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WELCOME TO OUR OFFICE

Appointment:  Day  

    Date  

  Time  


Patient’s Name: __________________________________ Nickname: ________________________
GENERAL INFORMATION

	Were you referred to our office?
	Yes / No
	Whom may we thank for this referral? 

	Address:                                                                                                                                     


	Birth Date:                                           Age (Years):                   (Months):
	Female
	
	Male
	

	Home Address:                                                                       City/State/Zip:

	Home Phone:
	Cell Phone:
	E-mail:

	Occupation: 
	Place of work:

	Address:
	City/State/Zip:

	Please list the names and birth dates of your family:

	Spouse/Partner:
	Birth Date:

	Child:
	Birth Date:

	Child: 
	Birth Date:

	Child:
	Birth Date:

	Child:
	Birth Date:


ACCOUNT INFORMATION                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          

	Emergency Contact:  
	Phone:  

	Do you have Vision Insurance? Yes / No             If so, who is the carrier?:

	Member Name:                                                     Member DOB: 

	Insurance Address: 

	SSN/Member ID #:                                                Group #:

	Do you have Medical Insurance?  Yes / No         If so, who is the carrier?:

	Member Name:                                                     Member DOB: 

	Insurance Address:                                                                        

	SSN/Member ID #:                                                Group #:


PLEASE REMEMBER TO BRING YOUR INSURANCE CARD(S) WITH YOU TO YOUR APPOINTMENT.
MEDICAL HISTORY

	Physician’s name:
	Phone:
	Address: 

	City/State/Zip:


Allergies:
	
	
	
	
	
	


Current Medications, Vitamins, Supplements:

	Name:
	
	Name:
	
	Name:
	

	Reason:
	
	Reason:
	
	Reason:
	

	Name:
	
	Name:
	
	Name:
	

	Reason:
	
	Reason:
	
	Reason:
	


Illnesses, head/neck injuries, high fevers, etc.:

Condition                       mild            Severity              severe       Complications                              Age__
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


	Ear Infections    Yes / No
	How Often?:
	Hay Fever    Yes / No
	Time of year?:

	Asthma               Yes / No
	How Often?:
	Other
	


Have you or any one in your family been treated for the following? (Please CIRCLE which applies):

	High Cholesterol
	Self / Family
	Neurological
	Self / Family
	Chromosomal Imbalance
	Self / Family

	Ear, Nose, Throat
	Self / Family
	Endocrine Disorder  
	Self / Family
	Thyroid Condition
	Self / Family

	Cardiovascular health
	Self / Family
	HIV/AIDS
	Self / Family
	Glaucoma
	Self / Family

	Respiratory
	Self / Family
	Skin     
	Self / Family
	Macular Degeneration
	Self / Family

	Gastrointestinal health
	Self / Family
	Musculoskeletal  
	Self / Family
	ADHD
	Self / Family

	Psychiatric     
	Self / Family
	Hematological/Lymphatic  
	Self / Family
	Epilepsy or Seizures
	Self / Family

	Genitourinary
	Self / Family
	High Blood Pressure 
	Self / Family
	Multiple Sclerosis
	Self / Family

	Diabetes  
	Self / Family
	Learning Disability
	Self / Family
	Autism Spectrum Disorder
	Self / Family

	“Cross”/”Wall” eye
	Self / Family
	Amblyopia (lazy eye)
	Self / Family
	ADD
	Self / Family

	Color Deficiency
	Self / Family
	Cancer
	Self / Family
	Drug Sensitive
	Self / Family

	Retinal Detachment
	Self / Family
	Loss of field of vision
	Self / Family
	Blindness
	Self / Family

	Alcohol Use
	Self / Family
	Tobacco Use
	Self / Family
	Other:
	Self / Family

	Currently pregnant? Yes / No

	Adopted: Yes / No      Unknown biological medical history: Yes / No      Known biological medical history: Yes / No


Please check all of the following that apply to you:
	Headaches/ Migraines
	
	Motion Sick
	
	Light sensitivity
	
	Difficulty tracking
	

	Blurred Far Vision
	
	Car Sick
	
	Flashing lights
	
	Poor/inefficient reading
	

	Blurred Near Vision
	
	Squinting
	
	Floaters
	
	Memory problems
	

	Double Vision
	
	Dry eyes
	
	Frequent Styes
	
	Dizziness
	

	Eyes ache
	
	Red eyes
	
	Eyes itching
	
	Poor reading comprehension
	

	Eyes burn
	
	Frequent blinking
	
	Frowning
	
	Poor attention/concentration
	

	Eyes tired
	
	Excessive rubbing
	
	Eye Surgery:
	
