
WELCOME TO BECVAR OPTOMETRY

Patient LAST Name: ______________________________  FIRST Name:___________________________
Middle Initial:  ______	 Preferred Name (Nickname): ____________________________________
Street Address: _______________________________________________________________________
City: ____________________________	State: ______________	Zip Code: ________________
Birthdate: ____________________________	Marital Status: ______________________________
Employment Status:  □ Employed   □ Unemployed   □ Disabled   □ Retired  □ Student   □ N/A - Child
Occupation:  ______________________________	Employer:  _________________________________
Gender:  □ Male  □ Female	Social Security #: ______________________________________________
Home Phone:  _________________________   Work Phone:  __________________________________
Cell Phone:  ___________________________  Email: _________________________________________
Preferred method of contact:    □ Home phone    □ Cell phone    □ Work phone    □ Email
Whom may we thank for referring you to us?  □ Insurance   □ Internet   □ Phone Book
□ Friend/Family - Name: __________________________  □ Other: ______________________________
Have we seen other members of your family □ Yes □ No  If so, whom? ___________________________
Name of Medical Doctor: ____________________________________ Date of last exam: ____________
For minors:  Responsible party name: _____________________________ Relationship:  _____________

Insurance Information and Financial Arrangements
Primary MEDICAL insurance company: _____________________________________________________
Insured’s ID#:  _____________________________ Group # ____________________________________
Policy Holder’s Name:  _________________________________ Date of Birth: _____________________ 	             Patient’s Relationship to Insured:  ________________________________________________________                     Policy holder’s social security #: __________________________________________________________
Policy holder’s employer: _______________________________________________________________

VISION insurance carrier name:  __________________________________________________________
Policy Holder’s Name:  ________________________________ Date of Birth: ______________________                     Patient’s Relationship to Insured:  ________________________________________________________                      Policy holder’s social security # or ID#__________________________________________________________
Policy holder’s employer: _______________________________________________________________

I hereby authorize Drs. Becvar/Becvar Optometry to furnish information to insurance carriers concerning my illness and treatment, and I hereby assign the physician all payments for medical services rendered to myself or dependents.  I understand that I am responsible for any amounts not covered or paid by insurance.
Unpaid balances:  If an unpaid balance is forwarded to our collection agency, a collection fee of 45% will be added to the unpaid balance to cover collection costs.  Returned checks:  Any returned check will be assessed a $25 fee.

Signature:  ______________________________________________ Date:  ________________________

HIPAA
I have reviewed or received a copy of Becvar Optometry’s Health Insurance Portability and Accountability Act (HIPAA).  By signing below, I authorize the disclosure of my health information as described in the form.

Signature:  ______________________________________________ Date:  ________________________
[bookmark: _GoBack]Health History
Patient Name:  ______________________________________________		Date:  ___________________
Ocular HistoryPlease circle your answer to the following questions:
Do you currently wear contacts?                 Yes  /  No
Are you interested in wearing contacts?    Yes  /  No 
If yes, are you interested in:
	Sleeping in your contacts?              Yes  /  No
Are you interested in laser eye surgery?    Yes  /  No
Are you interested in new glasses today?  Yes  /  No


Please check all of the symptoms that apply to YOU.
□ Blurred Vision – Distance		□ Eyestrain
□ Blurred Vision – Near/Reading	□ Floaters (spots)
□ Double Vision				□ Flashes of lights
□ Dry Eyes				□ Light sensitive
□ Eye Infection				□ Burning eyes
□ Eye injury				□ Watery eyes
Current Medications: 					Please list all medications you are allergic to:
_______________________________________		_______________________________________
_______________________________________		_______________________________________
_______________________________________		* Do you smoke or use tobacco?  □ Yes □ No     
_______________________________________		(Females only):  Pregnant? □ Yes □ No     Nursing?  □ Yes □ No

Please check all of the following conditions that apply to YOU:
□ Environmental / seasonal allergies			□ Headaches	
□ Glaucoma						□ Weight Loss
□ Cataracts						□ Kidney / Bladder disorder
□ Macular Degeneration				□ HIV / AIDS
□ Eye Surgery - Type:  ___________________		□ Depression
□ Lazy Eye						□ Anxiety
□ Retinal Detachment					□ Upper Respiratory Infection	
□ Blindness						□ Anemia
□ Diabetic Retinopathy (eye hemorrhages due to diabetes)	□ Asthma
□ Arthritis						□ Emphysema
□ Heart Disease						□ Diabetes   
□ Hypertension						□ Thyroid disorder
□ High Cholesterol					□ Rosacea
□ Ulcer							□ Cancer   -- Type:  ____________________
□ Multiple Sclerosis					□ Other: ____________________________

Family History:  Please check any condition that applies to any member of your family (Parents, Grandparents, Siblings, Children; living or deceased)
□ Glaucoma						□ Blindness
□ Cataracts						□ Hypertension
□ Macular Degeneration				□ Diabetes
□ Amblyopia						□ Cancer
□ Retinitis Pigmentosa					□ Heart Disease
□ Retinal Detachment					□ Other eye condition: ___________________

Please list your interests / hobbies / sports you participate in: _________________________________________
___________________________________________________________________________________________

Please list your:  Estimated height:  _________________		Estimated weight:  _________________	

