Health History Questionnaire

Please fill out this questionnaire as thoroughly as possible. This information will assist us in caring for your vision and eyes. All
information given is confidential. If you are unable to fill out this form please inform the front desk for assistance.

Patients Name:

Date of Birth:

Please explain the reason for your visit with us today?

Today’s Date:

Do you Wear Glasses? INO [YES(DODistance DONear 00Bifocal) Wear Contact Lenses [INO [YES(O0Soft NG Teric D0Gas

Perm (10Bifocal)

Are you interested in Contact Lenses( INO OYES) or Laser Refractive Surgery (INO OYES)?

Do you currently have any problems in
the following arcas? If yes, please

Do you currently have any
problems in the following areas? If

Do you have any allergies to medications
(if YES, please list all medications to
which you have allergies)? ONO DYES

provide the information yes, please provide the information
NO | YES NO | YES
Blurred vision | U 0 Fever O (o
Poor Night 1 | Weight 0O
vision Gain
SF‘? Spots in il (] WeightLoss | 1 | U
vision 0O lo
SeeFlashesof | [1 | [0 Stuffy Nose
Light Hearing ] 0
.. = Loss
Double vision | [l H|
TR Cough a o
Red Eyes - High Blood | [] | []
ltching h H] Pressure
Burning o jd Heart OO
Foreign Body | [ [ Problems
Sensation Asthma [
Pain in Eyes ! h Emphysema | [ | [
Drooping 0 ] Stomach O 0
eyelid Uleer
Eye turning B Diarhea 0
Have you ever had any problems in the Constipation | [1 | [
following areas? If yes, please provide Painful S
the information Urination
NO | YES Frequent O (0o
Eye Surgery D [ Urination
Macular ool Arthritis oo
Degeneration Back Pain o
Vision Loss 0 0 Warts ] ]
Retinal o o SkinRashes { U | U
Disease 3
Cataracts O | o Skin Cancer | [1 | [
Eye Trauma 0 O Headache {4
Glaucoma R Depression | [1 | [
. Insomni g 10
Please check any of the following o B
conditions your immediate family Anxiety
currently has or has had in the past. Diabetes 0 | d
NO | YES Tl}yrcﬂd 010
Diabetes O (] Disease
High |
High Blood 1 O Cholesterol
ls’:s;ure Anemia I
ake
B D |0 Hay Fever g g
ncncss U L Lupus 0 |
Cataracts J O Please list any medical conditions not
Macular 0 fo included above.
Degeneration
Lazy Eye ] O
Glaucoma 0 0

Please list all medications you are
current]y taking (prescription and over-the-

cennter)? (INone

Occupation:

Employed by:

Last Eye Exam Date;

by:

Last Medical Exam Date:

by:

Do you Smoke? N0 11YES
{if yes, how much? )
Do you drink alcohol? oNo ovEs
(if yes, how often? )

Please include any additional
information from boxes indicated
YES on this form.




[re, Drrro & Musice EYE CARE CENTER — KENTUCEY EVE INSTITUTE
PATIENT REGISTRATION FORM

PLEAS Today's date;
o EERINT {ma] ey} )
Patient name: Mick name:

{first) {md) (ast)
Address:

istreet) {city) (state)  (zip)
Date of birth: _____ Social Security #: S Omale Ofemabs

(mo) {day) ()
accupation: EMmployer;
{nama) {city) {state)
Your amall addrass:
home phone:| } work phane:| } Spovse;
Family doctor:
{name) {oity) (elata)

Hawve you been seen or baen freated beforg by Dr. Bitte or Dr. Musick? OMNo OYes Esfimated date of last visit;
{mo) ({yr}
Wino referred you to us? Olhave previously been examined or iraated here Drelative Diriend Dinews arlicle
Oone of our patients Oinsurance OYellow pages OIDept for the Blind  Ointemet
Oolher:
Crefarred hara by another doctor: for:
(narme of docion (ety) ineason refarmed)

Do you have any type of medical Insurance? ONo OYes:

[HOTE: i you have a medical dlagnosals today, your offics {name of insurancs)
wislt may be able to be fled with your med|cal insurance)

Do you have ingurance far routine eye exams or glassesy ONo
O as:

(nams of insurance)
RESPONSIBLE PARTY BILLING INFORMATION

Mame: relationship to patient:

Address;

(streat) (city} (state) (zip)
FOR ALL PATIENTS: ProTECTED HEALTH [FORMATION COMSENT, INMSURANCE AUTHORIZATION & FRaMcial RESPONSIBILITY

| give my consant for protectad health information to be created, maintained, and usad by Kentucky Eye Instituta
[KEI} for treatment, biling, andfor other health care operations. | give consent to examinalion andlor treatment by
Dra. Ditto, Musick, Patterson and/or Kroggel. | request that payment of authorized Medicare/Medicaid andfor other
Insurance benefils be made cn my behalf to Dra. Ditto and/or Musick or to KEI for any applicable services or
products provided to me. | authorize any holder of medical information about me fo release fo the Centers for
Medicare and Medicald Services [CMS) and its agents or other insurance companies, any information neaded to
determine thase benefits or the bansfits for related services. | understand that it is my responsibility to obtain
appropriale referrals, when necassary, from my primany care phyzician or health cane plans. | understand that | am
responaible for payment of services or products, if applicable, for which | did not abtain a valid or timety referral, |
acknowledge that | am respansible for payment at the time of each visit for all services or products provided by Drs.
Ditte and Musick, Jessaming Oplical or KEI which are nof covered by an assigned insurance or agency
autharization or for which no pricr payment arrangement has bean made. | agres o pay all reasonable allormey
faas and collection costs in the event of non-payment of my charges,

Patient's signature: Date;

INSURANCE: PLEASE PRESENT ALL OF YOUR MEDICAL IWSURANCE OR VISION PLAN CARD(S) TO THE RECEPTIOMIST AT
THIS TIME 50 WE MAY MAKE COPIES TO ASSIST US IN FILING ANY APPLICABLE INSURANCE CLAIMS FOR YoOuU. THAMK YOUI



KENTUCKY EYE INSTITUTE
CONSENT FOR PATIENT CONTACT

From time to time, it may be necessary for Kentucky Eye Institute to contact you
concerning a variety of issues that pertain to your medical care. While the following list
is not all-inclusive, we might need to contact you to:

Make an appointment

Cancel an appointment

Inform you that your glasses or contact lenses are ready to be picked up
Discuss your medical care and treatment

Etc.

To assist you with your needs and to address the patient privacy issues described in the
Health Insurance Portability and Accountability Act of 1996, we need you to specify the
alternative ways we may contact you in the event we cannot reach you personally.

You may contact me by: (please check any box(es) that apply)

O Leaving a message on my home answering machine
) Leaving a message on my work answering machine
) E-mailing me at home
() E-mailing me at work
() Leaving a message with anyone who answers my telephone at home
) Leaving a message with anyone who answers my telephone at work
(J uU.S. mall

() Other (specify):

In the event you cannot contact me personally, you may discuss my care with any of the
following individuals:

Name Relationship Phone
Name Relationship Phone
Name Relationship Phone
() No one

| give my consent for any representative of KEI to contact me regarding my care using
the means | have indicated by the checked boxes above. Further, | give my permission
to discuss my care with the individuals whose names are listed.

Patient’s Signature Date