	Eye pain
	

	Eyes tearing/watering
	
	Covers an eye
	
	Crossed/”Wall” eye
	
	Closes an eye
	


VISUAL HISTORY
	Is this your first complete vision exam?  Yes / No    If no, previous doctor’s name:

	Date of last exam:
	Reason for previous exam:

	Previous results/recommendations: 

	Do you currently wear glasses, contact lenses or other optical devices prescribed? Yes / No

	If yes, what?:

	If/When are they used?:


Reason for today’s evaluation?: Routine check: Yes / No     Special concern: Yes / No

Please explain: _______________________________________________________________________________

Are any other professionals specifically concerned about your vision?: Yes / No
Please explain: ______________________________________________________________________________
FINANCIAL POLICY
       We are pleased you have chosen us to provide your care. For your convenience we are providing for you an explanation of our payment policies.                                        

If we are participating providers with your insurance company, we will bill them directly provided you supply us with the necessary information: copy of your card, an address to submit claims, and a telephone number allowing us to verify your coverage. You are still responsible for payment of your specialist co-pay at the time of service, and any amounts not covered by your insurance, including deductibles. If additional testing/therapy is recommended, pre-approval from your insurance company is necessary. If coverage is denied for any reason, you are responsible for payment of the entire balance due, based on our usual and customary fees.  

If your doctor is not a participating provider, we require payment in full for all services at the time of the visit.

We are currently participating providers with the following medical insurances: 

Aetna Medical, United Health Care Medical, Cigna/Great West, Secure Horizons, Pacificare,                                                    Medicare Part B, UMR, Golden Rule, Ever Care and Health Partners.

We are currently participating providers with the following vision insurances:                                                  

VSP, Vision Care Direct, Vision Care Plan/Humana Specialty/Comp Benefits, Rocky Mountain UFCW, Ever Care, Health Partners and UMR.  We accept some, but not all Cigna, Great West, Aetna, and United Health Care vision insurances. 

For any patients who are out of network we are able to provide Insurance receipts for possible reimbursement from your insurance company. 

By signing below you authorize the release of any medical information to process your insurance claim or for the referral to another doctor. You also allow your payment from insurance to be sent directly to North Park Vision Center, P.C.

We accept cash, personal checks, Visa and MasterCard, American Express, and Discover for payment on your account. Full payment is due at the time of service. A minimum fee of $20.00 will be charged to your account for returned checks.

AUTO INSURANCE: If your visit involves an accident related injury, you are responsible for payment at the time of your visit, unless prior approval has been given to us in writing by your insurance company. As the patient, you are ultimately responsible for payment of services rendered.

NON-PAYMENT: In the event your account becomes delinquent, you will be responsible not only for charges incurred, but also for costs involved in the collection of fees, court costs, and attorney fees. Insurance coverage is a matter between you and your insurance company. You are ultimately responsible for the payment of your account.

INSURANCE REPORTS/COPIES: If your insurance company requests a report regarding your treatment, it will be sent directly to the insurance company and we will bill them $15-$75, based on the type of report requested. Should the insurance company not pay for the report, you will be responsible to pay the amount not covered. Charges for photo copies will also be charged to your account.

USUAL and CUSTOMARY FEES: Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our area, not necessarily what is customary to your insurance carrier.

LATE CHARGES ON BALANCE OVER 30 DAYS: Accounts are subject to a late payment charge of 1.65% per month (19.8% per year), if not paid within 25 days of statement date.
Please mark your preferred method of payment:

	Cash    
	Check
	Care Credit
	Visa/MasterCard/Discover/AmericanExpress


	I authorize my insurance company to send payment directly to North Park Vision Center, PC

	Insured’s signature :                                                                                                    Date:

	I have read and understand this financial policy

	Signature of account responsible party:                                                                      Date:


Thank you for carefully completing this questionnaire,

Dr.’s Rose, Best, and Wilson
Marcy Rose, O.D., F.C.O.V.D.	Christine M. Best, O.D. 	T. Van Wilson, O.D. 
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Adult (Ages 18 and up) New Patient Paperwork

