. O
‘:OPtiC New Patient Intake Form Date
L

EYE CARE FEARRE MRN
Patient Information JEAEE
FIRST NAME (&%) LAST NAME (#4EG) BIRTHDATE (4 HEHB) | GENDER (t4351)
M OOF
ADDRESS (M) APT #CITY (i) STATE (/)| ZIP CODE (#%%)
PHONE (EBiE£%3) EMAIL (F8FHB)
Medical Information EfF{SE
FAMILY DOCTOR (FREEEXE) PHONE (EB1ES13) PHARMACY (E1%25/%3) PHONE (EB1ESf3)
( ) - ( ) :
1. What is the reason for your visit? ((ZRiFHER2HA?)
O Blurry vision (#l7348##) O Floaters (TK&E) O ltchiness (AREE) O Watery eye (AREZ)
O Dry eyes (FARAE) O Flashes of light (/83%) O Eye discomfort (AREEE) O Redness (ARZI)
Other EfBJRA (please explain i5#RTE)
2. Date of last eye exam? (_L)RERREHEZEHHR) / / from which doctor? (BZIEL?)

3. Have you ever had your eyes dilated? (f&LARIHIZ EEFLEANG?) O No (i%B) O Yes (B)
4. Have you had any eye surgeries? ({ELARISUZARFIFARIG?) O No (;j2%5) O Cataract surgery (HRIEFK)
O Glaucoma surgery (B7%¢ARFN) O Retinal surgery (LRAEFA) O LASIK
Other EthTFR (please list {SHEFE)

5. Are you currently taking any medications? ({Z7EARFE@Z54H05?) O No (%) O Yes (B) (please list i57I4)

6. Any drug allergies? (fEEZ54i38115?) O No (%) O Yes, (B) O Penicillin &% O Sulfa f&f%
Other ELtBISBLIE (please list EHRTR)
7. Do you or any family members have ({ZHEHREKRRE):

SELF FAMILY NONE SELF FAMILY NONE
_ ) B =E 88 B XRE 88
Diabetes (¥E5RS5) O O O Glaucoma (FY¢IR) O O O
If SELF, what is your last recorded Alc? . ST
W, IR AlC BRESL? ——————— Macular degeneration (HFSStE) O 0 O
High blood pressure (S/E) O O O Retinal disease (UMJf=HH) O O O
Heart disease ({C\BIHS%) O O O Eye cancer (HRE) O . t

[0 CONSENT FOR TREATMENT: | authorize Optic Eye Care to administer diagnostic and medical procedures as may be for proper
ocular health care. EIEIESZIATT: AN ATELEIN Optic Eye Care BHTIEHAVMREMREEIZHTFIETIZF -

0 OFFICE POLICY ON PAYMENT: | understand that | am responsible for payment of all charges, including any deductible, copay, or
any other balance not paid by my insurance at the time of billing. | authorize insurance benefits to be paids directly to the provider,
if | request it. DRETRBIER: L THRBREREIBEEA, SIFHUREM. OMa KRN FRIVRERRARSSIHEE MR
. INRFREER, BENERREEEZVEETRSREES .

OO DILATING DROPS: Dilating drops are used to enlarge the pupils of the eye to allow for a better view of the inside of your eye. If
required, | authorize my provider and/or assistants to administer dilating eye drops. BREEZG7K: BUEZS/ K BT HAREFL, LUER T
WERARIBENER. NBHFE, HENENETIRSREEF/SENIEEREEIRZX .

Patient Signature JEAEZ Date HEA




