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  Patient’s Name:  First ________________________________Last _________________________________ M.I. _________ 
  Name of Parent/Guardian (if minor)   _________________________  Nicknames__________________ 
  Date of Birth: ____/_____/_____      Age: ____    Gender: M / F      Marital Status:  ○ Single    ○ Married    ○ Other     
  Home Address: ________________________________________City: ____________________ State: ____ Zip: ________ 

  Telephone: Home ________________________ Mobile ______________________Work ____________________ext._____ 
  Occupation: ______________________________________  E-mail:_____________________________________ 

 

Medical History 

Last Eye Exam: _______/______/______ Reason for today’s visit:________________________________________ 
            ________________________________________ 
Who is your family doctor? ________________________     ________________________________________ 
 
List medications you are currently taking: ________________________________________________________ 
       ________________________________________________________ 
 
Do you wear glasses?    ○ Yes   ○ No   ○ Full Time ○ Part Time ○ Distance Only        ○ Reading Only 
Do you wear contact lenses?  ○ Yes   ○ No      Contact lens type/or brand: ______ _______________________________ 
       Contact lens disinfection type: __________________________________ 
If no, are you interested in contact lenses?    ○ Yes ○ No   
 
List any of the following that YOU have had: LASIK/RK/PRK, lazy eye, glaucoma, cataract(s), cataract(s) removed, glaucoma, 
Retinal disease, Surgeries on eyes, Flashes/Floaters, Sandy, Gritty eyes, etc:_______________________________________ 
               _______________________________________ 

List medications or substances you have allergies to: _________________________________________________ 
Females only:  Are you pregnant?  ○ Yes   ○ No Nursing?   ○ Yes  ○ No 
 

Family History 
Please note any Family history (parents, grandparents, siblings, children; living or deceased) for the following conditions. 

Glaucoma _____________________________________  Diabetes _____________________________ 
Macular Degeneration ___________________________  High blood pressure ___________________ 
Retinal Detachments/Disease _____________________  Cancer ______________________________ 
Cataract _______________________________________  Thyroid Disease _______________________ 
Blindness ____________________________________ _  Arthritis ______________________________ 
Cross eyes ____________________________________ 

 
Review of Systems 

Do you currently have any problems in the following areas?  (Circle the condition(s) that applies) 
 

Constitutional      Musculoskeletal 
          Fever, Weight Loss/Gain, Insomnia       Rheumatoid Arthritis, Osteo Arthritis, Fibromyalgia 

                  Ear, Nose, Mouth, Throat                     Integumentary 
          Sinus congestion, Cough, Bloody nose, Dry throat,                         Eczema, Psoriasis, Lumps 
           Decrease in hearing, earache, hearing loss                                  Neurological 

Cardiovascular    Headaches, Migraines, Dizziness/Vertigo, Epilepsy 
High blood pressure, High cholesterol, Diabetes,                                                                 Psychiatric 
          Heart disease, Arrhythmia, Pacemaker    Anxiety, Depression, Dementia 
                         Respiratory            Endocrine 
      Asthma, Bronchitis, Emphysema, Lung Cancer                       Thyroid (low/high), Diabetes, Lupus 
                      Gastrointestinal             Lymphatic 

Chronic Diarrhea, GERD, Heartburn       Anemia, Leukemia, Bleeding problems 
   Genitourinary      Allergic/Immunologic 

           Menopause, Frequent urination           Seasonal allergies, Hay fever 
                                               ←   Continued on Back   → 
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Social History 

This information is kept strictly confidential, however, you may discuss this portion directly with the doctor if you prefer. 
 

Do you use tobacco products?  ○ Yes ○ No     If yes, type/amount/how long: _______________________________________ 
Do you drink alcohol?            ○ Yes ○ No     If yes, type/amount/how long: _______________________________________ 
Do you use illegal drugs?          ○ Yes ○ No      If yes, type/amount/how long: ____________________________________________ 

 

HIPPAA COMPLIANCE (Health Insurance Portability and Accountability Act) 

As of April 14, 2003 HIPAA requires that health care practices take certain steps, and provides for steep penalties for 
those that do not comply. Under HIPPAA, Patients are now given new fundamental rights, including: 

• The right to inspect an/or obtain copies of their medical records 
• The right to request amendments to their record 
• The right to request restrictions on the disclosure of their protected health information 
• The right to ask practices to communicate with them in a certain manner 
• The right to ask practices to for a log of who has accessed their protected health information 

Dr Michael Vaske will conform to all regulations protecting the integrity and privacy of your medical information. 

Please initial to acknowledge that you have read the HIPPAA compliance     ______. 

 

Vision Insurance vs. Medical Insurance 
 
   We often have patients that have both vision and medical insurance. They are very different in terms of the services 
they cover and it’s important for our patients to understand those differences. Vision coverage is mainly designed to 
determine a prescription for glasses and is not equipped to deal with complex medical conditions and/or diagnoses and 
does not include a detailed examination of the retina. When a medical diagnosis or condition is present (such as high 
blood pressure, diabetes or eye disease) it is necessary to file the visit with your major medical carrier and the co-pays 
for that insurance will apply as well as any non-covered service. Our office does not make these rules and they are 
defined by the insurance carriers themselves. There is no way to know prior to the examination which type of 
insurance our office will be able to file for you. We make every effort to be on every major carrier for your 
convenience and we will file those claims for you. In the event that we do not take your major medical/vision 
insurance, we will provide you with an itemized receipt so that you may file with your carrier for reimbursement.  
If insurance does not pay as expected, you are ultimately responsible for all charges. 
If you have any questions, please let us know. 
I understand the paragraph above and authorize Dr. Michael Vaske to file my insurance. 
 

_____________________________________________             __________________ 
Signature      Date 

 
 
Vision Ins. Co. Name: ________________________   Medical Ins. Co. Name: ___________________________ 

Insured’s Name:_____________________________   Insured’s Name:_________________________________ 
Insured’s D.O.B.:____________________________    Insured’s D.O.B:_________________________________ 
Insured’s SS#:_______________________________   Insured’s SS#:___________________________________ 
ID Number:_________________________________   ID Number:_____________________________________ 
Group Number: _____________________________    Group Number: __________________________________ 
Relation to Insured: _________________________    Relation to Insured: ______________________________ 
 
 

Office use only:   Vision plan ___________________Co-Pay $________ Authorization ___________________ 
      Medical plan __________________Co-Pay $________ 


