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  Welcome To Buena Vista Eyeland

Name: _____________________________________________        Today’s Date:   ________/________/________

Parent’s Name: ______________________________________        Gender:   M / F      Civil Status:  S   M   D   W
(If Patient is a Minor)
Address: ___________________________________________         Birth Date: _____/_____/______ Age: ______
City, St., Zip: _______________________________________          Social Security: ________- _______- _______
Home Phone: ______________________________________            Employer: _____________________________
Cell Phone:  ________________________________________
          Email: ________________________________
Preferred Language: English  /   Spanish    
Preferred Pharmacy:______________________                    PCP (Primary Care Physician):__________________________


Insurance Information              (Please provide cards & I.D.)


Medical Insurance: ______________________________
I.D. /  Policy # ___________   Group#___________     

Policy Holder Name:  ____________________________            Is this an HMO,  POS,  PPO?  
Vision Plan Name:  ______________________________           I.D. / Policy # _____________   Group# __________    


Medical History

Reason for Visit: _______________________________            Chief Complaint: _____________________________

List ANY and ALL medications you TAKE (including oral contraceptives, aspirin, over the counter and home remedies): 

__________________              _____________________           ___________________         _________________

__________________              _____________________           ___________________         _________________

__________________              _____________________           ___________________         _________________

Height: _________ Weight: _________  Last eye exam:  __________ Are you pregnant and/or nursing?   Yes  /  No

Do you have ANY allergies to medications:  Yes  /  No                 If Yes, List: _________________________________

Tobacco Use:  Have you ever smoked? Yes / No        Narcotic Use:  Yes / No        
                        Do you smoke?  Yes / No                     If yes, amount / how long? __________________  

Alcohol Use:  Yes  /  No           If  Yes,  Social Use  /  1 or 2 a Day  /  Alcohol dependent  /  Above Average
Have you ever been exposed or infected by a sexually transmitted disease?  Yes / No  IF Yes, Explain:____________
Do you drive?   Yes / No        
If yes, do you have visual difficulty when driving? ______________________

Do you wear glasses?   Yes  /  No        If  yes, how old is your present pair of glasses?   ________________________
Do you wear contact lenses?   Yes  /   No     If  yes, how old is your present pair of contact lenses?  _______________

Type of contact lenses:  __________________________   Other    Are they comfortable?   Yes   /  No

* Please turn this form over and complete side two*



Medical History
 Do you currently, or have ever had any problems with the following:
	AIDS/HIV
	 Yes / No 
	
	Floaters in Vision                                 
	
	 Yes / No 
	Diabetes                                   
	 Yes / No 

	Seizures                
	 Yes / No 
	
	Allergic/ Immunologic                          
	
	 Yes / No 
	Heart Pain                              
	 Yes / No 

	Stroke                  
	 Yes / No 
	
	Thyroid           
	
	 Yes / No 
	High Blood Pressure                            
	 Yes / No 

	Flashes in Vision         
	 Yes / No
	
	Eye Pain / Soreness               
	
	 Yes / No 
	Autism                      
	 Yes / No 

	ADD
	Yes / No
	
	ADHD 
	
	Yes /  No
	Other
	 Yes / No

	MRSA
	Yes / No
	
	High Cholesterol 
	
	Yes / No
	Cancers 
	 Yes / No


Have you had: Cross Eyes, Lazy eyes, Drooping eyelid, Prominent eyes, Glaucoma, Retinal disease, Cataracts, Eye 

Infections or Eye injury: _________________________________________________________________
Eye Surgery  □ Cataract Surgery   □ Lasik Eye Surgery   □ YAG Surgery   □Other ____________________




Review of Systems

Do you currently, or have you ever had any problems with the following:

	Bloodshot Eyes
	 Yes / No 
	
	Burning Eyes                                 
	
	 Yes / No 
	 Distorted Vision                          
	 Yes / No 

	Headaches                        
	 Yes / No 
	
	Glare/Light Sensitivity                          
	
	 Yes / No 
	Dryness                              
	 Yes / No 

	Migraines                         
	 Yes / No 
	
	Excess Tearing/Watering          
	
	 Yes / No 
	Doubled Vision
	 Yes / No 

	 Loss of Vision         
	 Yes / No
	
	Blurred vision Distance
	
	 Yes / No 
	Blurred Vision Near
	 Yes / No 

	Loss of Side Vision
	 Yes / No
	
	Twitching Eyelid
	
	 Yes / No
	Mucous Discharge
	 Yes / No

	Itching Eyes
	 Yes / No 
	
	Glaucoma
	
	 Yes / No 
	Cataracts
	 Yes / No 

	Foreign Body Sensation
	 Yes / No 
	
	Muscle Pain
	
	 Yes / No 
	Other
	 Yes / No 




Please Read and Sign

I certify that I, and /or my dependent(s), have insurance coverage and assign directly to Buena Vista Eyeland, Inc all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorized the use of my signature for all insurance submissions. The above named may use my health care information and may disclose such information to my insurance and their agents for the purpose of obtaining payment for services and determining insurance benefits payable for related services. 

 Read and initial below
______ I understand that Buena Vista Eyeland Inc. is HIPPA compliant.

______ I am aware that if I miss a scheduled appointment or cancel less than 24 hours in advance, I may be charged a $40 missed appointment fee.  
______ I am aware of the invaluable retinal screening that Dr. Fodor will review during my comprehensive eye exam. I will be responsible for any fees that my insurance does not cover. 
Date: _____________________ Signature: ___________________________________________________________







                  (Parent’s signature if Patient is a Minor)
_________________________________________________

Doctors Signature & Date
