Personal Patient History information for my Record at the office of
                                                           Dr. Jeffrey R. Coleman, Optometrist, P.A.
I am  Mr.__Mrs.__ Miss.__Ms.__ Dr.___ (Full name) _________________________________________________________
I would like to be called ___________________, thanks.  I am  _____   years of age and was born on ____/_____/________.
My Physical Address is ____________________________________City______________________St______Zip____________

Mailing Address (if different than above):______________________________________________________________________
Phone #Mobile_(_____)_______________Home_(_____)_________________________Work_(____)______________________

My best contact source is my (rate 1st, 2nd, 3rd etc.)  _____MOBILE (call or text?)   _____WORK   ______HOME   _____EMAIL      

My Email Address is:_____________________________________________________     Soc Sec#________-________-_______
Employer______________________________________________________ Occupation_________________________________ 


May we contact you via (circle any/all) email, text, cell voicemail, home voicemail, for important information/notifications?
Who is responsible for payment, co-payment, deductibles, non-covered services, and products ordered?  ___Myself above

OTHER:_________________________________________________________________Relation to Patient_________________

Mailing Address_____________________________________________City___________________St ______Zip____________

Best Phone number(s) to reach this person:______________________________________________________________________
Eye exams and office visits may be entirely medical, entirely vision related, or both.  Please list your coverage and present your most current card or information so that we may quickly and correctly help you by filing a claim on your behalf. 

My PRIMARY MEDICAL Insurance is:   ___________________________________________________________________

My SECONDARY MEDICAL Insurance is: _________________________________________________________________

I also have a VISION PLAN which may cover some of my vision exam, glasses, and/or contact lens fees and products.

My VISION PLAN is: _________________________________________  and I have a Benefit / HSA Card   YES   /  NO
Please read carefully and sign below:
Ultimately, medical insurance and vision plan coverage varies and rarely covers all goods and services.  Coverage may also be dependent on the diagnosis reached.  I understand that sometimes insurance can take quite a while to let Dr. Coleman’s office know if there is any portion of the bill left that I am responsible for and often I will be notified by my carrier of balances or refunds well before Dr. Coleman’s office is notified.  By signing below I confirm that I understand these situations and office policies, and that I agree to pay for any and all co-payments, non-covered charges, deductibles, future statements, and products ordered.  By my signature I also authorize the release of any medical information necessary to any insurance or other entity in order to process my claim.  I authorize payment of benefits, if applicable, to Dr. Jeffrey R. Coleman, participating physician, for covered goods and services rendered to me.  
                                                           Signed_______________________________________dated________________
PAST DUE ACCOUNTS ARE SUBJECT TO FINANCE CHARGES, COLLECTION AGENCY, AND ATTORNEY FEES. RETURNED CHECK FEE: $30.
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Personal, family, and social history (required by insurance) for my complete examination: 
Name ___________________________________________________________________________
Emergency contact: ____________________________ Phone Number: ____________________

EYE/VISION HISTORY:  

About how long has it been since your last eye exam?  1 year   2-4 years   5-10 years   never  

I have currently or have had in the past an…  (Please circle all that apply to you.) 
Eye injury
Eye surgery   Eye disease   Eye Medicine   Eye strain   Eye Pain   Watery eyes
Itching eyes   Double vision   Crossed eyes   Headaches   Glaucoma   Cataract  

Macular Degeneration    Halos around lights    Flashing lights   Floaters
  Poor far vision   
Poor near vision    Decreased night vision    Zig-zag lights   1 Weak Eye   Other_______________
Do you wear glasses?  Y  /  N      Do you wear contacts?  Y  /  N  

Are you interested in contacts?  Y  /  N   Are you interested in refractive surgery?  Y  /  N  
MEDICAL HISTORY: 
About how long has it been since your last medical or physical exam?  1 year   2-5 years   5+yrs 
Who is your Primary Care Physician or family doctor?   _________________at_______________

I have had or currently have problems with…  (Please circle all that apply to you.) 
Allergies (food, pets, seasonal)                          Bone, Muscle, Joints, Back, etc
Fever, weight loss, fatigue, etc
                          Lung, Breathing, or Respiratory      
Stomach, Digestive, or Gastrointestinal           Neurological (headache, seizures, etc.)   
Dermatological or Skin conditions                   Psychiatric (depression, anxiety, etc)
Heart, Blood pressure, Cholesterol                   Endocrine (diabetes, thyroid, etc)   

  
Infections (bacterial, viral, hepatitis, HIV)      Ear Nose or Throat
Are you pregnant?  Y  /   N      Other:__________________________________________________
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If possible, please bring and present a LIST of CURRENT MEDICATIONS with doses and uses for us to copy for your record.  (This is a good thing to have with you for an emergency and to present to any health care provider to assist in your best and safest possible care.)

If you have a current list of your medications please present it to the front desk now.  If not, 
Please list your medication here or ask a staff member to help you with this list.

__________________________________________________________________________________

I have NO DRUG ALLERGIES.  I AM ALLERGIC TO THESE MEDICINES!                    
Social History
__

Do you or have you ever smoked?   Yes     No, never      No not now, I quit ____ years ago. 

Do you consume alcohol?   No never,    no longer,    occasionally socially,    daily.
Married   Single   Divorced   Widowed   My 2 favorite hobbies are:_________________________
Would you be interested in filling out a brief dry eye survey?  You can do it now, sometime during your visit, or take it home with you.  It will only take a few minutes and the survey can help Dr. Coleman help you if you think you might have dry, watery, or itchy eyes.  
YES    No Thanks

Would you be interested in a simple and painless macular degeneration test that can assess your risk of developing macular degeneration?  It is available to those who might have any detectable sign of macular degeneration and are over age 60.  The test has zero cost to you, and best of all, you perform it on yourself in just a few minutes while at our office.   
YES    No Thanks

Would you be interested in the most up-to-date dietary supplements for macular degeneration?
MacuHealth is a supplement that works in conjunction with your regular multi-vitamin to deliver the best amount of Lutein, Zeaxanthin, and Meso-Zeaxanthin… pigments that protect the macula and are difficult, if not impossible, to get in your regular healthy diet or any other ARED’s, eye, or multi-type of vitamin.  
YES   No Thanks
It may be necessary and/or advised that your eyes be dilated in order to provide a full assessment of your eye health and vision.  While there are other ways to look in the back of the eye, dilation still remains the gold standard for internal eye visualization by the doctor.  Dilation is painless, begins to wear off quickly, and will wear off completely in a few hours.  Dilation will mainly affect near vision and will not greatly affect your ability to drive.  Do we have your consent to perform a dilated examination if needed?

(Circle)    YES       NO       Not today, I would rather come back at a more convenient time.
