MISSION OPTICAL

18646 DIXIE HWY HOMEwWOOD, IL. 60430 (708)647-6635

NEW PATIENT INFORMATION

PART — A (ADULT)

DATE:

NAME: M__F_ BIRTHDATE / /
ADDRESS CItYy
STATE Z1P CODE PHONE HOME ( )

EMERGENCY PHONE ( )

PHONE CELL ( )

SOCIAL SECURITY # EMAIL
SPOUSE NAME DOB / / SOC.SEC. #
PART — B (CHILD) DATE:

CHILD’'s NAME

M__F_BIRTHDATE / /

CHILD LIVES WITH: (PLEASE CIRCLE)

FATHER’'S FULL NAME

BOTH PARENTS MOTHER FATHER

PHONE HOME ( )

PHONE WORK ( )

PHONE CELL ( )

HOME ADDRESS

BIRTHDATE / /

MOTHER’S FULL NAME

PHONE WORK ( )

HOME ADDRESS

CITY. STATE ZIP
SOC.SEC.#
PHONE HOME (___ )
PHONE CELL (___)
CIty STATE ZIP

BIRTHDATE / /

SOC.SEC.#

PATIENT AUTHORIZATION

| authorize the release of any medical
information necessary to process this

claim and request payment of medical
benefits to : MISSION OPTICAL

SIGNATURE

I hereby authorize my insurance benefits
to be paid to MISSION OPTICAL
realizing | am responsible to pay non-
covered services

SIGNATURE




MISSION OPTICAL

18646 DIXIE HWY

HoOMEwWOOD, IL. 60430 (708)647-6635

MEDICAL INFORMATION

NAME DATE

MEDICAL HISTORY
CARDIAC RESPIRATORY ENDOCRINE
-HIGH BLOOD PRESSURE -ASTHMA/COPD -DIABETES
-|IRREGULAR HEART RHYTHMS -USE OF OXYGEN -THYROID
-OTHER: -OTHER: -OTHER:
RHEUMATOLOGIC EFAR/INOSE/THROAT GASTROINTESTINAL
-ARTHRITIS -SINUS PROBLEMS -ULCERS/REFLUX
-POLY OR FIBROMYALGIA -DizZINESS -COLITIS
-OTHER: -OTHER: -OTHER:
GENERAL NEUROLOGICAL HEMATOLOGIC
-DEPRESSION -PRIOR STROKE -ANEMIC
-ENVIRONMENTAL ALLERGIES -MS -BLEEDING PROBLEMS
-OTHER: -OTHER: -OTHER:

FAMILY HISTORY

-ANY SIGNIFICANT FAMILY HISTORY OF UNUSUAL
MEDICAL OR EYE PROBLEMS?

-ANY SIGNIFICANT GENERAL OR

EYE SURGERIES?

EYE HISTORY

SOCIAL HISTORY

ALLERGIES

-CATARACTS

-GLAUCOMA

-MACULAR DEGENERATION
-LAZY EYE (AMBLYOPIA)
-EYE TRAUMA

-OTHER:

-OCCUPATION

~-TOBACCO USE:

NO YES
-ALCOHOL USE:
NO YES

-HOBBIES WITH VISUAL ISSUES:

MEDICATIONS




MISSION OPTICAL

18646 DIXIE HWY HOMEwWOOD, IL. 60430 (708)647-6635

HEALTH PRIVACY POLICY REVIEW

NAME DOB

Notification of Patient Privacy Protection:
The HIPPA Act

These enclosed pages describe how patient medical information may be used and who can
have access to this information. We will be happy to answer any question you may have.
Mission Optical’s notice of privacy practices are available for viewing upon request.

I have reviewed and understand the Mission Optical notice of privacy practices:

Signed Patient or Patient’s Representative Date

| prefer to receive my medical information by one or all of the checked methods:

O In Person Only
O By Home Phone

O 1 prefer leaving my medical information/results on a message
O By Cell Phone

O 1 prefer leaving my medical information/results on a message

Signed Patient or Patient’s Representative Date

| authorize the following person(s) to receive medical information on my behalf

Name Relation
Name Relation
Name Relation

I hereby declare the above listed person(s) to be eligible to receive medical information
on my behalf.

Signed Patient or Patient’s Representative Date




Your Preferred Pharmacy:

Pharmacy Name:

Address:

City:

Your Primary Doctor:

Doctor’s Name:

Address:

City:

Your Email:




