
WELCOME TO OUR OFFICE
TODAY’S DATE _______________________________
LAST________________FIRST______________MI___
STREET_______________________________________
CITY___________________STATE______ ZIP_______
HOME PHONE________________________________
CELL PHONE__________________________________
DATE OF BIRTH_____________AGE____ SEX:   M   F
PATIENTS SSN________________________________
EMAIL ADDRESS______________________________
EMPLOYER___________________________________
SPOUSE (OR PARENTS NAME) _________________
WHAT IS THE MAJOR PURPOSE FOR THIS VISIT?_______________________________________
   
               INSURANCE INFORMATION
VISION INSURANCE_________________________
SUBSCRIBER NAME__________________________
SUBSCRIBER ID/SSN_________________________
SUBSCRIBER BIRTHDATE____________________

MEDICAL INSURANCE_______________________
SUBSCRIBER NAME__________________________
SUBSCRIBER ID/SSN_________________________
SUBSCRIBER BIRTHDATE____________________

              FAMILY MEDICAL/EYE HISTORY
[bookmark: _GoBack]ANY FAMILY HISTORY OF THE FOLLOWING? PLEASE CHECK IF YES, AND INDICATE WHO.         
· BLINDNESS ____________________________
· CATARACTS____________________________
· GLAUCOMA____________________________
· LAZY EYE______________________________
· MACULAR DEGENERATION_____________
· RETINAL PROBLEMS____________________
· DIABETES______________________________
· HEART PROBLEMS______________________
PATIENT MEDICAL HISTORY
NAME OF FAMILY PHYSICAN________________
DATE OF LAST PHYSICAL___________________
ALLERGIES TO MEDICATIONS?  Y OR N

HAVE YOU BEEN DIAGNOSED OR TREATED FOR THE FOLLOWING?
O   ALLERGIES
o    ASTHMA
o    ARTHRITIS
o    CANCER 
o    CHOLESTEROL 
· DIABETES 
· HEART DISEASE
· HIGH BLOOD PRESSURE
· KIDNEY
· PSYCHIATRIC 
· THYROID
· OTHER________________________


                                             Delta Eye Care, LLC
         
PLEASE LIST MEDICATIONS INCLUDING EYE DROPS, VITAMINS, & BIRTH CONTROL PILLS
____________________________________________
____________________________________________
____________________________________________

PATIENT EYE HISTORY

DATE OF LAST EYE EXAM___________________
BY WHOM? _______________________________
DO YOU WEAR CONTACTS LENSES?    Y or N
WHAT KIND?_____________________________
SOLUTIONS USED_________________________
ARE YOU INTERESTED IN CONTACTS?    Y or N

DO YOU… (CHECK BOX IF YOUR ANSWER IS YES)
· ..WORK AT A COMPUTER?
· ..SPEND TIME OUTDOORS? 
· ..HAVE PRESCRIPTION SUNGLASSES?
· ..WANT INFORMATION ON LASER VISION CORRECTION SURGERY?
· ..HAVE MORE THAN 1 PAIR OF Rx GLASSES?
· ..HAVE CHILDREN?
· ..PREFER NOT TO WEAR YOUR GLASSES AT TIMES?
· ..THINK YOU MIGHT BENEFIT FROM THINNER, LIGHTER LENSES

DO YOU EXPERIENCE OR HAVE YOU EVER EXPERIENCED?
O    BLURRY VISION
O    BURNING
o     TEARING
o     ITCHING
· REDNESS
· DRYNESS
· FLASHES OF LIGHTS 
O    FLOATER/SPOTS
O   UNCOMFORTABLE GLASSES
· SUNLIGHT SENSITIVITY
· DOUBLE VISION
· EYE TURN/CROSSED EYE
· TROUBLE SEEING AT NIGHT
· HEADACHES


HAVE YOU BEEN DIAGNOSED OR TREATED FOR THE FOLLOWING?
o	CATARACTS
o	CORNEAL ABRASION                    
o	EYE INFECTION
o	GLAUCOMA
o	LAZY EYE
·        MACULAR DEGENERATION
o	RETINAL DETACHMENT
o	OTHER EYE DISOREDERS


                                                              Delta Eye Care, LLC
     				      Tel: (908)964-2130
                                                   Fax: (908) 964-2132
 
                                              	   Office Financial Policy


Regarding Managed Care Insurance We Participate With:

You are responsible to supply our staff with your current insurance information and copy of ID cards. It is your responsibility to know your benefits. The doctor and staff of this office cannot be aware of benefits for all insurance carriers. As a courtesy, we will automatically file the claim on your behalf; however, this is not a guarantee of payment. You are responsible for any deductible, Co-pays and Co- insurance, as described in your insurance handbook. If any of the procedures performed here are not a covered item under your plan, you will be financially responsible for payment in full.
Regarding Medicare and Supplementary Insurance:
We will automatically file your claim with Medicare and any other supplementary insurance if applicable. However, you remain responsible for your yearly deductible as well as any remaining copayment or co-insurance.

Regarding Laboratories:

It is your responsibility to understand which laboratory your insurance company affiliates with. Our office will not be held liable for any service rendered to you by a non- participating laboratory.

Payments:
We accept Cash, check, Credit Card and Money Orders. There is a $25.00 fee for any return check. A payment plan can be arranged if needed, just contact our billing office at 973-200-4190.

Thank you for your understanding of our Office Financial Policy. Please feel free to let our billing office know if you have any questions or concerns.



I have read the above Office Financial Policy; I agree and understand its terms



__________________________________________		___________________
Print Name of Patient or Responsible Party				Date

__________________________________________           	___________________
Signature of Patient or Responsible Party 	                                             Date
