WELCOME

Q% DR. PAUL M. GODICH - OPTOMETRIST

|

Thank you very much for choosing our oftice for your eyecare needs. PLEASE PRINT ALL
ENTRIES ON THIS FORM. If you have any questions, please ask for assistance.,

PATIENT INFORMATION

Daie
Pattent Name

First Ml Lt
Address
City State Zip
Birthdate Home Phone # ( )
Are You! Q Single O Marricd O Separated Q Divorced O Widowed
Your Employer (II' Applicable)
Occupation Work Phone # )

@ Spouse or O Parent's Namne

Spouse or parenl's cmployer

Spouse ot parent’s work phone # ( )

It you are a student, name of school or college
Your CGrade
How did you learn of our office?

O Patient Q) Insurance List O Phone Dircctory O Health Care Pravider O Other

RESPONSIBLE PARTY

Name ol person financially responsible for this account

Relationship to patient
Fill in information below {or responsible party ONLY. if information was not entered in section above.

Address

City State : Zip
Employer of responsible party

Qccupation 4 Work Phome # ( )

Home Phonce # ( ) ’

INSURANCE INFORMATION

Name of insurcd

Relalionship 1o patient

Insured’s social security numhber

Name of insurance compiny .

DOYOU BAVE ADDITIONAT, INSURANCT? UYes ONo IFYES, PLLEASE INFORM THE RECEPTIONIST,
PLEAST NOTT: W MUST MAKE A COPY OF YOUR INSURANCE CARINS).

PLEASE COMPLETE THE OTHER SIDE




HEALTH HISTORY

Date of Last Eye Examination Dr.

Date of Last Physical Exam Dr.

Does any Blood Relative bave a history of the following?

2 Diabetes 0 Cataracts 03 Macular Degeneration
0 Thyraid Dysfunction Q Glaucoma . a

3 High Blood Pressure Q) Retinal Problems

Plcase check any of the following that apply to you, The Patient:

Q1 Allergies (Non-Drug) . U Frequent Headaches O Nursing
Ql Sinuy O Prcgaant 0
Q Hayfever 0O Allergies 1o Mcdications
Have YOU cver HAD or do you CURRENTLY experience any of the following conditions affecting your eyes?
O Eye Injury D Eye Pain O Blackouts or Dimness
[ Eye Surgery 0O Double Vision Q Eyes Burn, lich, or Water
Q) Eye Disease & Spats or Floaters Q
(1 Eye Fatiguc Q Flashcs of Light
Yes No
Do you have any known health problems? . e s ieiessnensssessscssssssssssssinns Q 0
Do you take any pills, medications, or oral contraceptives? ... certenneteens N | Q
D0 you WEAr EIASSEE7 ..o sisse i e eness et bss s ensas bbb nisens e Q
Do you wear or have you ever worn contact 16nses? .o iiinceees rererrent s a a
If “NO", are you interested in wearing contact 1en8es? ... vt a a
If you arc over 18 years of age, are you interested in Lasik Eye Surgery? ..o a a

What hobbies or sports do you participate in?

AUTHORIZATION

1 certify that T have read and understand the guestions listed on this form. All the questons have becn accurately answered to the best
of my knowledge. 1 authorize Dr. Godich to release the records of any eye treatment rendeted to me or my child to third party payors
and/or health care practitioners. I also authorize my insurance benedits, iff applicable, be paid directly to Dr. Godich, and 1 undersiand
1 am tinancialty responsible for non-coverad charges.

Signawre of Patient (Or Parent, If A Minor) Date



