WELCOME TO THE OFFICE OF
UNIVERSITY EYE ASSOCIATES, OD, P.A.

Date
PATIENT INFORMATION (Please Print) Social Security #
Patient’s Name (Last) (First) Middle
What name do you prefer to be called? Date of Birth Age Sex: M F
Address City/State Zip
Home Phone Work Phone E-Mail
Marital Status:  Single ~ Married  Other Spouse or Parent’s Name
Employer Occupation If Student:Grade/School
Has anyone in your immediate family been examined in this office before? Y/N If Yes, who?
Whom may we thank for referring you to us?
Whom may we contact in the event of an emergency? Phone
HEALTH INFORMATION
Reason for examination
Do you wear prescription eyeglasses for: ~ Reading = Distance  Both
Do you presently wear contact lenses? Y/N If not, are you interested in contact lenses? Y/N
Are you interested in laser surgery to correct your vision? Y/N
Date of last eye exam Previous eye doctor Family physician
Medicines you are presently taking
Are you allergic to any medication? Y/N If yes, what?
Are you pregnant? Y/N If yes, how many months?
Please check if you or any of your immediate family have had any of the following:
You  Family You  Family You  Family
Blurred Distance Vision Flashes/Floaters ___ Eye Surgery -
Blurred Near Vision - Color Visionloss _ Allergies -
Frequent Headaches - Crossed Eyes ~ HighBlood Presssure
Double Vision - Glaucoma ~ Diabetes -
Pain in/around eyes - Cataracts ~ Thyroid Problems -

Other eye related problems or diseases

Have you ever had an injury in or around the eye(s) which required treatment? Y/N If yes, describe:




EYE WEAR TO FIT YOUR LIFESTYLE

Please CIRCLE cach of the following that applies to you:

Computer use  Day/Night driving  Sporting/outdoor activities Light sensitive  Bothered by glare
Desire thinner & lighter lenses ~ Glasses are 2 years or older  Desire Progressive (No-Line) bifocals/trifocals

Desire sun/UV protection ~ Hobbies How many pairs of glasses do you own?

INSURANCE INFORMATION
__Medicare  Medicaid  Medigap _ Vision Insurance  Medical Insurance  Workman’s Comp

Vision Insurance Name of Policy Holder DOB

Policy Number (ID) Group Number

Employer Name and Address

Medical Insurance Name of Policy Holder DOB

Policy Number (ID) Group Number

Employer Name and Address

Secondary Insurance Name of Policy Holder DOB

Policy Number (ID) Group Number

HEALTH INSURANCE CLAIM RELEASE

NAME OF INSURANCE COMPANY/COMPANIES

Please check the box which applies to your insurance coverage and sign in the space provided.

O I request that payment of authorized MEDICARE benefits be made either to me or on my behalf to
University Eye Associates, O.D., P.A. for any services furnished by that physician/supplier. I authorize any
holder of medical information about me to release to the Health Care Financing Administration and its agents
any information needed to determine these benefits or the benefits payable for related services.

0 I authorize the release of any medical or other information necessary to process my insurance claims. I
authorize payment of medical benefits to the undersigned physician or supplier for services

Patient Signature Date



