DR. TAMMY HERSCH, Optometrist						     Family Optical
DR. ERYN CAUDILL, Optometrist				                1420 North Ave, Suite 1, Spearfish, SD  57783
										         605-642-0387

Medical History Questionnaire

Name: ___________________________________________________________  Date:_____________________________
                                  Last                         First                Middle                 Nickname

Address: __________________________________________________________ Home Phone: ______________________

City: _______________________________State: _________Zip: _____________ Cell Phone: ________________________

Email Address: ______________________________________________________ Work Phone: ______________________

Social Security #: __________________________________ Date of Birth: _____________________ Age: _______________

Marital Status:    S     M    D    W           If student, grade in school ______________________

Place of Employment: __________________________________    Occupation: ____________________________________

Primary Care Physician: _________________________________   Pharmacy: ______________________________________


If other than above
Person responsible for bill: _______________________________________________________________________________

Address:  ____________________________________ City: _______________________  State: ________ Zip: ____________

Social Security #: _______________________________  DOB: ________________________

Place of Employment: __________________________________   Work Telephone Number: __________________________

Relationship to patient:            Self      Spouse       Parent     Guardian


Do you have vision insurance?           Yes         No        Name of Insurance: ________________________________

Do you have health insurance?          Yes         No        Name of Insurance: ________________________________

If you have either, please present cards to the front desk.


Insurance/Medicare Authorization

I hereby authorize Dr. Hersch or Dr. Caudill to furnish to Medicare/insurance carriers any information needed to determine benefits payable for services furnished to me.  I request payment of these benefits be made to Dr. Hersch or Dr. Caudill.  I understand I am responsible for any amount not covered by Medicare/Insurance.

Signature   ________________________________________________________  Date _______________________________
Payment is expected at the time services are rendered.  No refunds will be made for services.
Reason for eye exam __________________________________________Date of Last Eye Exam________________________

How did you hear about us? ______________________________

Are you interested in:     Contacts         Glasses          Both     

Do you have a history of…? 


__ arthritis
__ allergies
__asthma
__injury to eyes
__high blood pressure
__discharge from eye
__light flashes
__floating spots 
__eye surgery
__head injury
__glaucoma
__cancer/tumor
__headaches
__diabetes
__drug allergies
__skin conditions
__current smoker or tobacco user
__former smoker
__ have never been a smoker


Explanation or Other: _____________________________________________________________________________________
_______________________________________________________________________________________________________

Has anyone in your family had…?

			 Relationship to you					 Relationship to you
__ diabetes                	__________________		__ other eye disease		__________________
__ heart disease         	__________________		__ blindness		__________________
__ high blood pressure	__________________ 		__ glaucoma   		__________________
__ other			__________________

   Please list all prescription and non-prescription medications		              Please list all drug allergies
____________________________________________________		_________________________________________
____________________________________________________		_________________________________________
____________________________________________________		_________________________________________
____________________________________________________		_________________________________________


Optomap

We recommend our patients include an Optomap, which can be used as part of your eye exam to take a digital scan of the back of your eye.  This will help to evaluate the overall health of your retina and assist in the early detection of eye diseases.  Both Dr. Hersch and Dr. Caudill believe the Optomap is an essential part of the comprehensive eye exam and prescribe it for patients of all ages during their annual exam.  The screening is $39 and not billable to insurance.

            ______ I DO want the Optomap screening                              ______ I DO NOT want the Optomap screening


Acknowledgement of Receipt of Notice of Privacy Practices
[bookmark: _GoBack]I acknowledge that I received a copy of Family Optical’s Notice of privacy Practices.

Patient Name: ________________________________________    Date: _________________________________



Signature: __________________________________________________
