Columbus Eye Associates, P.C.

Please fill out the following information in its entirety.

General Information

First Name: Mi: Last Name:

Circleone: Mr. Mrs. Miss Ms. Master Dr.

Date of Birth: ! { O male [l Female

Social Security Number: - -

Marital Status (circle one): Married Single Divorced Widowed Separated

Employment Status (circle one): Full Time PartTime Unemployed Retired Student Military

Occupation:

Responsible Party for patient: [ | Self [] Parent ] other

Ful! Mailing Street Address:

City/State/Zip Code:

Home Phone: Cell Phone:

Work/Daytime Phone:

Email Address:

Please teil us who referred you to our office:

Emergency Contact; Phone:

Relationship:

Insurance
Primary Medical Insurance Carrier:

Policy Number: Group Number:

Policyholder's Name: SSN: - - Birth Date: /

Patient's Relationship to Policyholder:

Primary Vislon Insurance Carrier:

Policyholder's Name: SSN: - - Birth Date: /

Policy Number: Group Number:

Patient's Relationship to Policyholder:

Secondary Insurance Carrier;

Secondary Policy Number:




Medical History and Information

Primary Care Physician:

Date of Last Eye Exam:

Chief Eye Complaint:

Any other issues you would like addressed:

Do you currently wear glasses? [ 1Yes [ | No
Have you ever tried contact lenses? [ JYes [ ] No

Do you currently wear contact lenses?
[yes ] No Brand:

Current Medications: Used to Treat:
{if more room is needed

for medications, please

use back side of this
sheet. Thank youl}

Medication Allergies:

Surgeries (Including Eye Surgeries):

Do you use .+ Tobacco? Always Sometimes Socially Never
Alcohol? Always Sometimes Socially Never
Other Substances?  Always Sometimes Socially Never

Family History - Is there a medical history within your family of the following:

Relationship to You

Distant

Condition Self Mother Father Brother Sister Grandparent Aunt Uncle Relative
Blindness O O | ] J O U ] O
Cataracts O ] O O | [ | Ll D
Crossed Eyes 1 O ] O O ] O O O
Macular Degeneration O 4 | i O U U O |
Retinal Betachment | O J O O O 0 [ ]
Glaucoma Ol ] O 0 L] | | O O
Diabetes 1 O O ) O [l O O Cl
Heart Disease D O ] O O D | O D
Cancer O O O [} ! (| J a ]
Arthritis O J ] ] | O O ] ]
] O (] ] Cd U O L] Ll

High Blood Pressure



Do you currently have or have you ever had any problems in the following areas:

Cardiovascular

] Arrhythmia
[JHeart Disease

[J High Cholesterol
[JHeart Murmur
["]Heart palpitations
[_]5troke

] Chest Pain

] High Blood Pressure
[TJLow Blood Pressure
] Swelling Feet/Ankles
(] Other

Head

[ chronic Cough
1 Ory Mouth
] Ear Infection
[J Encephalitis
CJGingivitis
[[JHeadaches
{]Migraines
[JHead Colds
[ Hearing Loss
[1Sinusitis

[[] Dizziness

] Nosebleeds
[T seizures

[ ]Sore Throat
[JTrauma
[10ther :

Neurological
[1Brain Damage

[J Brain Tumar

] Cerebral Palsy

] Dyslexia
{epilepsy

1 Muscular Bystrophy
1 Multiple Sclerosis
] Parkinson's Disease
[Jvertigo

[T 8lackouts
[_}Frainting
[[1Memory Loss

[ JTremors

O other

Endocrine

[ Crohn’s Disease
[[] Diabetes

[[] Hyperthyroidism
[] Hypoglycemia
[[] Renal Disease
[]Thyroid Disorder
(] cold Intolerance
[[JHeat intolerance
[] sweating

[]J Excessive Thirst
[ Excessive Urination
[ other

Lympbhatic
JAnemia

[JHodgkin's Disease
[ teukermia
[[]sickle Cell Disease
[Jvaricose Veins
[[]Blood Clots

[ Bruise Easily
[]Leg Cramps

7] Muscle Cramps
[]Gum Bleeding

[ other

Musculoskeletal

[ Arthritis
[]Down's Ssyndrome
[C1Muscular Dystrophy
[[] Paget's Disease
[1scoliosis

