DR\ Family Fyecare

SS#/1D: - -
NAME:

Last

First Middle Initial
ADDRESS:
CITY:
STATE.:
DOB: / /

O Single 0} Married

ZIP CODE:
SEX: ‘.M F
o Wicowed [ Minor

EMPLOYER:

PHONE( )i

Optional: R4CE T African/Black {Caucasion/Whito LU Asian/Other
EraniciTy QHispanic ONon-Hispanic JCther

CiDeclined

EMAIL:
*Subseribe to Netifications: QY [N

PHONE:( )
*Permisston fo speak to family/responder: Y LN

CELL:
*Permission to Text; A¥ UN *Yoicemal] Permission: Y LN

EMERGENCY CONTACT
NAME: =~
PHONE:( - )

REGISTRATION FORM

REFERRED BY: UGoogle/Bing L¥Website [3Vellowpages
GFriend/Family LDoctor QSelf D0ther:

1300 South Canfield Niles Rd
Austintown, O 44515-4081
T:(330)792-9500 F:(330) 953-0778
PattersonsEyecare.com

g

1* CARRIER:
SUBSCRIBER:
DOB: / /

RELATION TOPT: OSELF OQOCHLD USPOUSE

ID#:
27 CARRIER.

SUBSCRIBER:
DOB: / /

ASPOUSE

RELATION TOPT: USELF WOCHILD
ID#:

1% CARRIER;
SUBSCRIBER;
DOB:___|/ /
SUBSCRIBER: ___
RELATIONTO PT: QOSELF OCHEILD OSPOUSE

D#;
2 CARRIER:

DOB: / /

RELATION TO PT; CISELF liICPHLD LISPOUSE
ID#: ‘

-~

JIGLASSES: OY UN

Al the time O Reading 13 Driving 3 TV QOtker
CONTACTS: OY LN

- TYPE:
TOBACCO USE: Y UN How much/often? HOURS IDAY: _

OHOL'USE: QY ONF 7 ' L
ALC redueney Mark All You Are Currently Experiencing:
FAMILY DR: dBloc dshot- F.,yes (dEye S.trajJ:L -
PHONE:( F EJBlurr'ed V1s'10n QForeign Bod?r m.eye

OBurning/Pain JHeadache/Migraine
v (Discharge/Watering (ltching Eyes
PHARMACY: ODry Eyes L Loss of Vision
PHONB.(____) ORye Mjury O Twitching Byelid




W Oversll Healthy L1Diabetic Retinopathy Please Mark &Circle All That A}JDV ‘

L Astigmatism WDry Eyes QAsthma/Emphysema/COPD ‘
UHyperopia (Far sighted) [Retinal Detachment QCeancer (Type: )
UMyopia (Near sighted)  QGlaucoma - ODepression/Anxiety/Other Disorder’
(JAmblyopia (Lazy eye)  [Macular Degeneration . )
WDiabetes (Type: )

WX eratoconus Trauma : .

) OHigh Blood Pressure (Hypertension)
W Other: W Cataracts \
SURGERY: High Cholesterol
i ) UHypothyroidism/Thyroid Disease

Family History dMigraine Headaches

U Glaucoma WDiabetes ' URenal (Kidney) Disease
(Macular Degeneration dBlindness OStroke
U Cataracts (Heart Disease C10ther:
(Blindness _ WHigh Blood Pressure
QOther: QUnknéwn SURGERY:

—

L4 LIST PROVIDED

VITAMINS/OTC: EYE DROPS:
ALLERGIES

FOOD/OTHER:

MEDICATIONS

FINANCIAL POLICY I irrevocably authorize my insurance company(s) or fund to make payment to Dr. Patterson's

Family Eyecare of any insurance benefits for professional services &/or materials rendered to date. I understand that I am
responsible for any charges not paid by my insurance company or funds and for all non-covered services &/or materials.

By signing this. form, I give Dr. Patterson's Family Byecare the right to bill my insurance(s), & to use this form as my
“signature on file”. A copy of this authorization shall be valid as the original.

*PATIENT/GUARDIAN SIGNATURE ‘ _ DATE

RELEASE OF INFORMATION I hereby authorize Dr. Pattersons Family Eyecare to furnish & disclose all known facts
concerning my care to my insurance company(s) or fund, and to other treating physicians/facilities as deemed necessary |
to provide for my cars. A copy of this authorization shall be valid as the original.

* PATTENT INITIALS DATE

NOTICE OF PRIVACY PRACTICES This notice describes how my protected bealth information is used & disclosed
has been made available to me. I understand I may request a printed copy at any time & is also available to view online.

*PATIENT INITTIAYS DATE

ELECTRONIC RECORDS&PRESCRIPTIONS POLICY T hereby authorize Dr. Patterson's Family Eyecare to store
& share my health information via electronic means as necessary to provide care and as a method of
contacting/communicating with myself & those involved in my care. I understand I may request a printed copy at any
time & is also available to view online. A copy of this authorization shall be valid as the original.

*PATIENT INITIALS DATE |

CiSignatute Refisal - Policy:
Reviewed By (Staff Inftials):




1300 South Canfield Niles Rd
Austintown, OH 44515-4081
T:(330)792-9900 F:(330) 953-0778
PattersonsEyecare.com

Lifestyle & Eyewear Questionnaire

I am concerned about:
= Night Vision
J Sunshine/UV rays

J Computer Glare
Other:

I am interested in:

L No line Bifocals (Progressives)

. Lighter, Thinner Lenses (Polycarbonate)
Self-darkening Lenses (Transitions)
Reducing Glare (Anti-Reflective)

< Sunglasses/Polarized Lenses

) Contacts (First time/New Brand)

L) Other: None

| @tmpmﬁ@ﬂﬁﬁ Needs & Hobbies:

What is your occupation?

Do youwork onacomputer? Y/ N Hrs/day

Do you work with solvents, paint, dust, or welding?

What are your hobbies/sports?

How many hours do you drive daily?

Patient

Date



