TOWER OPTOMETRY
Date: _____________________

     



       Patient #:______________________

SECTION 1:  PATIENT INFORMATION

Patient’s Name: __________________________________________________________________________________     

     


(First Name)
  
  
     (M.I.)     
               
   (Last Name)

Address: _______________________________________________________________________________________
                   
        (Street)                                                     (City/State)                                                    (Zip Code)
Email________________________________________________________
( Home Phone: (_____) ___________________________   ( Work Phone: (_____) _________________________

( Cell Phone: (_____) ____________________________ 

Sex:    ( M      ( F      Date of Birth:  _______________________Last Four digits of Social Security number ________            


SECTION 2:  PARENT OR LEGAL GUARDIAN INFORMATION – FOR MINORS ONLY

LEGAL GUARDIAN or PARENT NAME: __________________________________________________________

Home Phone: (_______) ___________________________    Work Phone: (_______) _________________________

Cell Phone:  (_______) ____________________________     Date of Birth:  ________________________________

If indicated, do you give the Doctors at Tower Optometry permission to dilate your minor’s eyes?    Yes     No

SECTION 3:  INSURANCE INFORMATION

VISION  Insurance Carrier: ____________________________________________________________________

Name of Policy Holder: ______________________________Policy Holder’s Date of Birth: ______________   M     F

MEDICAL Insurance Carrier: _________________________________________________________________

Name of Policy Holder: ______________________________Policy Holder’s Date of Birth: ______________   M     F

  
SECTION 4:
1)   Race:      ( American Indian or Alaska Native        ( Asian         ( Black or African American       ( White

         
          ( Native Hawaiian       ( Other Pacific Islander        ( More than One Race        ( Refused to Report

2)   Ethnicity:    (  Hispanic or Latino        (  Not Hispanic or Latino

3)   Preferred Language:  _______________________________________

4)   Preferred Notification Method:        ( Postal Mail             ( Phone       
( Email    


SECTION 5:  EMERGENCY CONTACT INFORMATION

In case of emergency, whom should we notify? _________________________________________________________

Relationship to Patient: ____________________________________      Phone: (_____) ________________________


Patient Name:  _______________________________________         Patient  #:  __________________
SECTION 6:  DISCLOSURES TO FAMILY MEMBERS AND FRIENDS

I hereby give my permission to disclose personal medical information about my treatment to the following individuals:

( Same as Emergency Contact.

· I do NOT give permission to disclose personal medical information about my treatment to family members or friends.

Name: _______________________________Relationship: ___________________Phone #: (___) ________________

Name: _______________________________Relationship: ___________________Phone #: (___) ________________

Name: _______________________________Relationship: ___________________Phone #: (___) ________________  


SECTION 7:

MAY WE LEAVE PERSONAL MEDICAL INFORMATION ON YOUR ANSWERING MACHINE?   YES     NO 

_______________________________________________________________________________________________________
SECTION 8:

· Assignment of Benefits/Release of medical information

I request that payment for authorized Medicare or other applicable private insurance

      benefits be paid directly to Tower Optometry for services provided under their care. 
       I also authorize Tower Optometry to release necessary medical information to my insurance company, 
       its agents, or any third party in order to determine payable benefits for the services rendered.

· Financial Responsibility

I understand that I am ultimately responsible for any unpaid balance or non-covered service.

· Missed Appointments

Our office requires 24 hour notice for cancellations. Failure to do so may result in  a $30.00 fee.

· HIPAA Disclosure form
I acknowledge that I have reviewed a copy of Tower Optometry’s Notice of Privacy Practice which includes electronic access to medical history. I understand that Tower Optometry has the right to change its Notice of Privacy Practices from time to time and that I may contact Tower Optometry at any time to obtain a current copy of the Notice of Privacy Practices.

I have reviewed the statements above and understand my responsibilities.

______________________________________________

______________________

Patient Signature





       Date

    (Or Parent/Legal guardian of minor)

      ______________________________________________



             Print Name

CURRENT MEDICATIONS
Name:_______________________________________Patient#______________________________





      MEDICATION ALLERGIES

Medication
_____________________________  Reaction: __________________________________

Medication      _____________________________  Reaction: __________________________________

Medication
 _____________________________ Reaction:__________________________________

**PLEASE INCLUDE OVER-THE-COUNTER NON-PRESCRIPTION MEDICATIONS,  VITAMINS AND HERBAL DIETARY SUPPLEMENTS**

	Medication
	Dosage
	Frequency
	Reason for Taking

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Name of Primary Care Doctor _________________________________
Name of Specialty Doctor _____________________________________

MEDICAL HISTORY FORM

Patient Name:____________________________________Patient#_______________




	MEDICAL HISTORY: PLEASE CHECK OR FILL IN ALL PHYSICIAN DIAGNOSED MEDICAL CONDITIONS ………..   


	 □Allergies:
        ○  Seasonal
        ○ Other:_________________________

□ Dermatological Disease:
        ○  Rosacea

        ○  Skin Cancer
        ○ Other:_________________________

 □ Immunological Disease:

        ○ Immune deficiency

        ○ Lupus or Scleroderma

□ Hematology/Oncology:

         ○ Cancer; type:_________________Year_______

□ Rheumatologic Disease:

         ○ Osteoarthritis

         ○ Rheumatoid Arthritis

         ○ Gout

□ Psychological/Emotional Disease:

         ○ Depression

         ○ Anxiety
□ Gastrointestinal Disease:

        ○ Crohn’s Disease, Ulcerative Colitis
        ○ Esophageal Reflux

□ Lung Disease:

     ○ Asthma

     ○ COPD

□ Liver Disease:

     ○ Hepatitis: type_______________

     ○ Jaundice


	□ Cardiovascular Disease:

     ○ High Blood Pressure

     ○ Heart problems;_______________

     ○ Heart Attack; Date:____________

     ○ Pacemaker


     ○ Irregular heartbeat

     ○ High Cholesterol

□ Endocrine Disease:

     ○ Diabetes

     ○ Hyperthyroid

     ○ Hypothyroid

□ Neurological Disease:

     ○ Stroke/Aneurysm

     ○ Seizure/Epilepsy

     ○  Multiple Sclerosis (MS)
     ○ Alzheimer’s

     ○ Fainting     
□ For Female Patients:

     ○ Are you pregnant/Planning Pregnancy?
     ○ Are you nursing?
□ Genitourinary Disease:

     ○ Prostate Disorder
     ○ Bladder Disorders

 □ Other/Not Listed:

     ○ ____________________________________

     ○ ____________________________________

     ○ ____________________________________

     ○ ____________________________________




	 Ocular History ( For SELF and Family)


	Conditions/Problems
	Indicate Self or Family members affected and exact nature of problems

	□□□□ □ Cataract Surgery
	

	□□      □ Glaucoma
	

	□□    □□ Macular Degeneration
	

	           □ Retinal Detachment
	

	□         □ Contact lens use
	

	           □ Other Eye Surgery
	

	□         □ Other 
	

	           

	Social History


	

	□Occupation_____________________________________________□Retired



	□ Smoker: ____Packs/day    □ Non-smoker     □ Quit smoking in ______




Patient’s signature 







Date






