
 

NEW  PATIENT  INFORMATION 
 

PART – A (ADULT)                                                                             DATE: 
 

Name:___________________________________________M__F__Birthdate____/____/_____________ 

Address________________________________________City_____________________________________ 

State________ Zip 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)       BOTH PARENTS     MOTHER     FATHER 

Father’s Full Name_________________________________ Phone Home (____) _________________ 

Phone Work (____) __________________ Phone Cell (____) ___________________ 

Home Address_____________________________City_________________State____Zip____________ 

Birthdate____/____/________ Soc.Sec.#_____-____-________ 

Mother’s Full Name________________________________ Phone Home (____) _________________ 

Phone Work (____) __________________ Phone Cell (____) ___________________ 

Home Address_____________________________City_________________State____Zip____________ 

Birthdate____/____/________ Soc.Sec.#_____-____-________ 

PATIENT AUTHORIZATION 
 
I authorize the release of any medical      I hereby authorize my insurance benefits 
information necessary to process this      to be paid to MISSION OPTICAL 
claim and request payment of medical      realizing I am responsible to pay non- 
benefits to : MISSION OPTICAL       covered services 
 
Signature_________________________    Signature__________________________ 



 
 

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   Ear/Nose/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 -Any significant general or 
  medical or eye problems?     eye surgeries? 
 
 ______________________________________________ _____________________________________ 
 ______________________________________________ _____________________________________ 
 ______________________________________________ _____________________________________ 
 
Eye History                                                 Social History                                     Allergies 
 
-Cataracts     -Occupation_______________________ _____________________ 
-Glaucoma     -Tobacco Use:     
-Macular Degeneration    NO YES    _____________________ 
-Lazy Eye (Amblyopia)   -Alcohol Use:     
-Eye Trauma      NO YES    _____________________ 
-Other:     -Hobbies with visual issues:   
            _____________________ 
 

Medications 
 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 



 
 

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

 In Person Only 
 By Home Phone 

 I prefer leaving my medical information/results on a message 
 By Cell Phone 

 I prefer leaving my medical information/results on a message 
 

________________________________________  ____/____/________ 
Signed Patient or Patient’s Representative   Date 

 
-----------------------------------------------------------------------------------------------------------------------------------  

I 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: ____________________________________________________ 
 


