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Date________________________
 
Last Name____________________________First_______________________MI______Preferred Name/Nick Name__________________
 
Mailing Address___________________________________________________________________________________________________
(Street)					(City)				(State)			(Zip)

Patient SS#____________________________________ Date of Birth_____________________ Age___________      Sex:M     F	
								
Cell Phone #______________________ (may we contact you by text) Yes / No

Home Phone #_______________________ Work Phone #____________________________ 
 
Marital Status 	Single	Married	  Divorced   Widowed
Language, Race, Ethnicity____________________________
 
Occupation/Employer________________________________________________ 
 
How did you find out about our office?	Office Location       Newspaper	Internet	       Referral	Insurance        Other
 
 
WELCOM	E                 			 Nashville Eye Center


 Have you or a family member experienced, or been treated for, any of the following? Circle all that apply.

Cataracts		yes	no	family
Crossed Eye		yes	no	family
Glaucoma		yes	no	family
LASIK or RK		yes	no	family
Lazy Eye		yes	no	family
Macular Degeneration	yes	no	family
Retinal Detachment	yes	no	family
EYE HEALTH HISTORY        
Date of Last Eye Exam______________________
Currently wear glasses?______________________
Currently wear contacts?_____________________
Reason for Today’s visit_____________________

Are you currently experiencing, or have experienced, 
any of the following? Check all that apply
□ Blurry Vision  near or distance
□ Burning
□ Discharge
□ Double Vision
□ Dryness
□ Excess Tearing/Watering
□ Eye Infection
□ Eye Pain or Soreness
□ Floaters or Spots
□ Halos
□ Headaches
□ Itching
□ Light Flashes
□ Light Sensitivity
□ Redness
□ Sandy or Gritty Feeling
 
Guarantor Information     (Person Responsible for Account)
 
Patient’s Relationship to Guarantor    Self	 Parent     Spouse      Other:_______________________
 
Name of Guarantor__________________________________________________	 Guarantor DOB_____________
 
Guarantor Phone #________________________ Guarantor  Address (if different)___________________________

	            ALLERGIES	

Check if no known drug or environmental allergies of any kind
 
List your allergies to medications or other substances:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MEDICATIONS
List medications you are currently taking, including eye drops:
 
Name of Medication			Use/Reason for Taking
______________________________	___________________
______________________________	___________________
______________________________	___________________
______________________________	___________________
______________________________	___________________
______________________________	___________________
______________________________	___________________
 _____________________________	___________________
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Office Use Only
I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices Acknowledgement, 
but was unable to do so as documented below.
						Date_________________________________
 
Initials___________ Reason________________________________________________________________________________________
Primary Care Physician____________________________
Date of last visit with PCP__________________________

List any other medical or health conditions you have or have had:
Illness/surgery			Year Diagnosed
_____________________		_______________________
_____________________		_______________________
_____________________		_______________________
_____________________		_______________________
_____________________		_______________________
_____________________		_______________________
_____________________		_______________________

Are you pregnant?	yes	no

Tobacco use		yes	no
If yes, How often?________________

Alcohol use		yes	no
If yes, How often?________________

Habitual Drug use?	Yes	no
If yes, How often?________________


	ACKNOWLEDMENT OF RECEIPT
I acknowledge that I received a copy of Nashville Eye Center’s Notice of Privacy Practices.
Date__________________________
 
Patient Name_______________________________		Signature____________________________________
MEDICAL HISTORY
Have you or a family member experienced, or been treated for, any of the following? Circle all that apply.
AIDS/HIV			yes	no	family
Allergies			yes	no	family
Arthritis				yes	no	family
Asthma				yes	no	family
Blood Lymph Disorder		yes 	no 	family
Cancer				yes	no	family
Diabetes				yes	no	family
Ears, Nose, Throat Conditions	yes	no	family
Gastrointestinal Conditions	yes	no	family
Heart Disease			yes	no	family
High Blood Pressure		yes	no 	family
High Cholesterol			yes	no	family
Kidney Disease			yes	no	family
Lupus				yes	no	family
Neurological Conditions		yes	no	family
Psychiatric Conditions		yes	no	family
Seizures				yes	no	family
Skin Conditions			yes	no	family
Stroke				yes	no 	family
Thyroid Dysfunction		yes	no	family


	MEDICARE AUTHORIZATION (Sign Only if you have Medicare)
 
I request that payment of authorized Medicare benefits be made to me or on my behalf to Dr. Andrew Solomon for any services furnished me by that doctor.  I authorize any  holder of medical information about me to release to the Health Care Financing Administration and its agents of any information  needed to determine these benefits or the benefits payable for related services. I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim.  If “other health insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing the information to the insurer or agency shown.  In Medicare assigned cases, the physician or supplier agrees to accept the charge determination for  the Medicare carrier as the full charge, and the patient is responsible only for the deductible, coinsurance, and noncovered services.  Coinsurance and the deductible are based upon the charge determination of the Medicare carrier.  I understand that Medicare does not pay for the refractive part of any eye exam.   If Medicare denies payment, I agree to be personally and fully responsible for payment.
 
Date_____________________________________________
 
Signature_________________________________________________	Medicare #____________________________________________
Insurance Authorization
 
I certify that the insurance information that is on this form is accurate. I understand that I am financially responsible for any deductibles, copays, & non covered services. If my insurance company denies payment, I agree to be personally responsible for payment.
This Signature on file is my authorization for the release of information necessary to process my insurance claim. I hereby authorize payment to this doctor or office named of the benefits otherwise payable to me. This signature may be used for all insurance claims unless revoked in writing.
 
Signature of patient (Parent or Guardian if minor)_________________________________________________   DATE_______________
 
Printed name of signature above_________________________________________ Relationship (to minor child)____________________
Vision Plan Information	N/A 

Vision Plan ______________________________________________
 
Subscriber Name___________________________________________	Member ID________________________  Group #____________
 
Subscriber SSN_____________________________	Subscriber Date of Birth________________
 
 
 
 
Medical Insurance Information
 
Primary Medical Insurance______________________________________________
 
Subscriber Name___________________________________________	Member ID________________________  Group #____________
 
Subscriber SSN_____________________________	Subscriber Date of Birth________________
 
 
Secondary Medical Insurance____________________________________________
 
Subscriber Name___________________________________________	Member ID________________________  Group #____________
 
Subscriber SSN_____________________________	Subscriber Date of Birth________________
 
 
Our front desk needs a copy of your Driver’s License and ALL current Medical Insurance and/or Vision Plan Cards. Without providing our office with this information TODAY, the guarantor will be responsible for all charges. 
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