payment immediately to Spectrum Eye Care.

3. RELEASE OF INFORMATION: Spectrum Eye Care may disclose all or any part of my medical record and/or financial

ledger to any person or corporation which is or may be liable or under contract to Spectrum Eye Care for

reimbursement for services rendered and to any health care provider for continued patient care. A copy

of this authorization may be used in place of the original.

4.  OTHER INSURANCE:  Spectrum Eye Care participates with most major insurance plans and will make a reasonable effort to

notify me if Spectrum Eye Care has no contract, expressed or implied, with my particular insurance plan. Notification

may be verbal or by signage.  However, it is ultimately my responsibility to understand my insurance plan's coverage,

benefits and limitations.  I agree to be responsible for all items or services rendered by Spectrum Eye Care regardless

of insurance coverage, and I accept full financial responsibility if incorrect or untimely Insurance information is given

by me to Spectrum Eye Care.

5.  NON-COVERED SERVICES: I understand that Spectrum Eye Care ‘s contracts with insurance plans relate only to items and

services which are covered by the insurance plans, and that Spectrum Eye Care does not determine what defines a

covered benefit of my insurance company and cannot make any guarantees about coverage. That determination is

made only by my insurance plan after the claim is received. Accordingly, the undersigned accepts full financial

responsibility for all items or services which are determined by the health care service plans to be non-covered.

Examples of non-covered items may include services considered to be routine, cosmetic, pre-existing, or experimental,

and treatment or tests not recognized by the health care service plan.

6. FINANCIAL AGREEMENT: I agree that in return for the services provided to the patient by Spectrum Eye Care, I will pay

my account at the time service is rendered or will make financial arrangements satisfactory to Spectrum Eye Care for

payment. MINOR CHILDREN: Spectrum Eye Care is not party to any divorce or custody arrangement, therefore the

parent accompanying the minor child is responsible for payment. COLLECTIONS: If an account is sent to an agency for

collection, I agree to pay all collection expenses and reasonable attorney's fees as established by the court (I
understand and agree that if my account is placed for collection, I will be charged a delinquent account fee based on
my account balance as follows: for balances up to $100.00, the fee added is $25.00.From $101.00 to $500.00, the fee
added is $50.00. From $501.00 to $1000.00, the fee added is $75.00. For balances over $1001.00, the fee added is
$100.00.)  Delinquent account fees are not negotiable.  Non-payment of accounts may result in termination from the

practice. Account disputes must be received within 60 days of first statement date.  If copayments and/or deductibles

are designated by my insurance company or health plan, I agree to pay them to Spectrum Eye Care.

It is understood that the undersigned and/or the patient are primarily responsible for the payment of my bill regardless 
of Insurance coverage.   

X_________________________________________________ Date: _____________________________

Authorized Signature (patient signature or parent of child under 18 years of age) (Responsible party must be present  
during examination) If signing for patient, state capacity: _________________________________________________ 



Patient Name:_________________________________ 
Birthdate:____/____/________ 
MRN (office use):____________ 

Review of Systems 
Please choose all that apply. 

Constitutional:  . 

None of the following apply□
Fatigue  Yes 
Fever/night sweats Yes 
Weight gain/loss Yes 

HEENT:            . 

None of the following apply□
Blurred/double vision  Yes 
Flashes/floaters  Yes 
Hearing loss/ringing in ears Yes 
Sore throat Yes 
Sinus problems  Yes 

Cardiovascular:            . 

None of the following apply□
Irregular heartbeat/palpitations Yes 
High blood pressure Yes 
High cholesterol Yes 
Chest pressure/discomfort Yes 
Leg swelling/calf pain  Yes 

Respiratory:  . 

None of the following apply□
Asthma  Yes 
Cough  Yes 
Shortness of breath/wheezing Yes 
COPD  Yes 
Emphysema Yes 

Gastrointestinal:  . 

None of the following apply□
Abdominal pain Yes 
Constipation Yes 
Diarrhea Yes 
Heartburn Yes 
Yellowing of eyes or skin Yes 
Nausea/vomiting Yes 

Genitourinary:  . 

None of the following apply□
Painful urination Yes 
Blood in urine  Yes 

  Sd

Skin:  . 

None of the following apply□
Eczema/Psoriasis Yes 
Rash/itching Yes 
Excessive dryness Yes 

Musculoskeletal:  . 

None of the following apply□
Joint pain/stiffness/swelling Yes 
Back/neck pain  Yes 
Muscle cramping/weakness Yes 
Fibromyalgia  Yes 

Neurological:  . 

None of the following apply□
Numbness/weakness Yes 
Headache/migraines Yes 
Dizziness/fainting Yes 
Parkinson’s Yes 
Epilepsy/seizures Yes 
Memory loss Yes 

Psychiatric:  . 

None of the following apply□
Stress/Anxiety/depression Yes 

Hematologic/Lymphatic  . 

None of the following apply□
Bleeding/bruising Yes 
Anemia  Yes 

Metabolic/Endocrine:  . 

None of the following apply□
Diabetes (Type I or Type II) Yes 
Cold/heat intolerance  Yes 
Excessive thirst  Yes 
Excessive urination Yes 
Thyroid disorder Yes 

Immunologic:  . 

None of the following apply□
HIV/AIDS Yes 



 

Past Ocular History 
Have you ever had any eye conditions (for example, glaucoma, cataract, wandering or “lazy” eye, retinal detachment, etc)? 

□Yes □No If YES, please explain:__________________________________________________________________________ 
____________________________________________________________________________________________________________  

Have you ever had any eye surgery or procedures (for example, cataract removal, laser, retinal repairs, etc)? 

□Yes □No If YES, please explain:__________________________________________________________________________ 
____________________________________________________________________________________________________________ 

Medical/Surgical History 
Have you ever been treated for any medical conditions (for example, diabetes, high blood pressure, arthritis, etc)? 

□Yes □No If YES, please explain:__________________________________________________________________________ 
____________________________________________________________________________________________________________ 
Have you ever had any surgery (for example, appendectomy, gallbladder, carpal tunnel, etc)? 

□Yes □No If YES, please provide date and reason:___________________________________________________________ 
____________________________________________________________________________________________________________ 
Have you ever been hospitalized? 

□Yes □No If YES, please provide date and reason:___________________________________________________________ 
____________________________________________________________________________________________________________ 

Family History 
Do any medical or eye diseases run in your family? Please check all that apply: 

Family Member Glaucoma Diabetes Macular 
Degeneration 

High 
Blood 

Pressure 

Retinal Tear 
or 

Detachment 

Cancer; type? Other 

Mother        
Father        
Brother        
Sister        
Paternal Grandparent        
Maternal Grandparent        
Child (Son/Daughter)        

Social History 
□ Current Smoker   □ Former Smoker   □ Never Smoked 
Please specify frequency:_____________________________________________________________________________________ 
Do you drink alcohol? 

□ None   □ Rarely   □ Socially   □ Moderately   □ Occasionally   □ Heavily  

Allergies 
Do you have any seasonal or environmental allergies?  □ Yes  □ No 

Do you have any drug or food allergies? □ None 
 Drug or Food Reaction 

  
  
  
  
  
  



LIST OF CURRENT MEDICATIONS: 
 

Please list ALL current medications prescribed by your doctor, including any supplements or   
over-the-counter medications. 

Medication: 
 

Dosage: Times per Day: 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

MRN____________




