
New pt form

Please enter your information.1.

First Name:
 

Middle Initials:
 

Last Name:
 

Date of Birth:
 

Gender:
 Female   Male

Marital Status:
 Single   Married   Domestic Partner   Separated   Divorced   Widowed

Street Address:
 

Apt./Unit #:
 

City:
 

State:
 

Zip Code:
 

Mobile Phone:
 

Home Phone:
 

Email:
 

Preferred contact method:
 Mobile Phone   Home Phone   Email   Texting

Last 4 of SSN
 

What type of MEDICAL insurance do you have?

 Blue Cross Blue Shield   Aetna   Anthem BC
 Blue Care Network   Humana   Medicare
 Medicare Advantage   None

Please provide ID number if available

2.

What type of VISION insurance do you have?

 Vision Service Plan (VSP)   Eyemed   Spectera
 National Vision

Administrators (NVA)   Heritage   None

Please provide ID number if available

3.

Have you ever been diagnosed or have any of these conditions?

 Cataracts   Macular degeneration   Diabetes type 1
 Diabetes type 2   Dry eye   Eye inflammation

 Allergies  
 Floaters and/or Flashes of

light   Iritis or Uveitis
 Retina defects   None

4.
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Do you have any of these concerns?

 Redness   Burning   Itching
 Tearing   Discharge   None

5.

Do you have any of these vision concerns?

 Blurred vision   Eyestrain   Eye pain
 Severe sensitivity to lights   Headache   Poor night vision
 Bothersome night glare   Double vision   Total loss of vision
 None

Any other concerns?

6.

Do you wear contact lenses? Please note that a contact lens exam is required for a contact lens
prescription to be written by the doctor. Contact lens prescriptions are valid for one year. There
is also an additional charge for this exam.

 Yes   No

7.

Are you taking any medications?

 Yes   No

If yes, please bring list of medications and dosages with you

8.

Do you have any medication allergies?

 Yes   No

If yes, please let us know

9.

Family history: Please let us know if you have a family history of any of these conditions. Please
specify who underneath.

 Diabetes type 1 
______________  

 Diabetes type 2 
______________  

 Hyperthyroid 
______________

 Hypothyroid 
______________  

 Cancer 
______________  

 Hypertension 
______________

 Cataracts 
______________  

 Glaucoma 
______________  

 Macular degeneration 
______________

10.

HIPAA 
HIPAA stands for Health Insurance Portability and Accountability Act of 1996. It is a federal law that protects
sensitive patient health information from being disclosed without the patient’s consent or knowledge. It also
gives patients more control over their health information and sets rules and limits on who can access it.
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ASSIGNMENT AND RELEASE 
I hereby authorize payment directly to Vision Associates of Westland for all insurance benefits otherwise
payable to me for services rendered.

I understand that I am financially responsible for all charges, whether or not paid by insurance, and for all
services rendered on my behalf or my dependents.

I understand that I am responsible for the balance of any orders that I place, especially a product specifically
ordered to my prescription or measurements.

I understand that I will be charged a re-billing fee of $5.00 if my balance is not paid within 30 days.

I authorize the doctor and/or any provider or supplier of services in this office to release the information in this
office to release the information required to secure the payment of benefits.

I authorize the use of this signature on all insurance submissions.

I understand that there is a $20 charge for retinal scans that most of the time will replace being dilated.

I have read and understand the Health Insurance Portability and Accountability Act of 1996 (HIPAA)

Signature

Signature
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