Instructions For Completing Welcome to
Professional Eye Associates Form

This form can be completed either by printing it out and filling it out by
hand or by clicking from field to field and typing in the blank shaded
boxes and clicking on the check boxes where designated and then
printing it.

After completing form, please Bring it with you to your first
appointment

Please call 570-839-2221 and ask for Sandi if you have any questions
completing this form.

Thank you.



Welcome to Professional Eye Associates

Patients Information:

Vision Plan Information

Check: |_Dr.[ JMr. _Mrs. _|Ms| Miss| Jr._Jsr.[_I _Jit _Il | Vision Plans Accepted in our office:
Name: || VSP —Vision Service Plan __Aetna
First MI Last (] Penn Vision [ ] GHP-Regular/Gold
) | Optichoice _ | GHI
Preferred Name (Please call me): ] Vueflex

_ | Married __|Single[ Widowed __Domestic Partner

If Student | Full Time Student |  Part Time Student

Social Security Number:

Date of Birth: Age: Sex Check: _Mor _|F

Address:

City: State: Zip:

Home Phone: ( ) -
Cell Phone: ( ) -
Work: ( ) -

Email:

Fax Number: ( ) -

Employer:

Occupation:
_| Full-time ] Part-time | Self-Employed __ Not Employed
__ Retired

Driver’s License #:

Expiration Date:

Whom may we thank for referring you:

Spouse or Parent Information:
Spouse or Parent/Guardian info if patient is a minor
Name:

Employer:

Occupation:
Work phone: ( ) -

Ext:

__ Full-time [] Part-time [] Self-Employed ["] Not Employed
[] Retired

Driver’s License #:

Expiration Date:

o If you do not tell us you have a vision plan or medical
insurance before services are rendered, we will assume
no coverage exists.

o If you discover you have medical or vision insurance
after professional services or products are rendered, it is
your responsibility to file your own claim for
reimbursement.

o Our Office with NO EXCEPTIONS, will not back file
claims, post authorize claims, or refund fees.

o | certify that | have read this insurance clause and
understand the information provided and agree to its
terms.

Please sign in office:

Date:
Patient signature (Parent or Guardian if patient is under 18)

Our office is a medical facility. Often times your medical
insurance covers your exam or treatment of the eyes.
Diseases of the body can show up in the eyes.

Medical Insurance Information:

Employer Name:

Primary Insured’s Name:

Check: [ Full-time [ Part-time [] Self-Employed [] Not
Employed [] Retired

Relationship to Insured:
[ Self [] Spouse []Child [[]Other

Medical Insurance:

Insured ID#: SS#: - -

Date of Birth:

Group #:
Read & Sign This Medical Document

| certify that the information supplied on this statement
is accurate to the best of my knowledge.

Sign in office:
Patient signature (parent/guardian if patient is under 18)

Date:

Professional Eye Associates
9 Fork Street, Mt. Pocono, PA 18344/HC#2, Box 1702, Burger King Plaza,
Brodheadsville, PA 18322 570-839-2221/570-992-3933




Name:

Date:

Eye Health History

Check Yes or No to indicate if you currently have the following:
/

Date of last eye exam

Name of Medical Doctor

Date of last health exam

/

/

/

Do you wear eyeglasses (]Yes [INo
[JAIl the time [JOccasionally
[Reading EDriving [TV

Do you wear contacts? [JYes [JNo

Type:

Contact Lenses

Hrs/Day
Describe any problems you have with your

Blackouts

Bloodshot Eyes

Blurred Vision

Distance
Blurred Vision Near

Burning Eyes
Cataracts

Color Vision Poor

Crossed Eyes

Discharge from Eye

Dizzy Spells
Double Vision
Eye Infection
Eye Strain

Fainting Spells

OYes
Cyes
[yes

Cves

OYes
CYes
Oves
[Yes
[dvYes
[Cves
[JYes
Cyes
Yes
dYes

CINo
[INo
ENo

[INo

CNo
INo
CONo
CINo
ONo
CINo
OCNo
CINo
[INo
CINo

Floaters

Glaucoma
Headaches

Itching Eyes

Light Sensitive

Loss of Vision
Migraine Headaches

Night Vison Poor
Red Eyes

Seeing Halos

Seeing Flashes
Seeing Spots

Temp Loss of Vision
Twitching Eye
Vision Poor
Watering Eyes

[Iyes
Cves
[Clves
[yes
Cyes
[Yes
[yes

OYes
[Yes
OdYes
[Dyes
OYes
Cvyes
OYes
CYes
[Jves

CINo
CNo
CINo
[INo
[INo
[CINo
CINo

CNo
CINo
CINo
CINo
[CNo
CINo
CINo
ONo
ONo

Medical Health History

Check Yes or No to indicate if you have had the following:
Check Yes or No to indicate if an immediate family member (blood relative) has had any of the following:

AIDS/HIV

Avrthritis

Acrtificial Heart Valve
Artificial Joints
Asthma

Bleeding

Blindness

Cancer (Type )
Cataracts

Chemical Dependency
Diabetes (Type )
Drug Sensitivity
Emphysema

Epilepsy

Eye Surgery
Glaucoma

Hay Fever

Heart Condition

Yourself

Yes
OvYes
Oves
OYes
Oves
OYes
OYes
OvYes
OYes
OYes
OlYes
CYes
OYes
Ovyes
Cyes
OvYes
OvYes
OYes

Female Patients Only Please:
Are you pregnant: CJYes [CJNo

How many months?

CINo
ONo
ONo
ENo
No
CNo
CNo
ENo
ONo
ONo
CINo
CNo
ONo
CNo
ONo
CONo
CINo
ONo

Family Member

CYes
Oves
OYes
Oyes
dyes
OvYes
Cdves
Cves
OYes
OlYes
ClYes
JYes
OYes
OYes
Cyes
Yes
OvYes
OYes

CNo
CINo
ONo
ENo
CINo
CINo
ONo
CNo
ONo
[INo
ONo
ONo
BINo
CINo
CNo
CINo
CNo
CNo

Hepatitis Type

High Blood Pressure
Kidney Disease
Lazy Eye

Lupus

Migraine Headaches
Pacemaker

Poor Color Vision
Retinal Disease
Rheumatic Fever
Shingles

Skin Conditions
Stroke

Thyroid Conditions
Tuberculosis
Turned Eye

Alcohol Use
Tobacco Use

Yourself

Oyes [ONo
COyes [ENo
OYes [ONo
OYes [ONo
OvYes [INo
COyes [ONo
Yes [No
OYes [ONo
OyYes [ONo
OvYes [ONo
OYes [ONo
Cvyes [CONo
[Cyes [ONo
[dYes [ONo
OyYes [ONo
OvYes [ONo
CYes [CNo
BYes [No

Family Member

Cyes [CONo
OvYes [ONo
Cyes [ONo
OYes [No
Cyes [INo
Ovyes [CNo
Ovyes [ONo
Yes [ONo
Ovyes [INo
OYes [DONo
OyYes [@ONo
OvYes [EINo
OYes [ENo
OvYes [©CNo
OYes [ONo
OYes [ONo
Ovyes [ONo
OyYes ©EiNo

Did you know that the suns rays cause

harmful eye disease? OYes CNo

Do you wear sunglasses to protect your

Eyes? [dYes ONo

Medications

Allergies

List medications that you are currently taking: including eye drops

List your allergies to medications or other substances:

Pharmacy Name:

Phone #:

Professional Eye Associates
9 Fork Street, Mt. Pocono, PA, 18344/HC#2 Box 1702, Burger King Plaza, Brodheadsville, PA 18322
570-839-2221/570-992-3933
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