      WELCOME TO HOPKINS EYE CLINIC

Name_______________________________________________________   Date ____/____/____



First


      M.I.

Last

Address_________________________________________________________________________________
                       Street





City

                         State
            Zip Code

Phone # (H) _____- _____- _______    (W) _____- _____- ______     (C) _____- _____- _______    

Email Address ​​​___________________________________________________________________________
Date of Birth_____/_____/________ Social Security # ______ (last 4 digits only)    Gender: M or F 
Name of Employer and Occupation_________________________________________________________
Health and/or Vision Insurance Companies___________________________________________________
Who is the primary member of this insurance:      Self        Spouse      Parent/Guardian    (Please Circle One)   
What is their name?__________________Phone Number?_________________DOB__________________
Insured Billing Address if different from above?_______________________________________________
If the patient is a minor, who is responsible for the account?_____________________________________
Name of patients medical Dr. or Clinic_________________________Location_______________________
Who has your most recent eye exam records (name, location)
________________________________________________________________________________________
How did you hear about our clinic?  Internet  Phone Book   Family/Friend  Physician Referral  Other________________________
What is their name so we may thank them:__________________________________________________________________________
Health & Medical History Questionnaire

This information is kept strictly confidential. However, you may discuss this portion directly with the Dr if you prefer.

What is the reason for your visit today?__________________________________________________________
Personal Eye History:

Have you had any eye operations? Y/N  Type?_____________________________________When?_________
Have you had any eye injuries or infections?  Y/N  What?____________________________When?_________
Do you have any eye conditions? Glaucoma, cataracts, dry eyes etc  Y/N  What?________________________
Any other eye problems? Eyelids, eyelashes etc.  Y/N  What?________________________________________
Do you currently wear eyeglasses?  Y/N  What Kind?  Single Vision  Readers  Bifocals  Trifocals Progressive

Do you currently wear contact lenses?  Y/N  What Kind?    Soft     Disposable    Toric    Rigid Gas Perm


Are you interested in receiving information on Lasik?   Y/N


What are your vision requirements at work?  Computers, reading, etc._______________________________  What are your vision requirements at home?  Hobby work, general, etc._______________________________
Health History (Completion Required by Insurance Companies)

Do you have problems with any of these body systems: (please circle all that apply)

Gastrointestinal
Y/N

Nervous

Y/N

Mental


Y/N
Ears/Nose/Throat
Y/N

Eyes


Y/N

Endocrine (glands)
Y/N

Cardiovascular
Y/N

Musculoskeletal
Y/N

Blood/Lymph

Y/N

Respiratory

Y/N

Integumentary (skin)
Y/N

Allergic/Immunologic
Y/N

Please Explain: _______________________________________________________________________________________________________________________________________________________________________________________

Medical-Please answer all that apply:

Do you have diabetes?


Y/N  What Type?______________________________How Long?______________

Do you have any other illnesses?
Y/N  What Type?______________________________How Long?______________

Have you had any surgeries?

Y/N  What Type?______________________________When?__________________

When did you last have a medical checkup?________________________When was your last eye exam?________________

Medication-Please answer all that apply:

Do you use any medications?
Y/N  Which ones and how often?_______________________________________________

____________________________________________________________________________________________________
Do you use any over the counter medications? (aspirin, etc.)  Y/N   Which ones and how often?________________________

____________________________________________________________________________________________________
Do you take vitamins?  Y/N   Which ones and how often?______________________________________________________

What pharmacy do you usually use?_______________________________________________________________________
Allergies-Please answer all that apply:

Are you allergic to any medications?
Y/N  Which ones?__________________________Reaction:___________________

Do you have any other allergies? (seasonal, food, soaps, etc.)   Y/N Which ones?____________________________________

____________________________________________________________________________________________________
Family & Social History
Does anyone in your family have diabetes or high blood pressure?  Y/N  Who?_____________________________

Are there any other serious conditions that run in your family?  Y/N  What?_______________________________

Has anyone in your family had any serious eye conditions such as cataracts, glaucoma, retinal problems, or lazy eye?  Y/N

Who?__________________________________  What?_______________________________________________________

Do you use tobacco products?   Y/N
Do you use alcohol?  Y/N
Do you use any recreational drugs?  Y/N

Please sign & date the following:

I certify that the above information is accurate to the best of my knowledge.

I acknowledge that Hopkins Eye Clinic has offered me a copy of the HIPAA regulations.

I authorize Hopkins Eye Clinic to obtain any medical and vision records at my request.

I authorize Hopkins Eye Clinic to release my vision records at my request.

I authorize Hopkins Eye Clinic to submit a claim to my insurance company for services rendered.

I understand that my insurance company may want to review my records for quality control.

I agree to pay clinic fees if my insurance company does not cover the charges.

Signed____________________________________________________________________Date ____/____/_____

Reviewed by__________________________________________and deemed accurate on Date____/____/_____

Reviewed by__________________________________________and deemed accurate on Date ____/____/____

Reviewed by__________________________________________and deemed accurate on Date____/____/_____
Please return this form to the front desk.  Thank you, the doctor will be with you shortly.
