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BENSONHURST

FAMILY VISION

Est. 1990

PATIENT QUESTIONNAIRE FORM

Last Name: First Name: Mil:
Address: City: State: Zip:
Cellphone: ( ) - Email: Occupation:

DOB: Employer: Medical Ins:

Name of Vision Insurance: Primary’s Social & DOB:
Emergency Contact Name & Relation: Phone Number:

Pharmacy Name/Phone/Address:

Date of last eye exam: Were pupils dilated? Yes/No  Were retinal photos done? Yes/No

Medical Information

Do you have problems with any of the following? (Please circle yes or no)

e Diabetes Yes/No Type Date of diagnosis
e High Blood Pressure Yes/No
e Thyroid Yes/No
e High Cholesterol Yes/No
e Cancer Yes/No Type
e Autoimmune disease Yes/No Type
Allergies to medication? Yes/No Which? Reaction

Current Medication(s)

Have you ever had any operations? Yes/No What Kind? Date:

Name of family doctor: Date of Last Visit:

Are you pregnant? Yes/No Are you nursing? Yes/No Are you trying to get pregnant? Yes/No
Do you smoke?  Yes/No Do you drink alcohol?  Yes/No

Family History

Macular Degeneration Yes/No Relation: Retinal Detachment Yes/No Relation:
Glaucoma Yes/No Relation: Other




Personal Eye Information

Are you interested in (circle): Eyeglasses/ Sunglasses/ Contact Lenses/ Myopia Management (Ortho-K, MiSight,

Atropine Drops, Near Variable Focus Lenses)/ Sport Goggles Other:
Are you having any problems with your vision that made you come in?
Do you have any eye conditions or problems? Yes/No What kind?

Have you had any eye operations? Yes/No What kind?

Have you had an eye injury? Yes/No What kind?

Do you have glaucoma? Yes/No Cataracts? Yes/No
Macular degeneration? Yes/No Retinal detachment? Yes/No
Do you wear glasses? Yes/No Uncomfortable glasses? Yes/No
Eye infection? Yes/No Iritis/Uveitis? Yes/No
Other eye disorders? Yes/No Headaches? Yes/No
Burning? Yes/No Double vision? Yes/No
Tearing? Yes/No Trouble seeing at night? Yes/No
Sunlight sensitivity? Yes/No Crossed eye/eye turn?  Yes/No

Additional information:

Dry eyes?

Blurred vision?
Corneal Abrasion?
Lazy eye?
Itchiness?
Grittiness?
Flashes of light?
Floaters/spots?

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No

HIPAA Privacy Notice/Acknowledgement of Receipt of Privacy Notice and Financial Responsibility

By signing this acknowledgement of Receipt of Notice of Privacy Practices (the “Notice”); | acknowledge that |
have been provided with a copy of the Notice of Privacy for review and to keep for my records on the date
signed below. Paperless copy of the notice is available at our website at www.bensonhurstfamilyvision.com. |
understand that the location may use and disclose necessary personal health information (for example, my
name, address, subscriber identification number, eye exam information and/or types of products provided) to
another party to permit the location to perform its administrative duties, provide me with eye care services

(including referral to another provider/specialist as needed for my treatment) and products, process my

benefit claims and communicate with me regarding vision care services provided by the location (for example,

mailings of exam reminders or information about vision services/products provided by the Location).

| can be assured that this Location does not sell my personal health information of any kind to the third party
for such party’s own use. | authorize the location to submit my vision benefit claims to my plan sponsor or
health plan to receive reimbursement directly for the vision services and products that | have received from
this location. In doing so, | also agree to be financially responsible for any unpaid amount/claim from the

health plan.

Patient Signature or Patient’s Legal Representative

| hereby acknowledge receipt of my prescriptions.

Patient Name:

Signature Patient/Guardian:

Date:

Date



