DESTIN OPHTHALMOLOGY

PATIENT REGISTRATION FORM-ADULT

Date: ________________





Chart: ___________

PATIENT INFORMATION

First Name ______________________Middle Init.______ Last: ________________________

Birth Date: ____________ Age: ______    ⁭Male  ⁭Female     Marital Status: ____________

SSN: _______________________    Driver’s License # ________________________________

Address: __________________________________   Home Phone: ______________________

City: ______________________State:_____ Zip: ________ Cell Phone: __________________

Occupation: ______________________   
Employer: ______________________Employer Phone Number: _______________________

Referring Physician: __________________Primary Care Physician:____________________

How did you find us? ___________________________________________________________
Emergency Contact: ________________ Relationship: __________ Phone #: ____________

INSURANCE INFORMATION

Primary Insurance Company: ____________________________________________________

Secondary Insurance Company: __________________________________________________

Destin Ophthalmology, P. A.

Medical History Questionnaire - Adult

Patient Name:


 





Date:

_


Please answer the following questions to the best of your ability.  Give dates, a brief description and which eye was involved to any yes answer.

Reason for visit:____________________________________________________________________________

Ocular History

Have you ever had any eye disease, surgery or injury?

No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

If yes, please describe including dates and the name of the doctor who treated you.

        Date
                      Doctor



                    Description

Have you ever worn glasses or contact lenses?


No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

How old is your prescription? 













Have you ever been told you have amblyopia or “lazy eye”?

No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

Medical History

Have you ever had major surgery or been hospitalized for any reason?
No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

If yes, please describe:












Have you ever had any complications from anesthesia?


No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

If yes, please describe:












Family History:

Blindness
No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

Diabetes
No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

Cataract
No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

Heart Attacks
No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

Glaucoma
No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

High Blood Pressure
No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

Macular Degeneration

No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

Thyroid Disease




No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 
Strabismus (Lazy Eye)

No
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 



If yes to any of the above, please explain relationship to patient:  


























Social History

Does your vision make it
Read?

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 

    difficult for you to?
Write?

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 


Drive?

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 


Cook?

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 


Sew?

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 


Watch TV?

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 


Work?

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 

Do you:
Smoke?


No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 


Chew tobacco?

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 


Drink alcohol? 

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 


Use illegal drugs? 

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 

Do you have any DRUG or ENVIRONMENTAL allergies?

No

 FORMCHECKBOX 


Yes
 FORMCHECKBOX 

If yes, please list the name of the drug or describe allergy (dust, pollen, etc.)





________

What kind of reactions have you experienced?  










Medications

Please list all medication(s) including eye drops, which you are currently taking.  List the amount or strength of the medication(s) and how frequently you take the medication(s).

	Name of Medication
	Amount Taken
	Times Taken per Day
	Which Eye?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Review of Systems

Do you have any problem in the following areas?  If yes, please explain.

Skin
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  



Head (Headaches)
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Ears, Nose, Throat and Mouth
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Lungs/Breathing (TB)
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Heart (High Blood Pressure)
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Stomach/Intestines
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Genitals, Kidney, Bladder
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Bones, Joints, Muscles
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Neurologic System
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Lymph Nodes/Swelling
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Blood (HIV Positive, Hepatitis)
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Allergic, Immunologic
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  



Endocrine (Diabetes, Thyroid)
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  



Psychiatric
No  
 FORMCHECKBOX 
  
Yes  
 FORMCHECKBOX 
  


Other




  No   FORMCHECKBOX 
     Yes    FORMCHECKBOX 
  



________________________

DESTIN OPHTHALMOLOGY, P.A.

7700 U.S. HIGHWAY 98 WEST, SUITE 201

SANTA ROSA BEACH, FLORIDA 32459

PAYMENT POLICY and AGREEMENT

Patient’s Name: ______________________________________
DOB: ____________

We would like to share with you some important information regarding our payment policy.


Insurance.  In order to comply with the requirements of your insurance policy, payment amounts for co-payments, co-insurance, deductibles and/or non-covered services are due at the time service is rendered to you.  Although your insurance is one method of reimbursement to your physician, you are ultimately responsible for all charges for services rendered to you that are not covered by insurance.  If you have any questions regarding payment or insurance filing policies, please address your questions and concerns to an office staff member to arrange for a suitable payment agreement.  Regarding minors, the parent or guardian who brings a dependent in for treatment, is responsible for all co-payments, etc., and is expected to pay on the date of service regardless of your custody agreement.


You are also responsible for obtaining a referral if one is required by your insurance carrier.  We will file your claim for your office visit or surgery and allow 45-days to receive payment from your insurance carrier.  If payment is not received within 45-days, the balance due becomes the responsibility of the guarantor of your account, and must be paid within 30-days.  If you do not have insurance or Dr. Fowler is not a participating provider with your insurance carrier, payment is due today, the date she renders service to you.

Agreement to Pay.  The undersigned responsible party does hereby agree to pay for all services rendered to the above-named patient.  The undersigned accepts the fee charged as a lawful debt and promises to pay said fee including all costs of collection, attorney fees and court costs, if such be necessary, waiving now and forever the right to claim exemption under the constitution and laws of the state of Florida or any other state.  A monthly rebilling fee of 1.5-percent will be added to unpaid balances.  All returned checks, etc. will be assessed a $25.00 fee.


Consent to Treat.  I hereby consent to treatment for myself or the above-named patient.

________________________________________
____________________

Signature of Patient/Guarantor


Date









