EyeCare Partners, P.C.: Patient Information
Today’s Date: ____/____/________




Mr.
Mrs.
Ms.
Dr.
First Name: _____________________
Middle Initial: ____

Last Name: ____________________
Preferred Name: ____________________

Sex:    M       F

DOB: ____/_____/________
Address: ___________________________
City: _______________     State: ______      Zip Code: __________
Home Phone: (____)_________________Cell: (____)__________________Email: ______________________________
Preferred Method Contact:     Email        Cell        Home
Employer:_________________________________________    Occupation: ______________________________
Ethnicity:    Latino/Hispanic        Other

Language:    English        Spanish       Other
Race:    White       African-American       Asian       Other

How did you learn about EyeCare Partners?:    Google       Facebook       Radio       Personal Referral

- If you were referred personally, who may we send a thank you note to?: _______________________
Emergency Contact
Name: ___________________________
Phone: (____)_______________
Relationship: ____________
Insurance Information
(Office Use Only)
Insurance Type:     BCBS – XQW
BCBS          Medicaid          Medicare          None
Other: _________________________
Routine Coverage:    YES       NO
I give permission for doctors and employees at EyeCare Partners, PC to release information about me to any health care administration needed for insurance claims. I permit a copy of this authorization to be used in place of the original. I request payment of medical insurance benefits be paid to myself or to the party who accepts assignment.
Patient Signature: ________________________________________

Date: ____/____/________
HIPAA Notice
I have reviewed and/or received a copy of the Privacy Policy for EyeCare Partners, PC. (Attached to clipboard)
Patient Signature: ________________________________________

Date: ____/____/________
Review of Information
Patient Signature: ________________________________________

Date: ____/____/________
Patient Signature: ________________________________________

Date: ____/____/________
Patient Signature: ________________________________________

Date: ____/____/________
Updated: 01/17/18
Eye Health History


Self



   Family History
Glaucoma 


 Yes

No


Yes

No




Cataract 


 Yes

No


Yes

No

Macular Degeneration 

 Yes

No


Yes

No




Eye Surgery 


 Yes

No


Yes

No


Inflammatory Disorder

 Yes

No


Yes

No
Retinal Detachment 

 Yes

No


Yes

No



Lazy Eye 


 Yes

No


Yes 

No
Eye Injury


 Yes

No





Your Health:
Gastrointestinal

  
___None

Neurological



____None


___Chron’s






___Multiple Sclerosis

___Ulcer






___Epilepsy      
 
___Colitis






___Cerebrovascular
 
___Digestive






___Alzheimer’s
 
___Other_______________




___Parkinson’s
Constitutional



____None


___Other_______________

___Developmental Disability



Genitourinary

___Weight Loss






___STD, Viral Herpetic, Chlamydias

___Fatigue






___Other____________

___Fever





Cancer_____________________
____None

___Trauma





Ear,Nose,Mouth and Throat

____None

___Other_______________




___Upper Resp Tract Infection
Psychiatric



____None


___Ear Ache

___Depression






___Sore Throat

___Panic Disorder





___Runny Nose

___Schizophrenia





___Ringing/Tinitis

___Other_______________




___Other____________
Hematologic/Lymphatic


____None

Respiratory



____None

___Anemia






Smoker?
Yes
No

___Large Volume Blood Loss




___Asthma

___Leukemia






___Bronchitis

___Other_______________




___Emphysema
Endocrine



____None


___Other____________

___Non-insulin dependent Diabetes


Integumentary



____None

___Insulin dependent Diabetes




___Eczema

___Thyroid Dysfunction





___Rosacea

___Hormonal Dysfunction




___Psoriasis

___Other_______________




___Other____________
Cardiovascular



____None

Musculoskeletal


____None

___Heart Disease





___Fibromyalgia

___Cholesterol






___Muscular Dystrophy

___Vascular Disease





___Osteoarthritis

___High Blood Pressure





___Ankylosring Spondylitis

___Stroke






___Other____________

___Other_______________



Pregnant or Nursing?

Yes

No
Allergy/Immunology


____None



___Drug Allergy___________



Height____________Weight____________

___Environmental allergy



Medications_________________________________

___Rheumatoid Arthritis




        _________________________________

___Lupus





Pharmacy___________________________

___Other_______________



Physician____________________________
