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Today’s Date

WELCOME TO OUR OFFICE

Patient Information

Insurance Information

Last

First Ml
Street

City State

Zip Code

Home Phone _( )
Cell Phone ( )
Work Phone _( )

Patient’s SSN
Patient’s Date of Birth
Sex: M F Age

E-mail

Marital Status

Occupation (or grade)
Employer (or school)

What is the major reason for your visit today?(if
medically related, medical insurance could be billed,
but if only related to glasses, then vision insurance or
private pay must be used):

Any problems with your current glasses and/or
contact lenses?

Instead of filling this out, give us your
Insurance 1.D. card, and we’ll copy it.
Please note that vision plans do not cover follow-up visits
Jfor medically-related conditions.

Vision Insurance
Subscriber Name
Relationship to Patient:
Subscriber SSN or ID#
Subscriber Birth Date

Subscriber’s Address: 01 Same as patient 0 Other:

Primary Medical Insurance
Subscriber Name
Relationship to Patient:
Subscriber SSN or ID#
Subscriber Birth Date

Subscriber’s Address: 0 Same as patient O Other:

Do you participate in a flex spending account?
O Yes ONo

How will you settle your account today?

0O Cash 0O Check 0O Credit Card

Lifestyle Questions

Who may we thank for referring you to our office?
Name of friend/relative:

How did you hear about our office? (Check all that apply.)
O Another Dr.

O Insurance List 0O City Newsletter

0O Saw Sign/Building O Saw DVD Cover
oT.V.
O Yellow Pages: Which directory?
0O Web page: Which site?

O Newspaper O Radio O Movie Theater

O Other:

e Delivering the highest quality, technologically advanced
eyecare, excellent service, and superior products.

« Inspiring dedication to your eyecare experience with
friendliness and clear patient education.

e Advancing the quality of life in Cache Valley by
individualized, professional eye health and eyewear
recommendations.

Summit Vision Center 136 E 800 S, Ste. C, Smithfield, UT 84335

Do you...

o work at a computer?

o think you might benefit from thinner, lighter lenses?

o have an interest in a “test drive” of the latest contact
lens designs?

o have prescription sunwear? Polarized? Y or N

o prefer not to wear glasses at times?

o want information on LASER vision correction surgery?

o have interest in non-surgical approach to vision
correction?

o have more than one pair of current Rx eyewear?

o have children?

o have family members in need of eyecare?

Do you experience, been diagnosed with, or treated for
any of the following?

o Blurry Vision o Burning

o Cataracts o Corneal abrasion/scratch
o Crossed eyes/Eye turn o Double vision

o Eye infections o Eye injury

o Flash of light o Floaters/spots

o Glaucoma o Grittiness

o Headaches o Iritis/Uveitis

o ltchiness o Lazy Eye/Amblyopia
o Macular Degeneration o Dry Eyes

o Retinal Detachment o Sunlight sensitivity

o Tearing/watery eyes o Trouble seeing at night
o Painful eyes o Other

summitvisioncenter.com 435-563-2020
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Patient Medical History

Patient Eye History

Name and info of Family Physician

Date of Last Physical Check-up

Allergies to medicine or anything? 0 Yes [ONo
If yes, explain

List any medications you take (including vitamins,

home remedies, over-the-counter, and birth control):

Have you had any surgeries? CONo 0O Yes
Do you use any form of tobacco, alcohol, or other

substancesdNo O Yes

Date of last eye exam
By whom?

If you wear bifocals, do the lines or head tilting
bother you? [0Yes CONo

Have you ever tried contact lenses? 0 Yes [0 No

Do you currently wear contact lenses? 0 Yes O No

What kind?
Hours/day
Solution brand

Replace lens every

Are you satisfied with the vision and comfort of your
contact lenses? OYes ONo

Have you ever been diagnosed or treated for the
following health problems?

o Allergies o Arthritis

o Blood/Lymph o Bronchitis

o Cancer o Cholesterol

o Diabetes o Digestive

o Ears/Nose/Throat o Endocrine

o Eczema o Fatigue

o Fevers o Genitourinary
o High Blood Pressure o Skin

o Kidney o Muscle/Bone
o Neurological o Psychological
0 Respiratory o Sinus

o Throat Infections o Thyroid

o Unusual weight
loss/gain

Family Eye/Medical History (Check all that apply)

Is there a family medical history of any of the
following:
Relationship:
Diabetes
Heart Disease
Blindness
Cataracts
Glaucoma
Macular Degeneration
Cornea Problems
Retina Problems
Lazy Eye
Other

Ooooo0ooooaoao

insurance company...not Summit Vision Center.

Patient/Guardian Signature

Date:

Summit Vision Center offers a 10% prompt pay discount (same day) for services. When any part of your fees is billed
to insurance, it is at the usual and customary fee. Co-pays are due at the time of service.

Pleased be advised if you are using insurance coverage for today’s visit, this is a contract between you and your

I understand that all information provided is kept strictly confidential. | realize that I am responsible for all charges
incurred. | also authorize Summit Vision Center to bill my insurance if | provide such information.

AT

summit % isioncenter