[] Backache

[])oint Pain/Swelling
[[]Muscle Pain/Weak
[]stiffness

Clother

Gastrointestinal

] Acid Reftux Syndrome
[] Alcoholism

[ ] Anorexia

[]cancer

[] Diarrhea

[] Gall Biadder/Stones
[J Hepatitis
[JJaundice

[Julcer

[[]Abdominai Pain

[J constipation
[JHeartburn

[ Jindigestion
[INausea
[TJvomiting

[]other

_Immunologic

[JHiv/AIDS

[ Bacterial Infection
[l chicken Pox

[] Diphtheria
[IHerpes

[ Jinfluenza
[CJLyme Disease
[IMeasles
[“IMononucleosis
T 1Mumps
[JRheumatic Fever
[JRubeha
[Jsarcoidosis
["Jstrep Throat

- [ Tetanus

[JTuberculosis .~
[l other

Psychiatric
[J Attention Disorder {ADD)

[ Aizheimer's Disease
] Anxiety Disorder
[JAutism

[ 8i-Palar Disorder
(] Butimia

[_] Depression
[Jinsomnia

[J Retardation
[[]5chizophrenia
M Hallucinations
[CIMood Swings

[ Nervousness
[JParalysis
[Jother

Genitourinary
[ Bladder Infections

[Jkidney Stones

[[] Menopause

[] Ovarian Cyst/Tumor

D Prostate Disorder/Cancer
[] syphillis

[J Back Pain

[JHernia

[Jincontinence

[Jother

Integumentary
[[] Acne/Rosacea

[] Albinism

{1 cermatitis
[ Dbry Skin

[] tmpetigo
[]Lupus

[ Psoriasis
[Jscleroderma
[Jwarts
[JEczema

[] Hair Loss

[ Hives

[ Lumps

[] skin Rashes/Sores
[J other

Respiratory

[]Asthma

[[] Bronchitis
[JcorD

[] cystic Fibrosis
[J emphysema
[] pneumenia
[JPleurisy

] chronic Cough
[Jwheezing
[[]other



COLUMBUS EYE ASSOCIATES

AGREEMENT OF RESPONSIBILITY
I understand that professional services are rendered to the patient and the patient is responsible
for charges incurred for these services. Payment for annual deductibles and co-insurance may be
collected at the time of service. I understand that I am financially responsible for all charges not
covered by my insurance company.

CONSENT TO TREAT
I voluntarily consent to such care and treatment as prescribed by the physician as is necessary in
his/her medical judgment.

RELEASE OF INFORMATION/ASSIGNMENT OF BENEFITS

I authorize use of this form on all my insurance submission and authorize release of information
needed to process a claim to all my insurance companies. I permit a copy of this authorization to
be used in place of the original. I authorize the provider to act as my agent in helping me obtain
payment from my insurance companies. I understand the provider does not accept responsibility
for collecting my insurance claims or for -negotiating a settlement on disputed claims. I assign
all rights and claims for reimbursement of expenses allowable under my insurance plan and
authorize payment directly to the provider for services rendered. I understand I will receive a
monthly statement for any balance due from me.

I hereby authorize Columbus Eye Associates, its agents, employees, and affiliates to have access
to my complete medical records for the purpose of performing its management functions and as
they deem necessary.

I understand that my signature requests that payment be made and authorized release of medical
information necessary to pay the claim. If “other health insurance” is indicated in item nine of
the CMS-1500 claim form, or elsewhere on other approved claim forms or electronically
submitted claims, my signature authorizes the release of the information to the insurer or agency
shown. In Medicare assigned cases, the physician agrees to accept the charge determination of
the Medicare carrier as the full charge, and the patient is responsible only for the deductible, co-
insurance, and the uncovered service. Co-insurance and the deductible are based upon the charge
determination of the Medicare carrier.

PRIVACY NOTICE
Please be advised that our office continues to maintain the confidentiality of each patient’s
personal and health information. The information you provide to this office will only be used to
provide quality eye care, for billing requirements and for routine healthcare operations.

I acknowledge that I received a copy of Columbus Eye Associates’ Notice of Privacy Practices
(HIPPA) and authorize this office to use and disclose as necessary my protected information.

PATIENT NAME ACCOUNT #

SIGNATURE DATE

RELATIONSHIP




