[bookmark: _gjdgxs]Northwest Eye Associates
WELCOME TO OUR OFFICE
										Today's Date _____________________
Patient Information

Mr / Mrs / Ms / Dr Legal First Name ______________________Last Name______________________  Middle Initial ______

Nickname___________________  Mailing Address______________________________  City________________________________

State_____________ Zip_______________ Date of Birth_________________ SSN_________________________    Sex   M / F

Primary Language____________________     Race______________________        Ethnicity: Hispanic / Not Hispanic

Phone (Home) _________________________  (Work) __________________________  (Cell)_______________________________

Email Address____________________________________________________         Marital Status: Married / Single / Other

Employer (or Grade if Student) _______________________________  Occupation_________________________________________

Spouse (or Parent's Name)________________________________ Spouse (or Parent's Employer) _____________________________

Responsible for Payment – Required (Please provide photo ID)

Name ______________________________________    Address________________________________________________________

Date of Birth_______________   SSN # ______________________ Phone#______________________ Relation _________________

Insurance Information (Please provide cards for copy)
	Medical Insurance
Company_____________________________ Policy Holder _______________________  Policy Holder DOB _________

	Vision or Supplemental Insurance
Company ________________________________ Policy Holder ____________________________  Policy Holder DOB  ___________



Patient Medical History
Name of Family Physician _________________________ City/State______________________ Last Exam__________
Current Medications: *If you have a list of current medications you would like us to copy, please provide list to the front desk
(include eye drops, over the counter medications, oral contraceptives, vitamins, herbs, and prescriptions)
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Allergic to Medications: Yes ____ No _____ Please List: ___________________________________________________

Optical History:
Do you currently wear contact lenses?   Y___   N___     Brand you currently wear? _______________________________
Do you have a current pair of glasses in addition to your contacts?    Y ___   N ____
Do you wear sunglasses? Y____ N____      Are your sunglasses your most recent prescription? Y____ N____
Glasses being worn now:     Single Vision	    Bifocals            Progressive              Trifocals
How many hours are you in front of a computer/tablet/smartphone? _______________


CLEAR VISION BEGINS WITH HEALTHY EYES

