                                                                 


  [image: image1.png]




Today’s Date:  
07/26/11



Legal Name 

Mary

 
   L.
   Bachman




  Sex:  F( M (x F



                          First


           MI

  
   Last

Mailing Address 
1191 Rawlings Dr.              Rutledge                                   GA                        30663










           





Street Address



City             
       State

Zip

Physical Address (if different from above)









                    Street Address


City             
       State

Zip
Telephone  
706-557-8127

      
       

  

        
770-815-5419

             
         

  Home



         Office



              Cell

Date of Birth
07/04/46


     Age
65
     Social Security #
241-76-5294





Email Address
d_l_bachman@bellsouth.net






    Race
W





Employer Philadelphia Christian School




(x Full Time  ( Part Time    Occupation
Teacher




Patient Status   ( Single  (x Married ( Divorced  ( Widowed  ( Other



Person responsible for this account Mary L. Bachman











Who may we thank for referring you to our office?

( Phone Book 
(x Insurance Listing      

( Patient (Please Name)






( Newspaper Ad
( Other

   
      
( Doctor (Please Name)







Blue Cross Blue Shield 



    XKH109A64134-01



    







   Vision Insurance Co. Name                                                                ID #                                                       Policy Holder’s Name and DOB
 Mary L. Bachman




    07/04/46



    


Blue Cross Blue Shield


     XKH109A64134-01

           Primary Medical Insurance Co. Name                                                          ID #                                 Policy Holder’s Name & DOB (if different than above)
         Secondary Medical Insurance Co. Name                                                         ID #                                Policy Holder’s Name & DOB (if different than above)

Patient’s Relationship to the Policy Holder
(X Self
( Spouse     ( Child     ( Other




Date of Last Eye Exam
 09/12/09


by Dr.
Cousins


in  Madison


GA











City

State
Do you…….?

Currently wear glasses? 

(X YES
( NO
How old are your glasses? 
2 years old




Currently wear contact lenses?
( YES
(X NO
What type of contacts do you wear? 




Solution used







Are you satisfied with the vision and comfort? (YES (XNO

Work on a computer?

(X YES
( NO

Have prescription sunglasses?

( YES
(X NO

Are you having problems with your current contacts or glasses?  ( YES   (X NO 
















             If yes, then please explain.

What is the reason for today’s examination?
For an eye exam – I feel that my distant vision has weakened since my last check up.









Check any of the conditions that apply to you:

(x Blurry Distance Vision
( Double Vision

( Headaches

( Eye Redness


(x Blurry Near Vision

( Itchy Eyes

( Turned Eye

( Lazy Eye

(x Sensitivity to Light

( “Prism” in glasses
( Eye Infections

( Eye Injuries

( Previous Eye Exercises
( Dry Eye

(x Eye Strain

( Problems with Color Vision

( Problems with Glare
( Pain in Eye

( Eye Surgeries

( Flashing Light in front of eyes

( Sticky Discharge

( Other 



Is there a family history (blood relatives only) of any of the following?




           Relationship




          Relationship

(x Retinal Detachment      mother



( Blindness






( Macular Degeneration  



(x Cataracts

mother




( Glaucoma

      



( Diabetes






(x Arthritis

      mother



( Cancer






(x Heart Attack
      mother



(x High Blood Pressure
mother & father




( Stroke

      



( Thyroid Disease





( Kidney Disease
      



( Other







Primary Care Physician 
Dr. Mary Stephens




 Date of Last Physical Exam 07/11





Are you pregnant or nursing?  
( YES
(x NO


Do you …..



Smoke?

( Yes
(x No
If yes, how many packs per day?







Drink Alcohol 
( Yes
(x No
If yes, how many glasses per day?






Use other substances
( Yes
x( No
If yes, what and how much?







List any medications YOU are allergic to:  
none









Have you ever been diagnosed or treated for……?

                     Please use this space to explain any checked.
( Diabetes


( Arthritis

( Skin Problems
             I take blood pressure and thyroid medication





(x High Blood Pressure
( Cancer

( HIV/AIDS

medications.





( Asthma


( Nerves

( Cholesterol







(x Thyroid Disease

( Heart Disease

( Depression






List the medications YOU are currently taking including eye drops, vitamins, hormones, oral contraceptives.

 Levothyroxin 50 mg; Metoprolol Tart 25 mg; Tylonol Arthritis, calcium, vitamin D prescription















List any major illness and/or injuries you have had in the past.  

none




















List any surgeries you have had in the past.  

none







Authority for Treatment for minor under 18

If parent are divorced, who is the custodial parent? 
( Mother
( Father
( Both (Joint Custody)

Has a legal guardian been appointed?
( YES
( NO
If yes, specify name:





I hereby authorize the Providers at Advanced Family EyeCare to examine, diagnose and treat the person listed above, for whom I am legally authorized to give consent.  I authorize such services that the provider feels necessary or advisable and are rendered under the provider’s general or specific instructions.

            Patient Name





Patient’s Date of Birth






Parent or legal Guardian Name (Please Print)









Parent or legal Guardian Signature





  Date





Relationship to Patient




  Guardian’s SS#







Welcome to Advanced Family EyeCare.

Thank you for putting your trust in us for your eye care needs.  We are delighted to have you as a patient and appreciate the confidence you have placed in us.                      
WELCOME TO ADVANCED FAMILY EYECARE


Your hometown Vision Source!








PATIENT INFO





INS. INFO





MEDICAL HISTORY





EYE HISTORY





MINOR RELEASE





FAMILY HISTORY








Please see back of form


