
Miscellaneous

Last Eye Exam / / 
Are you followed by an Ophthalmologist?
If so, Whom?

Do you wear glasses?

*Do you wear contact lenses?

*Are you interested in contact lenses?
*Additional fee for evaluation

How did you hear about us?

WELCOME TO OUR OFFICE!

PLEASE PRESENT ALL VISION AND MEDICAL INSURANCE CARDS AND PHOTO ID TO RECEPTIONIST

Please Print

3DWLHQW·V�/HJDO�1DPH�
*XDUGLDQ�1DPH�

DOB        /   /  
Address
City/St
Home Phone
Cell Phone
Occupation
Email 

Primary Insured

DOB        /   /  

SSN#         /     /  

Insurance Company

Member ID# 

SSN#         /   /  

Marital Status T�M T�S T�D T�W�

T�Yes T�No 

T�Yes T�No 
T�Yes T�No 
T�Yes T�No 

T�Yes T�No 

T�Yes T�No 

T�Yes T�No 

Zip

Do you have trouble reading signs when driving at night?

If Applicable:

Are you Pregnant?
Are you Breastfeeding?

Review of Systems
Do you currently have, or have you ever had, any of the following problems or conditions?

Constitutional
Fever, Weight Loss/Gain

Cardiovascular
Heart Disease
High Blood Pressure
High Cholesterol
Stroke
Vascular Disease

Ears/Nose/Mouth/Throat
Allergies
Sinus Congestion
Hearing Loss

Respiratory
Asthma
Chronic Bronchitis
Emphysema
Sleep Apnea 

Gastrointestinal
&URKQ·V�'LVHDVH
8OFHU�5HÁX[

Genito-Urinary
Kidney Disease
 Prostate

Musculoskeletal
Joint Pain          
Osteo Arthritis 
Rheumatoid Arthritis 

Integumentary (skin)
Skin Cancer
Herpes Zoster/Shingles

Neurological
Headaches
Migraines
Multiple Sclerosis
Gout
Seizures

Psychiatric
Anxiety
Depression 

Endocrine
Diabetes Type I 
Diabetes Type II 
Thyroid

Lymphatic - Hematologic
Anemia

Eczema
Hives
Lupus
Organ transplant

Yes     No
T       T

Yes     No
T       T

Yes     No
T       T

T       T
T       T

T       T
T       T

T       T
T       T

T       T

T       T

T       T

T       T
T       T

T       TT       T
T       T
T       T

T       T T       T

T       T
T       T

T       T

T       T

T       T
T       T

T       T

T       T

T       T
T       T

T       T

T       T
T       T

T       T T       T T       T

Please Complete Both Pages of the Form 
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T       T



T�Yes T�No

T�Yes T�No T�Yes T�No

T�Yes T�No
T�Yes T�No

T�Yes T�No T�Yes T�No

T�Yes T�No
T�Yes T�No

T�Yes T�No T�Yes T�No

T�Yes T�No

T�Yes T�No T�Yes T�No

T�Yes T�No
T�Yes T�No

T�Yes T�No T�Yes T�No
T�Yes T�No

T���Permission given to pull Medication List from Pharmacy 

T���Taking over the counter medications
T���No Prescribed Medications

T�Yes T�No
T�Yes T�No

Age-related macular degeneration
Amblyopia (Lazy eye)
Cataracts
Cataract Surgery
Glaucoma
History of refractive surgery

Are you a drug user? T�Yes T�No
$UH�\RX�D� T�Non-drinker  T�Social drinker

T�Heavy tobacco smoker

T�Never a smoker

T�Light tobacco smoker

T�Former smoker

Amblyopia (Lazy eye)
Blindness and/or vision impairment
Cataract
Macular Degeneration
Glaucoma
Retinal disorder

Strabismus (Crossed eyes)
Arthritis
Cancer
Diabetes
Hypertension (High blood pressure)
Cardiovascular disease
Stroke

Strabismus (Crossed eyes)
7HDU�ÀOP�LQVXIÀFLHQF\��'U\�H\HV�
Other

Ocular History

Family Health History
(Mark yes or no to each entry. If yes, list which family member including, mother, father, brother, sister, maternal/paternal 
grandmother or maternal/paternal grandfather.

Social History (check one for each question)

Medications Medication Allergies
/LVW�DQ\�medication DOOHUJLHV�\RX�PD\�KDYH�

T���No Medication Allergies

Tobacco Use (mark which one applies)

Signature Date

I hereby authorize KORRECT OPTICAL / THE DOCTORS to furnish information to insurance carriers on my behalf and I hereby assign to the doctor all payment for routine/
medical services pertaining to my dependents or myself. I understand that I am responsible for any amount not covered by my insurance. I understand that I am responsible for 
any fees or charges for services and/or materials. Payment is requested at time of service. We accept cash, check, CareCredit™ and all major credit cards.

