
 
 

 

  

 
 
Patient information:  

First Name                                                                         Last Name                   

Date of Birth                                                                       Last Four of Social Security #  

Cell Phone #                                       Home Phone #                                    Preferred contact method 

Address Line 1:                                                                                            

Address Line 2: (apt or unit #)                                             Email                

City/State/Zip Code  

Employer/Occupation  

Parent/Guardian (if under 18) 

Individuals allowed access to medical file (example: parent or guardian, if under 18, or court appointed conservator):      

Name(s):                                                                                                 Phone # 

 
New Patients - how did you hear about our clinic? 
 
 

  

 

HIPAA Privacy Act  
I acknowledge that I have  read  and/or  received  a  copy  of  the  Notice  of  Privacy  Policy  of  Valley  Eye  Clinic.  I 
understand  that  the  doctor  may  use  and  disclose  personal  health  information  to  provide  me  with  vision  care  
services and  treatment,  process  my  vision  and  medical  insurance  claims,  and  to  communicate  with  me  as  
provided  in  the Notice  of  Privacy  Practices.   

I  understand  and  agree  that  health/vision/accident  insurance  policies  are  an  arrangement  between  an  insurance 
carrier  and  myself.   I  understand  fees  for  professional  services  rendered  to  me  will  be  immediately  due  and  
payable on  the  date  of  service.   Protected  health  information  (PHI)  may  be  disclosed  or  used  for  treatment,  
payment,  or  health care  operations.   I  understand  my  medical  insurance  may  be  used  in  cases  if  there  is  a  
medical  diagnosis.   I  hereby authorize  my  optometrist/medical  records  to  be  released  and  transferred  when  
medically  necessary.   
 
Signature of Patient or Authorized Representative 
 
___________________________________________________   Date_______________________



 
 

Primary Care Physician First and Last Name: _______________________________________________ 
 

Medications:_________________________________________________________________________________________________
__________________________________________________________________________________________________________    
 

Allergies (medical or seasonal): ________________________________________________________________________________ 
 

Medical History (circle all that apply) 
 

General Health                                                       Dermatologic                                   Musculoskeletal   
   Fever/Fatigue   Pregnancy                                          Rosacea   Eczema   Psoriasis             Arthritis   Other________     
Cardiovascular                                                             Neurological                                    Gastrointestinal 
   High Blood Pressure   Stroke   Heart Disease             MS   Headache/Migraine                      Crohn's Disease   IBS   
Respiratory                                                             Psychiatric                                       Hematologic/Lymphatic 
    Asthma   COPD   Bronchitis                                        Depression   Anxiety                           Anemia   Bleeding Disorders                       
Genitourinary                                                          Endocrine                                        Other: ____________________                     
    Kidney Problems                                Diabetes   Thyroid                             __________________________ 
                                                                      

Family History (circle all that apply) 
 

High Blood Pressure       Diabetes      Cholesterol       Thyroid       Heart Disease        Cancer       Other____________________ 
                                                                                   

Ocular Symptoms (circle all that apply) 
 

Blurred Vision      Double Vision      Floaters/Flashes      Halos      Glare      Mucous Discharge 
                  

Ocular History (circle all that apply for family or self) 
 

Glaucoma:    Family     Self        Retinal Disease:    Family     Self             Crossed/Lazy Eye:         Family     Self              
Cataracts:     Family     Self        Blindness:    Family     Self            Macular Degeneration:  Family     Self      
List any Ocular Surgeries:______________________________       List any Ocular Injuries:_______________________________                  
                                          
1. Do you currently wear glasses?   YES     NO  
    
2. What glasses do you own?     Single Vision        Bifocals       Trifocals       Progressive Lens       Sunglasses         
 
3. Circle all that apply:  I don’t want to wear glasses        Problems with glare         Problems with night vision 
 
4. Do you currently wear contacts?     YES     NO      If NO, are you interested in trying contacts?     YES     NO 
 
 

5. Lifestyle/Hobbies (circle those that apply to you and/or list any we do not have listed): 
Running       Biking       Gaming       Embroidery/X Stitch        Shooting/Archery       Reading       Fishing      Athletics     
 

Other:__________________________________________________________________________________ 
  
Skin Care Use  Do you wear any of the following:   If YES, what brand?  
Eyeliner  YES     NO       ______________________ Moisturizer                    YES     NO       ______________________ 
Mascara  YES     NO       ______________________ Make-up Remover        YES     NO       ______________________     
Eye Shadow YES     NO       ______________________            
 
YES  or  NO   I would like my eyeglass and/or contact lens prescription sent to me electronically via Valley Eye Clinic’s patient portal. 
 
HIPAA Privacy Act  
I acknowledge that I have  read  and/or  received  a  copy  of  the  Notice  of  Privacy  Policy  of  Valley  Eye  Clinic.  I understand  that  the  doctor  may  use  
and  disclose  personal  health  information  to  provide  me  with  vision  care  services and  treatment,  process  my  vision  and  medical  insurance  claims,  
and  to  communicate  with  me  as  provided  in  the Notice  of  Privacy  Practices.   

I  understand  and  agree  that  health/vision/accident  insurance  policies  are  an  arrangement  between  an  insurance carrier  and  myself.   I  understand  
fees  for  professional  services  rendered  to  me  will  be  immediately  due  and  payable on  the  date  of  service.   Protected  health  information  (PHI)  may  
be  disclosed  or  used  for  treatment,  payment,  or  health care  operations.   I  understand  my  medical  insurance  may  be  used  in  cases  if  there  is  a  
medical  diagnosis.   I  hereby authorize  my  optometrist/medical  records  to  be  released  and  transferred  when  medically  necessary.   

Signature: ____________________________________________Date:______________________ 
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