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) EYECARE
Prairie Centen





Dr. Jeffrey W. Sanger

Dr. Melinda K. Kennel
408 South 8th Avenue

Broken Bow, NE 68822


Name _____________________________________________


	Maiden/Former Name _________________________


Last 4 SS# ______________	DOB _________________


	Age __________	Sex:  M ____ F ____


Ethnicity: (circle one)


	Caucasian		Hispanic


	African American		Native American


	Asian			Other


Street ___________________________________________


City _________________   State ________  Zip _________


Home Phone _______________ Work Phone ____________


Cell Phone _________________ Email _________________


Employer (or School) _______________________________


Occupation (or Grade) ______________________________


Spouse (or Parent’s) Name __________________________


Spouse (or Parent’s) Work Phone _____________________





WELCOME TO OUR OFFICE





(PLEASE PRINT)








Current Medication (Rx or Over the Counter)


_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Name and City of Physician ____________________________


___________________________________________________








What is the major purpose of this visit? ___________________


__________________________________________


Any problems with your present contact lenses or glasses? __________________________________________________


__________________________________________________


Have you ever worn/are you currently wearing contacts? Or glasses?  


 ___ Yes   ___ No


What kind of contacts? __________ Solutions used _________


Are you interested in contact lenses 


____ Yes   ____ No








Vision Insurance ________________________________


Medical Insurance ______________________________


Policy Holder’s Name _________________ DOB ______


How will you settle your account today?


___ Check   ___ Cash   ___ Credit Card





AUTHORIZATIONS


I am responsible for payment of this account in full at the time services are rendered unless previous arrangements have been made.  I understand there will be a rebilling charge of 16% per annum added on any balance over 60 days.  Above authorizations pertain to all charges incurred hereafter





Signature ______________________   Date__________





MEDICAL QUESTIONS FOR SELF AND FAMILY





Allergic/Immunologic   None___   	Cardiovascular       None___


□   environmental allergy		□  hypertension	


□   rheumatoid arthritis		□  stroke


□   lupus				□  vascular disease


□   other				□  others





Constitutional         None___	Ears, Nose, Mouth 


& Throat               None____


□  developmental disability		□  Upper Resp. Tract Infect


□  weight loss			□  other


□  fever


□  fatigue


□  trauma


□  other





Endocrine             None____ 	Eyes                     None____


□  non-insulin dependent


    diabetes			□  Glaucoma


□  Insulin-dependent diabetes	□  Cataract


□  thyroid dysfunction		□  Macular degeneration


□  hormonal dysfunction		□  Surgery


□  other				□  Inflammatory disorders


□  other





Gastrointestinal     None___ 	Genitourinary        None___


□  Crohn’s 	□  STD – viral herpetic, chlamydia


□  colitis				□  other 


□  ulcer


□  digestive


□  other





Hematologic/Lymphatic None_ 	Skin  	              None_____


□  anemia			□  eczema


□  large volume blood loss		□  rosacea


□  leukemia			□  psoriasis


□  other				□  other





Muskuloskeletal   None_____	Neurological     None_____


□  fibromyalgia 			□  multiple sclerosis


□  muscular dystrophy		□  epilepsy


□  osteoarthritis			□  other


□  ankylosing spondylitis 


□  other 





Psychiatric     None_____		Respiratory     None_____


□  depression			□  cigarette smoker


□  panic disorder			□  asthma


□  schizophrenia			□  bronchitis


□  other 				□  emphysema


□  other			














