DAYTON OPTOMETRIC CENTER PATIENT HISTORY FORM
Patient Name Date of Birth

Visual History

Briefly describe the main reason for having an examination today:

Do you have any symptoms related to this?

Please list all eyedrops you use (prescription or over-the-counter)

Do you wear?: [J Glasses [ Contacts [ Reading glasses [] None
Do you have prescription sunglasses? [] Yes [ No

Are you troubled by glare? OYes [ONo

If you currently wear or have worn contact lenses, what brand are they?

What contact lens solutions do you use?

How often do you replace your contacts?

Are you interested in a contact lens exam today (extra fee)? [J Yes (J No
Do you have a history of any of the following:

OBlindness OGlaucoma

[CJEye Turn (Strabismus)  [JCataracts

[OLazy Eye (Amblyopia) [COMacular Degeneration
OKeratoconus [ORetinal Detachment

Are you currently experiencing any of the following?

CJHeadaches OEyes itch OEyes feel dry
[Blurred Vision OEyes burn CJEyes water
CODouble Vision OEyes red OFlashing lights
(OHalos around lights CJEyes tired OFloaters

Other eye problems, eye conditions or eye diseases:

Have you had any eye injuries? [(J Yes [J No If yes, describe:

Have you had any eye surgeries? (1 Yes [ No If yes, please list

How many hours a day do you use a computer or electronic device (including phones and games)?
O Less than 2 hours [ 2-4 hours [J4-6 hours [16-8 hours [ more than 8 [] None
Describe any visual symptoms from computer use:




Medical History
Primary Care Physician’s Name: Phone:

Address:

Preferred Pharmacy

Address

List all medications you are taking (including over-the-counter and vitamins) or provide a list.

[ I take no medications or vitamins
Do you have any allergies to medications? (J Yes [J No If Yes, please list:

Height: Weight: Are you pregnant or nursing? [J Yes J No
Please review and check any conditions in the following body systems. If no, please check “None”
Constitutional/General Stomach/Digestion Skin

ONone ONone ONone
[(IDevelopmental Delay OReflux [JEczema

[CIWeight Loss OCrohn’s Disease ORosacea

OFever OColitis OPsoriasis

OFatigue OJlicer COGrowths

Ear, Nose, Mouth, Throat Genitourinary Neurological

CINone ONone [CINone

ClUpper Respiratory Infection  [JUrinary Tract Infection [(OHeadaches

OSinus [CKidney Ailments CMuttiple Sclerosis
Cardiovascular/Heart OProstate CEpilepsy

[ONone OsTD CAlzheimers/Dementia
OHigh Blood Pressure Muscles/Bones Psychiatric
Ovascular Disease ONone CNone

[OHeart Disease OArthritis CDepression

Ostroke OMuscular Dystrophy COPanic Disorder
Respiratory/Breathing OFibromyalgia OSchizophrenia
[CONone Blood/Liver OBipolar Disorder
OAsthma ONone Allergy/lmmunologic
CJOEmphysema CAnemia CNone

(OBronchitis OHigh Cholesterol OJLupus

dcoPD OLeukemia COHIV/AIDS

Endocrine OHepatitis CAllergies

[_JNone type

CIThyroid Dysfunction
[CODiabetes [type1 [ Type2 [J Gestational Diabetes [J Prediabetic/borderline

If Diabetic, what year were you diagnosed?

Is your blood sugar controlled/stable? [J Yes [J No
What was your last blood sugar reading? What was your last HbA1C reading?

For other conditions not listed above, please list on the following page



Other Medical Conditions:

Social History

Occupation:
Hobbies:

How often do you smoke/use tobacco products?
CINever [Daily (less than 10 cigarettes/day) [IDaily (more than 10 cigarettes/day)
[OOccasionally (not daily) COFormer Smoker

How often do you consume alcohol? ONever  [OOccasionally  [Daily

Race: [Jwnite [(IBlack or African America [JAsian [JAmerican Indian or Alaska Native
OPacific islander [JPrefer not to answer

Ethnicity: Are you Hispanic/Latino? [JYes (ONo [JPrefer not to answer

Preferred language:

Family History

Is there any history of the following in any family members? (parents, grandparents, siblings, children)
Condition Relationship to Patient

Oy ON Blindness OMother [JFather [OGrandparent [JSibling [JChild
OY ON Eye Turn (Strabismus) [OOMother [JFather [Grandparent ([JSibling [JChild
OY ON Lazy Eye (Amblyopia) [(OMother [JFather [Grandparent [JSibling [JChild
Oy ON Glaucoma [OMother [JFather [JGrandparent [OSibling [JChild
OY ON Cataracts [(OMother (OFather [Grandparent [OSibling [IChild
OY ON Macular Degeneration [OOMother ([OFather [OGrandparent [JSibling [JChild
OY ON Retinal Detachment/Disease [IMother [Father [JGrandparent [JSibling [JChild
OY ON Cancer OOMother [Father [Grandparent [JSibling [JChild
OY ON Diabetes OOMother [OJFather [Grandparent [JSibling [IChild
Oy ON High Blood Pressure OMother [OFather [Grandparent [OSibling [IChild
OY ON Stroke CMother [CFather [OGrandparent [JSibling [JChild
OY ON Thyroid Disease OMother [Father [OGrandparent [JSibling [IChild

OY ON Other Inherited Disease [(OMother [Father [OJGrandparent [JSibling [IChild
If yes, what disease?

[ Family history is unknown/adopted
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MEDICARE AUTHORIZATION (only if you are covered by Medicare)

| request that payment of authorized Medicare benefits be made payable to me or on my behalf to Dayton Optometric
Center and its providers for any services furnished to me by that provider. | 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. | am aware that REFRACTION, which is used to prescribe
glasses, is not considered a part of medical care and is not covered by Medicare.

O 1 have read and agree with the above statement.
PROFESSIONAL SERVICES INSURANCE RELEASE AND ASSIGNMENT OF BENEFITS

I understand that all benefits quoted to me are not a guarantee of payment by my insurance company and that final
determination can only be made after the claim is processed. | also authorize payment of benefits directly to Dayton
Optometric Center and its providers for such services as may be provided me or my dependent. | understand that this
authorization may not result in full payment by my insurance carrier for the charges incurred by the above named
patient, and | agree that | am financially responsible for remaining patient balances should my insurance carrier
determine the services | received are not covered. | understand that accounts 90 days old are subject to collection fees
and that there is a service charge on all returned checks. Please also note a $25 no show fee will be charged for any
missed appointments.

| authorize the release of any medical information necessary to process insurance claims for services provided to me by
providers at Dayton Optometric Center.

A photocopy of this authorization shall be considered valid.

01 have read and agree with the above statement.

NOTICE OF PRIVACY POLICY ACKNOWLEDGEMENT

In compliance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), | acknowledge that | have
received or | have been provided the opportunity to receive a copy of the “Notice of Privacy Practice” that explains
when, where, and why my confidential health information may be used or shared. | consent to Dayton Optometric
Center using and disclosing my protected personal health information to carry out treatment, payment or health care
operations. *A printed copy of the Notice of Privacy Practices is available to you upon request.

O/ have read and agree with the above statement.
You have the right to request that we restrict disclosure of your Protected Health information on to certain individuals
involved in your care, such as family members and friends.

u] I do not wish any information given to anyone

OR
o Information may be shared with only the following persons:
Name Relationship
Name Relationship
Name Relationship

Print Patient’s Name:

Signature (Patient/Legal Guardian): Date



