Medical History Questionnaire

Name: Today’s Date: / /
Address: Phone:

City, St., Zip: _ Work Phone:

Birth Date: / / Social Security #: / / Last Eye Exam: / /
Name of Medical Doctor: Dr.’s Phone:

1 : / /
Medical History Last Medical Exam: __ /

Do you have any allergies to medicatons? O no [yes If yes, explain:

List any medications you take (including oral contraceptives, aspitin, over the counter medications and home remedies):

List all major injuries, surgeries and/or hospitalizations you have had:

List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal disease, cataracts,

eye infections or eye injury:

Are you pregnant and/or nursing? O no  Jyes
Do you wear glasses? Ono Ovyes Ifyes, how old is your present pair of lenses?

Do you wear contact lenses? Ono Ovyes Ifyes, how old is your present pair of lenses?

‘Type of contact lenses: [ Rigid [ Soft [ Extended Wear [J Other Are they comfortable? [yes D no

Family History
Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions:

DISEASE/CONDITION NO YES ? RELATIONSHIP TO YOU
Blindness O ) 0
Cataract a 0 )
Crossed Eyes 0 a O
Glaucoma a 0 a
Macular Degeneration ad O )
Retinal Detachment/Disease 0 ] 0
Arthritis 0 ad O
Cancer O 0 0
Diabetes a ad )
Heart Disease a a a
High Blood Pressure a 0 )
Kidney Disease d O a
Lupus a a a
Thyroid Disease [m a O
Other 0 O a

% Please turn this form over and complete side two %



Social HlStOfy This information is kept strictly confedential. However, you may discuss this portion directly with the doctor if you prefer.
O Yes, I would prefer to discuss my Social History information ditectly with my doctor. (Check box)

Do you drive? O no yes If yes, do you have visual difficulty when driving? O no Oyes If yes, please describe:

Do you use tobacco products? Ino yes If yes, type/amount/how long;

Do you drink alcohol? O no O yes If yes, type/amount/how long:

Do you use illegal drugs? OO no Odyes  If yes, type/amount/how long:

Have you ever been exposed to or infected with: [ Gonorthea [ Hepatids [ HIV (3 Syphilis

Review of Systems

Do you currently, or have you ever had any problems in the following areas:

SYSTEM NO YES °? NO YES
CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT
Fever, Weight Loss/Gain o a o Allergies/Hay Fever o d
INTEGUMENTARY (Skin) 0 a 0ad Sinus Congestion m 0
NEUROLOGICAL Runny Nose 0 =
Headaches 0 m] a POSt’NaS%I Drip 0 0
Bfiprataes a o a Chronic Cough 0 a
St - = O Dry Throat/Mouth a a
EYES RESPIRATORY
Loss of Vision A g 0o Asthma ™ =i
Blutred Vision = = T = gg;g;fn’;‘;“hm 5 o
Distorted Vision/Halos - e VASCULAR / CARDIOVASCULAR
Loss ot Side Vision d O 0 Dishet O )
Double Vision a a o H eirf I(:Zin 0 o
\D{ryness _ a a 3 High Blood Pressure a a
Mucous Discharge a a a Vascular Discase 0 o
kT d i ez GASTROINTESTINAL
Sandy or Gritty Feeling a O a Diarrhea 0 0
]IBtchn}g g g g Constipation d O
Surning _ GENITOURINARY
Foreign Body Sensation 0 O O Genitals/Kidney/Bladder | a
Excess Tearing/Watering o g 0 BONES / JOINTS / MUSCLES
Glare/Light Sensitivity (] a a Rheuiratoid Asthiitie I ]
Eye Pain or Soreness a a a Muscle Pain i 0
Chronic Infection of Eye or Lid (O a a Joint Pain ) o1
Sties or Chalazion a a 0 LYMPHATIC / HEMATOLOGIC
Flashes/Floaters in Vision ) | a Anemia 0 )
Tired Eyes a 0 a Bleeding Problems a a
ENDOCRINE ALLERGIC / IMMUNOLOGIC 0 a
Thyroid/Other Glands a a a PSYCHIATRIC a )

If you answered YES to any of the above or have a condition not listed, please explain & list medications:

aaaa a0 O OO O0oo Q0 agagoon

I wish to be contacted in the following manner (check all that apply):
O Cell
O Work
O Home

Doctor’s Signature Date



DeCARLO OPTOMETRY — PRACTICE POLICIES

ASSIGNMENT OF BENEFITS

| hereby authorize and direct my insurance carrier to issue payment directly to Dr. Michael P DeCarlo
Optometry Inc. for healthcare services provided to me. |also authorize the release of any information
required for payment to be made. | authorize use of this form on all my insurance submissions.
Initials
FINANCIAL RESPONSIBLILTY

Payment for all materials and professional services rendered is due at the time of service. | understand
that | am financially responsible for copy, coinsurance and/or deductible at the time of service and for
any materials or services rendered that are determined to be “non-covered services” by my insurance.
Initials
NOTICE OF PRIVACY POLICY

In the course of providing services to you, we create, receive and store health information that identifies
you. It is often necessary to use and disclose this health information in order to treat you, to obtain
payment for services, and to conduct health care operations involving our office. The Privacy Policy
describes these uses and disclosures in detail. You are entitled to a copy of our Privacy Policy and is
available at your request.
Initials
CONTACT LENS & SPECIALTY SERVICE FEES

Contact lens fitting services, specialty evaluations (i.e. dry eye evaluations, myopia control) and specialty
diagnostic testing/imaging are not an included part of a comprehensive eye exam and additional fees
apply. Feesare dependent of the type of evaluation, contacts, diagnostic testing/imaging and
complexity of the case.
Initials
RETURN POLICY

Due to the specialized and custom nature of eyewear, there are no returns or exchanges for any
purchased eyewear and eye care products (including but not limited to lensed, frames, sunglasses,
contacts, sprays, cloths, etc). If there is a change in prescription after receiving the new lenses, the
lenses can be redone one-time at no charge within 90 days. All of our frames and lenses have a one-
year warranty for any manufacturer defects from the date of purchase, which does not include
accidental damage or normal wear and tear.

Initials

Patient Name

Patient/Responsible Party Signature Date




