
Dr. Hong T. Nguyen
0ptonetic Ph5nician

Thank you for choosing our ofEce for your eye
care needs. Please fill ouj on both sides as
completely zrs you caa. Thaok You!WELCOME

First Name Middle Initial LastName

Today's Date

SS#

Address City State zip

Sex: trM nF Age

Home Phoue Work Phone

Birth Date ! Single n Married n l7idowed

Occupation

Empioyer

Parent Name Qf min61) Spouse i.Iame

Does Today's Visit Involve Testing and Evaluation For Contact Lenses?

" If yes, please initial here ifyou understand that there will be an additionat charge

tr Yes+ DNo

Eow will you pay for today's visit?

Name of Persoa Responsible for tiis Account

D Cash / Check tr Mastercard i Visa tl Insurance Coverage

Responsible Pariy SS#

Relationship Employer

Are You Covered by Vision Insurance?

Name of Insurance

trYes lNo Are You Covered by Major Medical Iasurance? tr Yes n No

Narne of Insurance

Subscriber Subscriber

Group # Group #

Member# Member#

Release of benefits of Medical Information: I hereby authorize my insuraace beuefits be paid directly to the physician. I rmderstand that a

statem.ent of belefits from my insruaoce company is not a guara.ntee of payment and I am financially responsibie for any balance due. I also

authoriee the physician to release any information required to process this ciaira

SiGNATURE DATE

Must be the signatrre of the percoa who is finaciaiiy responsible for tie services readsred

Eye Physician's Name Date of Last Eye Exam

Reason For Today's Visit?

Do you wear glasses? n Yes tr No s A11 the time o Occasionaliy n Reading o Driving oTY
Do you wear coatacts? r Yes r No Brand/Type Hours/Days

Describe any probleus you have with. your cotrtacts

Please mark the box if you are currently experiencing auy of the following

Blurred Yisio*-Dis1,ry a Biurred!-isiok-Near. tr

Crossed Eyes

Dry Eyes

Eye Infection

Seeing Flashes

l{sadeg[s5

a Double Vision

tr Wateriag Eyes

s Discharge from Eyes

tr Floaters or Spots

Seeiag Halos n Poor Color Vision tr

?oor Niglt Vision o Temporary Loss of Vision s

Burning Eyes o Twitching Eyeiid tr

Itching Eyes n Red Eyes tr

Light Sensitivity n Eye Paio E

tr

0

tr

u

Please Continue On Other Side )
Other



Familv P o.i"1*'g Name Date of last visit
Please place a mark to indicate if you currently have or have had any of the following conditions

No

n
tr

tr

tr

tr

tr

tr

tr
tr

tr
tr

Do You smoke? Y Use Alcohol? Y

If Female, tre you pregncmt or breastfeeding? Y_N_

Yes No
Diabetes ! tr

IfighBioodPressure.............................tr tr

Heart Condition tr tr

Breathing/Lungs................................ tr tr

Parkirson..... .--................. tr B

Migraiae Headaches.... .......^.tr tr

Arthrids....... .......tr tr

Multiple Sclerosis.-...................-. tr tr

Thyroid Condition............... tr tr

Digestive, abdominal.... ....... tr tr

Urio.ry, kidney......... tr D

Other

Use recreational drugs? Y_N__N_N

Please plaee a mark to indicate if a blood relstive currently have or have had any of the following conditions
Yes No

tr

tr
tr

tr
tr

trCaacer (Type )n

No
tr

B

tr

tr

B

tr

Who referred you to our officq or where <iid you leam of us?.


