JAMES PODSCHUN, O.D, PA.

e W elcorne to our office. Please take afew momerts tofill
dirn " (Pa.choon)

outthe inform ation below for entry into your eve health

2828 CasaAloma Way, Suite #400 file. This information is strictly corfidential and will be
ﬁi;”tz?;awnfgggg'ﬁ?'?z'@”mr used to help us provide you with comprehensive eve care,
PLEASE PRINT Om Cate:
Fatient’s Mame Age Sew;  [IF
Date of Birth: Besponsible party if minor; Race
Address i i
Streat Api# City state Zip
FHOME: (Horme) (W ork) (Cell] E-rnail
Ernpl over: Ccoupation If student: School Grade: ____

[F THIZ 15 ¥2UR FIRSTVISIT, HOW DD YO HEAR OF USY (Please Circle)
Famity  Friend Doctor ‘ellow Feges Postcamd  Lefter Brochure  Passing By Insurance List Cther:

If Referred Whaom may we thank for the refarral?

HEALTH & VISION PROFILE

Dovouwork ona computer regularly? |:|"r‘e5 I:INO Doesthis computer work affect wour vision? D‘r‘es DN:::
Hobbies/Sports: Does vour vision affect performing this sport/hobhby? D‘r‘es I:INO
Lnusual Visual Demands, Date of Last Eye Ecam:

Farmnily Pl sician: Phone: Last Medical Ezam:

List ary drugs or medications you are taking:

List ary drug allergies: Erwironmental allergies:
PLEASE CHECK THE F OLLOWIING THAT APPLY
SELF ELOOD RELATIVE

es Mo Yes Mo
M3 aular Degeneration |:| D |:| D DHeadaches Dﬁedness DEyesWater
Glaucoms |:| |:| |:| D DSpnts DStyes I:lE},fES Burn
Diabeteas |:| |:| |:| D DDDuble‘u‘isinn DDr;.rEyes DEIurarNighr
High Blood Pressure |:| D |:| D DUghtSensiriue DBIuratdistancewith glasses
Thyroid |:| |:| |:| D |:|E1.res'l'|reE;asil;.r DBIuratdistancewmglasses
Cararacts |:| |:| |:| D DEIuratnearwith glasses
Cross Eyes |:| |:| |:| |:| DEIuratnearwm glasseas
ffajor Surgenylliness? DPreuisnus Eve Surgery frype)

Arayaouinterasted in contactlenses today? DY&S I:lNIZI
Arayou presently wearing contac lensas? |:|Yes |:|N|:| (Type disposatle soft, gas perrmeable other 1

Hawe wouworn contact lenses in the past? DYES |:|N 0

PAYMENT & INSURANCE INFORMATION

METHOD OF POYMENT (Please Circle] Cash Check Wisa MasterZard  Discower  Insurance  Flax Plan

Health Insurance:

[(Medical) (Vision) (5ocial Security Number)

lunderstz nd that lar resporsiblefar rw bill. 1 20thar 2 the rekase of this infor ration to 2l mvirsurnce cartersand forthadocto rio act 2= my agentin
helping e obtain payment from myireumnce carners. | autho e paymentdirectly to my doctorand permit a copyofthisamharization 1o be used in place
ot thearigional. lundarstand that | am resporsible oranycopayments,deductible, & non cowered services.

signatu re(Gu ardian) Crate



