
 
 

Patient Information & Health History 
□ Mr. □ Mrs. □ Child        □ Male   □ Single        □ Married   
□ Ms. □ Dr.                □ Female   □ Divorced    □ Widowed  Date of Birth: ______/______/______ 

Last Name:_________________________________ First Name: ______________________________ Middle Initial: __________ 

Address: _______________________________________ City: ________________________ State: _______ Zip: ____________ 

Home #: (____)_____________ Work #: (____)______________ Cell #: (____)_____________ May we text you?  Y     N   

Employer: ______________________________ Occupation:___________________________ Full Time Student? _____________ 

SSN #: ________________________ How were you referred to our office?: ___________________________________________ 

E-Mail – You may receive appointment reminders, order notifications, promotions, and eye care related articles. You may opt out at any time you wish. 
 

        
 

 
Vision and Medical Insurance 
Relationship to patient: □ Self (same as above – skip to next section)      □ Spouse  □ Dependent  

Vision Insurance: □ VSP       □ NBN       □ Regence       □ Premera       □ 1st Choice       □ Other_________________________  

Member: _________________________________ Member D.O.B: ____/____/____ Member SSN: _________________________ 

Medical Insurance: _________________________  

Member: _________________________________ Member D.O.B: ____/____/____ Member SSN: _________________________ 

 

Past Ocular and Medical History  
    Self Family History   Family Physician___________________________________ 
Ocular   Y   N     note relationship    
Glaucoma  □  □    _______________ Medications  
Cataracts  □  □    _______________  List any medications including oral contraceptives, aspirin or blood 
Macular Degeneration □  □    _______________ thinners, steroid medications, over the counter meds, and vitamins. 
Surgery   □  □    _______________ ___________________________________________________________ 
Other   □  □    _______________ ___________________________________________________________ 
Medical       
High Blood Pressure □  □    _____________ Drug Allergies 
Diabetes  □  □    _____________ ___________________________________________________ 
Other   □  □    _____________ ___________________________________________________   

     
Review of Systems    Check all that apply    
Allergic/Immunologic: Eyes: Musculoskeletal: Cardiovascular: Gastrointestinal: 
□ Drug Allergy □ Glaucoma □ Fibromyalgia □ Heart Disease □ Crohn’s  
□ Environmental Allergy □ Cataracts □ Muscular Dystrophy □ Hypertension □ Colitis 
□ Rheumatoid Arthritis □ Macular Degeneration □ Osteoarthritis □ Stroke □ Ulcer 
□ Lupus □ Surgery □ Ankylosing Spondylitis □ Vascular Disease □ Digestive 
□ Other □ Inflammatory Disorders □ Other □ Other □ Other 
 □ Blurred/Double Vision    
 □ Other    
     
Neurological:  Constitutional: Genitourinary: Psychiatric: Ear, Nose, Throat: 
□ Multiple Sclerosis □ Developmental Disability □ STD □ Depression □ Upper Resp. Infection 
□ Epilepsy □ Weight Loss □ Viral Herpetic □ Panic Disorder □ Ear Ache 
□ Alzheimers □ Fever □ Chlamydia □ Schizophrenia □ Runny Nose 
□ Parkinsons □ Fatigue □ Other □ Other □ Sore Throat 
□ Cerebrovascular □ Trauma   □ Ringing/Tinitis 
□ Other □ Other   □ Other 
 Are you pregnant?  Y      N   
Hematologic/Lymphatic Respiratory:  Endocrine: Integumentary: 
□ Anemia Do you smoke?  Y       N  □ Non-Insulin Diabetic □ Eczema 
□ Blood Loss  If yes:   Daily   Some Days    In the past  □ Insulin Diabetic □ Rosacea 
□ Leukemia □ Asthma  □ Thyroid Dysfunction □ Psoriasis 
□ Other □ Bronchitis  □ Hormonal Dysfunction □ Other 
 □ Emphysema  □ Other  
 □ Other    
 
 



 
 
 
 
 
 
Insurance & Payment Policy 
□ All co-pay’s and non-covered fees are due at the time of service.  
□ All referrals are responsibility of the patient. Please let us know if you need any information to obtain a referral. 
□ In the event your account is turned over to collections, a $25 processing fee will be added to your balance owing.   
□ We can bill most insurance as a courtesy if given the proper information at time of service. We will do our best to provide 
accurate fees on all services provided, however, patients are responsible for any balance owing after the insurance has paid.   
Insurance is not a guarantee of payment and actual benefits are determined by the insurance company. 
 
 
Patient Signature_______________________________________________ Date _______________________________________ 
 

 
 
 

Pacific EyeCare of Port Orchard/Eyedesigns 
Notice of Privacy Practices Acknowledgement 

 
 

This Notice of Privacy Practices is required by the Privacy Regulations created as a result of the 
Healthy Insurance Portability and Accountability Act (HIPAA) of 1996. 

 
We keep a record of the health care services we provide you. You may ask to see and  

copy that record. You may also ask to correct that record. 
We will not disclose your record to others unless you direct us to do so or 

unless the law authorized or compels us to do so. You may see your 
record or get more information about it by contacting the receptionist. 

 
Our Notice of Privacy Practices describes in more detail how your health  

information may be used and disclosed, and how you can access your information. 
 
 
 

PLEASE LIST INDIVIDUALS YOU WISH TO PARTICIPATE IN YOUR CARE:
This will be someone we can leave messages with regarding appointment times,  

ask questions regarding insurance, account information, and patient care. 
  

By signing below I acknowledge receipt of the notice of privacy practices. 
 

Patient Signature__________________________________Date_________________ 
 

      Name____________________________Phone #_________________Relationship__________________   
 
                        
       Name____________________________Phone #_________________Relationship__________________ 
 
 

This form will be retained in your medical record. 
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