EYECARE REGISTRATION AND HISTORY

PATIENT INFORMATION

Dafé

SS/MIC/Pationt ID #_

" patiént Name

INSURANCE

Whe is reepons‘ib'le for this aceeunt?

Fielatlonship to Patient

lnsurance Co j——D ¥F

" Best time and place to reach you

Les_t Name. - )
' . Group# - R .
- Fist Name - * - Middle Initial” - Is patlent covered by addltlonal |nsurance'7 EI Yes EI No -
- Address Subeorlbers Name L
Gity _- _ Birthdate PN L _ Sg#
Stare' RN SRR . Zip 'Helaﬂonshrp to Patrent
E- marI . 'Insurance Go. .
Sex IIIM EIF Age ' _ _ Brrthdate ,'Group#
Sl ASSIGNMENT AND RELEASE - :
'[:l Marrred DW!dOWEd I:ISIngIe D Minor -~ .1 certify ihat |, and.’er my dependent(e) have |nsurance coverage viith -
O Separated O Drvor_eed- - E! F_’a_r_tnered for - 5 years ' _ o A and assign d,recﬂy to
S N R - Name of _ln_surance' Co’mpany(ies) T .
-Occupatlon _ e o . o :
: ‘Dr. -~ - R L - a[! lneurance benefrts if
Patlent Employer/Schoof ary, otherwree payab[e to me for services rendered. | uiderstand that 1 am -
L finangially responsrble for &ll ‘charges whether of ‘not paid by hsurance. I
Employer/SchOGI Address - authiorize the use of my slgnature or'all insurance submissiong, .
S R The' above named doictor may Use my-health care: information and maly drscloee
sueh infermation to the abgve-named Insurance. Company(ies) and thejr agen’rs
e for the purpose of obtainirig payment for setvices and delermining i insurancs -
Employer/SchooI Phone { ) - benefits or the bensfits payable for related sefvices. This consent Wil end when
' ) my ‘Gurrent tréatmerit p]an is completed or ane year from the date gigned beloiw,
Spouse’s Name ! [ ) )
Blrthdate NN . 85# Signature. o_f_i?atrent, Parem‘,-' Guardian or Pérsonal Representative
Spouses Employer _ e L A
- Please print name of Patient, Parent, Guardlan or Personal Representative
Whom may. we thank or referrrng you?. ’ i © ’
Date . S : Relal_ienship:fe Pat_i_eht' :
PHONE NUMBERS
Horme (_. :) L '_3 Cell( ) .S:peu_se‘s Wo'rk Phone (. . .3 ... . . Ext._

N CASE OF EMERGENCY CONTACT (Spec:fy eemeone who doee not livg n your heusehold )

' Relatmnshrp

Name _

Home (). . . : Cell ().

WorkF'hone( i IS S - Exi

A EYE HEALTH HISTORY

Physician’s Name _

Place a mark-on “Yes” ot “No” to indicate if you have had any of the following:

Date of last visit :

Date of last eye exam

Name of docter

Do you wear glasses? []Yes []No
(] Alithe time ] Occasionally
(7] Reading {1 Driving aTv
o you wear contacts? [1Yes [JNo
Type _ Houre/Day_

Dsscribe any problems you have with your
contacts | . .

Bloodshot Eyes

Blurred Vision — Distance
Blurred Vision — Near
Burning Eyes

Cataracts

Color Vision, Poor
Crossed Eyes .
Discharge from Eyes
Dizzy Spells

- ‘Double Vision
Dry Eyes |

Eye Infection

. Eye Injury

Eye Strain
Fairting Spells, Blackouts

(] Yes [Ng Floaters or Spots (] Yes [JNo
[(¥es CINe : Glaydoma [IYes [INo -
C0Yes [Ng Headaches [Yes- [INo
O vYes [[INe ltehing Eyes [dYes [JNo
‘[1Yes [ No Light Sensitive ' ClYes [ Ne
[JYes [JNo Loss of Vision dYes [ONo
[1Yes [ONo Migraine Headaches ClYes [ONo
Yes [INo Night Vision, Poor [Yes [JNo
[1¥Yes [JNo Red Eyes [1Yes [ONe
[dYes [No Seslng Halos [[JYes [INo
OYes [No Seeing Flashes OYes [INo .
“I¥ss [INo  “femporary Loss of Vision' TYss JNo
[dYes [JNo Twitching Eyelid {dYes []Nc
[1Yes [ONo Vision Poor [1Yes [INo
[JYes [INo Watering Eyes [JYes [INo
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HEALTH_ HISTORY

Date of Iast vtsn

T béréurdéis'
'Tumed Eye -

' Are you pregnant‘7 R Numbar of chlldren '

_' Tobacccv use TR .Alcohol use .

MEDICATIONS

: 'Llst any medzcatlons you are cliitently takmg, including eye drops

ALLERGIES

.-List your- allergles fo medlcatlons of other substances-: 7

Phiarmady Narris___ -

Phiong (). .

MEDICARE/MEDIGAP AUTHORIZATION

| reques that payment of au!honzed Medmare benefits and if appllcable, Medlgap benefﬂs be rnada Blﬂ‘le!‘ to ma ¢éron my bshalf to

o ‘ e : I ot any services furnished to me by that provider.
Nameof DdctororChnlc: ) SRR S :

To the extent permmed by law, | authorze.any hulder of medlgal ar other information about me to release to ihe Genters for Medicate and Medicaid Services, my Medigap
insurer, and théir agents any Inforniation. | ecled e} determme these benefits or berisfits for refated sewlces

Signature of Be‘i‘ieiiclérj. G'uardlaﬁ ar Peréomil Representative Bals

Pleass print nams of Baneficlary, Guardian or Personal Reprssentative ‘Flelationshlp to Beneflciary




% BRANFORD OPTOMETRIC ASSOCIATES, P.C.

e DR, BRIANT. LYNCH '60 Montowese Street
: DR. FRANCESCA TOHNSON : Branford, Connecticut 06405
Telephone: (203) 488-9544

Meaningful Use Form

Patient’s Full Legal Name: Dale of Birth:

We are now required to collect Race, Ethnicity and Lansuarse, If vou prefer not to report that
information, you may choose Refused to Report/Unreported.

(Please Check ONE in EACH CATEGORY that applies)

RACE ETHNICITY PREFERRED LANGUAGE
0 White LI Meore Than One {1 Hispanic or Latino (.l English [ Hindi
[! Black or African American [.] Native Hawaiian [J Not Hispanic or Latino [J Spanish U Vistnamese
[ Asian O Other Pacific [] Refused to 1 Urdy
‘ . Islander Report/Unreported ~
,D Amencan Indian or Alaskan [ Undefined [0 Undeifined 1 Refused to Report/Unreported
Native
[l Refused to Report/Unreported O Other

Patient’s Email Address:




PATIENT NAME: DATE:
Pharmacy Name: Location: Phone #
Aliergies: 1. 2. 3.
MEDICATION | MG/DOSE | WHEN IS ITTAKEN? | TREATMENTFOR? | DATE GIVEN/BY DR.?