Routine eye exams are typically not covered under your medical Insurance and therefore will need to be billed to a separate Vision Plan or paid in full at the time of 
service.  Medical eye exams must be billed to your Health Insurance carrier.  Any deductibles, refraction fees and co-pays will be billed to you.
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Annual eye exams are vital to maintaining your vision and overall health. The doctors offer the 
optomap® Retinal Exam as an important part of our eye exams. The optomap® Retinal Exam 
SURGXFHV�DQ�LPDJH�WKDW�LV�DV�XQLTXH�DV�\RXU�¿QJHUSULQW�DQG�SURYLGHV�WKH�'RFWRUV�ZLWK�D�ZLGH�YLHZ�
ORRN�DW�WKH�KHDOWK�RI�\RXU�UHWLQD��7KH�UHWLQD�LV�WKH�SDUW�RI�\RXU�H\H�WKDW�FDSWXUHV�WKH�LPDJH�RI�ZKDW�\RX�
DUH�ORRNLQJ�DW��VLPLODU�WR�¿OP�LQ�D�FDPHUD�

0DQ\�H\H�SUREOHPV�FDQ�GHYHORS�ZLWKRXW�\RX�NQRZLQJ��<RX�PD\�QRW�HYHQ�QRWLFH�DQ\�FKDQJH�LQ�\RXU�
VLJKW��'LVHDVHV�VXFK�DV�PDFXODU�GHJHQHUDWLRQ��JODXFRPD��UHWLQDO�WHDUV�RU�GHWDFKPHQWV��DQG�RWKHU�KHDOWK�
SUREOHPV�VXFK�DV�GLDEHWHV�DQG�KLJK�EORRG�SUHVVXUH�FDQ�EH�VHHQ�ZLWK�D�WKRURXJK�H[DP�RI�WKH�UHWLQD�

The optomap® Retinal Exam is fast, easy, and comfortable for all ages. To have the exam, you simply 
ORRN�LQWR�WKH�GHYLFH�RQH�H\H�DW�D�WLPH�DQG�\RX�ZLOO�VHH�D�VRIW�ÀDVK�RI�OLJKW�WR�OHW�\RX�NQRZ�WKH�LPDJH�RI�
your retina has been taken. The optomap®�LPDJH�LV�VKRZQ�LPPHGLDWHO\�RQ�D�FRPSXWHU�VFUHHQ�VR�ZH�
FDQ�UHYLHZ�LW�ZLWK�\RX�

An optomap® Retinal Exam provides:

� �� $�VFDQ�WR�VKRZ�D�KHDOWK\�H\H�RU�GHWHFW�GLVHDVH�

� �� $�YLHZ�RI�WKH�UHWLQD��JLYLQJ�\RXU�GRFWRU�D�PRUH�GHWDLOHG�YLHZ�WKDQ�KH�VKH�FDQ�JHW�E\�RWKHU�PHDQV�

� �� 7KH�RSSRUWXQLW\�IRU�\RX�WR�YLHZ�DQG�GLVFXVV�WKH�optomap®�LPDJH�RI�\RXU�H\H�ZLWK�\RXU�GRFWRU�
  at the time of your exam.

� �� $�SHUPDQHQW�UHFRUG�IRU�\RXU�¿OH��ZKLFK�DOORZV�WKH�'RFWRUV�WR�YLHZ�\RXU�LPDJHV�HDFK�\HDU�WR�
  look for changes.

,�XQGHUVWDQG�WKH�EHQH¿WV�RI�WKH�DQQXDO�optomap® Retinal Exam as: 

• Fast, easy and comfortable.

• A permanent record to compare and track potential eye diseases.

� �� $Q�LQ�GHSWK�YLHZ�RI�QHDUO\�WKH�HQWLUH�UHWLQD�

� �� (GXFDWLRQDO�WRRO�IRU�\RXU�GRFWRU�WR�GLVFXVV�\RXU�KHDOWK�DQG�ZHOOQHVV�

,�XQGHUVWDQG�WKDW�D�ZLGH�¿HOG�YLHZ�RI�WKH�UHWLQD�LV�DQ�LPSRUWDQW�SDUW�RI�D�FRPSUHKHQVLYH�H\H�H[DP� 
and that I ACCEPT�WKH�GRFWRU¶V�UHFRPPHQGDWLRQ�WR�REWDLQ�D�FRPSUHKHQVLYH�YLHZ�RI�P\�UHWLQD�IRU�DQ� 
additional fee of $35.00�WKDW�,�ZLOO�EH�UHVSRQVLEOH�IRU�DW�WKH�WLPH�RI�VHUYLFH�

3DWLHQW�6LJQDWXUH� � � � � � � � 'DWH
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