Patient Mame DB R85 Drate

Adddress City State Lip
Home # Work # Cell #

Email Howr did you hear about us?

You are here for a prescoption for: (please circle) GLASSES COMTACT LEMNSES BOTH

FLEASE MAREK "5 FOR 5ELF OR “F" FOFR. FAMILY:
diabetes CANCET glawcoma
high blocd pressure blindness macular degeneration

PLEASE MARK AN X" FOR ALL THAT APPLY TO YOI

distance blur Y RUIgeTy pregnant/marsing {currently)
_ near blur ___ head'eye injury __skin disorder
__trouble with glare —_high cholesterol muscle or bone disorder
__ light sensitivity ____ stroke ____ bloed er lvmph disorder
—_double vision —asthma —_unexplained feverweight loss
____ flashing lights ___ breathing problems ___cars, nose, mouth, throat disorder
____ floaters __seasonal allergies psychiatric disorder
—_itchy eyes — thyroid condition neurslogical disorder
__ dry eyes __mnmunelogic disorder ____ migraines/headaches
cataracis ___ HIV/AIDS genitourinary disorder
—retinal detachment —sexually transmutted discase —_smoke tobacco
— lazy eye —drink alecohol How often?

Flease list any other medical or vision problems not histed above:

PFlease hist any medications you are taking: {include birth control, hormones, over-the-counter, and vitanns):

Are you allermc to any medications? (please list)

Insncance Fipapcial Acknoeledorment FOR PATIENTS USING INSURANCE ONLY
Besponsible Party Birthdate S5F

Insurance Company Ciroup #
[, the undersigned certify that [ {or my dependent} have mazmance covernge with andl assign directly to M3 Eye Group, LLC

zll insarance benefils, if any. otherase payable to me for services rendered. 1 enderstand that | om fimancially respomsibie for all charges
whether or not paid by imsarasce. [ herebry authorize the doctor ta release all information necessary o secure payment of benefits. | sothorize the

Belationship to Patient

use of this signature an all insurance submissions.

Responsikle Party Signature Drate

Privacy Policy All doctor's offices must keep vour information confidential due to laws known as HIPAA The notice of
privacy practice is posted at the front desk. Your initials simply represent that we attempted to share with you our HIPAA

policies, Initial; 1A copy of the policy can be made upon requcst)
Authorization for Treatment: PATIENT SIGHNATURE (PARENT OR GUARDIAN SIGNATURE IF PATIENT IS UNDER 18)

X




