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 Previous Patient Intake Form

We would like to thank you for choosing to return to our practice.  We strive to provide you with the most modern, professional services and appropriate care.  If you have any questions about your examination or care provided, or if you have any suggestions, please feel free to discuss it with Dr. Kaufman or one of our staff members.  Please help us to serve you better by filling out the following form.

Date:____________

Patient's Full Name:________________________________________________________________

 Email:________________________________

Address:______________________________________City_____________State_____Zip_________

Best phone number to reach you: __________________ Alternate phone number__________________

Today's Visit
Are you interested in contact lenses?  Yes/No

Do you wear contacts now?  Yes/No  What brand?________________Solution?___________________

Are you interested in learning more about laser vision correction?  Yes/No

Women:  Are you pregnant or nursing?  Yes/No

Any questions or concerns about your eyes or vision?________________________________________

Lifestyle Questions:
Occupation:_________________

Are you sensitive to light? Yes/No

I drive______hours per day.

Do you often drive at night? Yes/No

Do you struggle with glare from headlights?  Yes/No

I read______hours per day.

Do low light situations make using your glasses more difficult? Yes/No

Do you spend more time indoors, outdoors or equal?_________________

I spend_________hours per day outdoors.

I spend_________hours per day on a computer.

Do you often spend time on the water?  Yes/No

Do you participate in any sports?________If yes, which sports do you participate in?_______________

___________________________________________________________________________________

Please list any hobbies (reading, fishing, crosswords, crafts, music): ___________________________________________________________________________________

Financial and Privacy:

Patient Name:_______________________________________________________________________
The name of the person responsible for payment on this account:_______________________________

Relationship to patient:____________Home phone:________________Work phone:_______________

Address (if different than above):________________________________________________________

Employer:_______________________

Insurance information:   (please circle which vision insurance you are covered by)  VSP,  EyeMed,  VCP,  Medicare,  Medicaid,  Supplemental, None or Other:__________________

Member ID or last 4 digits of the policy holder's social security #______________________________

I authorize the release of any medical or other information necessary to process this insurance claim

Patient's (or Guardian's)Signature:__________________________________Date:_________________

I authorize payment of medical benefits to Dr. Rod Kaufman for services rendered.

Insured or authorized Person's Signature:_____________________________Date:________________|

I understand that professional fees are due at the time services are rendered.  A 50% deposit is required at time of order on all materials.  All orders will be held for a maximum of 45 days.  After this time, all orders will be returned to the lab and the deposit will be forfeited and not refunded.

Patient's (or Guardian's)Signature:__________________________________Date:________________

