Kat Eyes Optical
Date: ________________

Name: _____________________________________________________Other names_____________ Age: ______

Address: ______________________________________________________________________________________

Home Phone :_____________________________Work Phone: ___________________Cell: ___________________

Date Of Birth: ________________ Sex:- M  F    Marital Status  S  M   D   W    SS#:___________________________

Employer:_______________________ Occupation:_________________________ Email:_________@___________

Contact In Case Of Emergency :_______________________________ Phone #______________________________

Insurance information (If applicable) 

Primary Insurance ________________________________________Subscriber ______________________________

DOB of Subscriber _________________ SS# of subscriber ____________________Employer of subscriber___________________________

Ins ID# ________________ Group #____________________ Is this a medical plan ? _________________________
Secondary Insurance _________________________________________ Subscriber __________________________

DOB of Subscriber _________________ SS# of subscriber ____________________Employer of subscriber___________________________

Ins ID# ________________ Group #____________________ Is this a medical plan ? _________________________

What brings you in today ? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medication ( Oral, Drops, Topical or over the counter) _____________________________________________________________

Drug or Skin Allergies:___________________________________________________________________________

Date of last Eye examination:___________________________ Doctor:_____________________________________

If you use vision correction (Glasses or contact lenses)  Or if you use no vision

 Correction at this time, do you suffer from any of the following:

	
	Y
	N
	
	Y
	N

	Near vision Blur
	
	
	Dry Eyes
	
	

	Distance Vision Blur
	
	
	Watery Eyes
	
	

	Middle Vision Blur
	
	
	Pain in or around Eyes
	
	

	Double Vision
	
	
	Red Eyes
	
	

	Headaches
	
	
	Eyes Discharge
	
	

	Spot / lines in vision
	
	
	Itchy Eyes
	
	

	Flashes in Vision
	
	
	Loss of side vision
	
	

	Distorted Vision
	
	
	Fluctuating Vision
	
	

	Glare
	
	
	Light Sensitivity
	
	


Do you use a computer?   Yes  No  If Yes, approximately how many hours per day: ______  Hobbies:________
Have you had any Eye injuries or Surgeries? Yes No If Yes, please Explain:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you ware contact lenses? Yes No Are you interested in contact lenses ? Yes No If you stopped Why ? ______________________________________________________________________________________________

Type of Contacts: Soft RGP  Age of Current Lenses:______________________ Replace how often? _____________

Solution used: ______________________ Do you sleep with you contacts in ? Yes No If Yes, How often_________

Are you having any problems with your contact lenses?_________________________________________________

Do you have glasses with a current prescription? Yes No 

Do you or  any blood relative current suffer from or have a history of:
	
	SELF
	FAMILY
	
	SELF
	FAMILY

	
	Y
	N
	Y
	N
	
	Y
	N
	Y
	N

	Glaucoma
	
	
	
	
	Keratoconus
	
	
	
	

	Cataracts
	
	
	
	
	Cross Eye (Strabismus)
	
	
	
	

	Lazy Eye (amblyopia)
	
	
	
	
	High Blood Pressure
	
	
	
	

	Color Blindness
	
	
	
	
	Diabetes
	
	
	
	

	Macular Degeneration
	
	
	
	
	Multiple Sclerosis
	
	
	
	

	Retinal Detachment
	
	
	
	
	Cancer
	
	
	
	


If you or any Blood relative have any other eye diseases / disorder not listed above, please list and explain:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you or have you had any of the following:
	
	Y
	N
	
	Y
	N
	
	Y
	N

	Sinus Problems
	
	
	Heart Disease
	
	
	Tuberculosis
	
	

	Airborne Allergies
	
	
	High Cholesterol
	
	
	Myasthenia Gravis
	
	

	Emphysema
	
	
	HIV
	
	
	Syphilis
	
	

	Arteriosclersis
	
	
	Thyroid Disease
	
	
	Shingles / Herpes
	
	

	Chronic Obstructive
	
	
	Rheumatoid Arthritis
	
	
	Lupus
	
	

	Pulmonary Disease
	
	
	Siogren’s Syndrome
	
	
	Liver Disease
	
	


Do you suffer from ANY other diseases / disorder not listed above :__________________________________
Name of Primary Care Doctor:__________________________________________________________________

Date of last general health exam: _______________ Overall health: Good   Fair   Poor

Are you pregnant or lactating?   Yes  No   N/A    Do you use Tobacco ? Yes  No

Do you use and recreational drugs? Yes  No If Yes, please list: _____________________________

How did you hear about us?     I am a Previous Patient_______   Friend/Relative _______ Doctor_________

Yellow Pages___________ Staff member_________ Insurance List _________WEB __________ Other____________  Who may we thank for  referring you? _____________________________________

Payment Policy
In an effort to keep fees as low as possible, all fees are due on the day of service. You may pay by Cash, Check, Debit card, or Credit card. If you have insurance that we participate in, we will gladly file the necessary forms for you. Ultimately, you are responsible for any balance due to our office along with any fees associated with collection of those balances (including, but not limited to, co-pays, deductibles, co-insurance, returned checks fees, etc….) 

Thank you for your co-operation.
I agree to the terms listed above.

Signature:________________________________________________________Date:_______________

Desired method of payment: Cash [  ] Check [  ] Debit card [  ] Credit card [  ] 

Who is responsible for your bill (those charged not covered by insurance)?   Self [  ] Other ____________
AUTHORIIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION
I HAVE READ Kat Eye’s Privacy information sheet (HIPPA) and I authorize this office to release health information identifying me ( including if applicable, information about HIV infection or AIDS, information about substance abuse treatment, and information about mental health services) under the following terms and conditions:

1. Detailed description of the information to be released:

2. To whom may the information be released [name(s) or class(es) of recipients].

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible to state” at the request of the individual” as the purpose, if desired by the individual):

4. Expiration date or event relating to the individual or purpose of the release:

It is completely your decision  whether or not to sign this authorization form. We cannot refuse to treat you if you choose not to sign this authorization.
If you sign this authorization, you can invoke it later. The only exception to your right to revoke is if we have already acted in reliance upon the authorization. Send this notice to the office contact person.

When your health information is disclosed as provided in this authorization,  the recipient often has no legal duty to protect its confidentiality. In many cases, the recipient may re-disclose the information as he/she wishes. Some times , states or federal law changes this possibility. Our office, however, will protect your health information as stated in out HIPPA information sheet.

I HAVE READ AND UNDERSTAND THIS FORM, I AM SIGNING IT VOLUNTARILY. I AUTHORIZE THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCTRIBED IN THIS FORM AND KAT EYE’S HIPPA SHEET.

Dated:______________________________ Patient signature:_______________________________________

If you are signing as a person representative of the patient, describe your relationship to the patient and the source of your authority to sign this form:

Relationship:____________________________________ Print name:___________________________________

Source of authority:___________________________________________________________________________

