
OPTIKS

Patient Registration Form

Welcome to our office!  Thank you for choosing our office for your eye care.  Please take a moment to complete this form accurately and completely as possible. This information is held in strict confidence and will not be released to anyone without your written authorization. 

Dr./Mr./Mrs./Ms./Miss_________________________________________________________

      ___



    First name
              
  Middle initial

                       Last name

Address___________________________________City



State

Zip



Preferred contact:





             

Home Phone_______
_________
Work Phone


     
Cell Phone  _____________
            ___
E Mail
__________________    __
Date of Birth:                                              
  Occupation:                                                  

SSN:                                                        

Employer:                                                      

All patients are responsible for payment at the time of service. If your insurance plan does not cover a service procedure, you are responsible for payment of these charges

If we are submitting on your behalf for insurance benefits - Please Sign Below

Consent, Assignment, and Release:

By my signature below, I authorize Optiks to release any information needed to determine my Medicare, Medigap/Supplement, or other insurance benefits to the Social Security Administration, Health Care Financing, or any 

other insurance agent. Payment of authorized benefits will be made on my behalf to Optiks.  My signature on this form acknowledges that I have read and understand the above, and it will serve as my “signature on file” for processing 

insurance claims. This authorization remains in effect until withdrawn by myself.

Signature_____________________________

Date___________________

1)
Reason for Today’s visit:

2)
Date of Last Eye Exam_____________________ Results of Last Eye Exam _________________________________
Do you currently wear glasses?   Yes/ No      Are they for: Distance/ Near/ Computer/ Full-time Wear 

Do you wear contact lenses?   Yes/ No           If so…  Brand__________      Rx: Right__________Left_____________

Are you able to wear contact lenses as long as you want?   Yes/ No 

3)
Do you take any of these medications?

Antihistamines (

Beta Blockers ( 


Eye Drops (
        
          Diet:
Antidepressants (

HRT (



Glaucoma (
             
   Average          (


Diuretics (
Radiation Therapy (  
    
Allergy (

                   Special (diabetes)(
Active Bladder therapy ( 
Accutane (even previously) (



         
   Weight Loss (
4)
Please list any VITAMINS OR HERBAL SUPPLEMENTS: ___________________________       
   Super Healthy (
5)
Do you have any history of eye injuries, surgeries, therapies, LASIK, or cataract?                        
   Prenatal/nursing(
If yes, Please explain: ___________________________________________________________    
   Water Intake:












   
   ___ glasses a day 


6)
Do you currently… Smoke? Yes/ No   If yes, how much? _______________________________        



                 Drink alcohol? Yes/ No If yes, how much? __________________________



               
 Use recreational drugs? Yes/ No If yes, how much? ___________________ 


7)
Excessive Computer use (over 4 hours a day)? (




 

8)
Home Environment:  Humidifier ( Ceiling Fans (
9)
Do you travel a lot by air? ___ Times a month 

Are you experiencing any of the following?


Immediate Family and/or Personal Health History 

307.81     Headaches/ Eyestrain
Yes/ No


368.0
Amblyopia (Lazy Eye)
Self 


Glare/Light Sensitivity
Yes/ No


366.8
Cataract 

      
Self 


Burning (morning)           
Yes/ No 


368.5
Color Blindness
      
Self


375.15 
Dryness                            
Yes/ No


365.9
Glaucoma                     
Self Relative


375.21
Excess Watering/

Yes/ No


362.50
Macular Degeneration
Self Relative


Tearing                             
Yes/ No 


362.1
Retinal Detachment

Self Relative

379.91
Eye Pain or Soreness
Yes/ No 


378.5
Strabismus (Eye Turns)     
Self Relative


Itching


Yes/ No 



Diabetes 

      
Self Relative


Discharge  
       
Yes/ No 



Cancer 

      
Self

368.8 
Blurry Distance Vision    
Yes/ No



Arthritis

     
Self


Blurry Near Vision 
     
Yes/ No



Heart Disease 
      
Self


Fluctuation 
     
Yes/ No



High Blood Pressure 
Self

368.2 
Double Vision 
     
Yes/ No



Lupus


Self

379.24 
Floaters or Spots 
     
Yes/ No 



Stroke


Self

368.40    
Loss of Side Vision 
Yes/ No 



Thyroid Disease 

Self



Night Blindness 
    
Yes/ No



Sleep Apnea/ Insomnia
Self 


Redness 

     
Yes/ No



Seasonal Allergies

Self  


Squinting 

Yes/ No



Migraines 

Self  


Mattering (morning)        
Yes/ No 



HIV/ AIDS

Self 

Red/ Swollen Lids 
     
Yes/ No                                                  
Shingles 


Self 


Crusty

     
Yes/ No



Siogren’s (Dry Mouth)      
Self


Grittiness 

Yes/ No                                                  
Acne Rosacea 

Self 

PLEASE FILL OUT ENTIRE PAGE

