
N E W  P A T I E N T  W E L C O M E  F O R M
Welcome! Thank you for choosing us for your eyecare needs. Please complete this form; ask us for assistance if needed. All information will remain confidential.

P A T I E N T  D E M O G R A P H I C S

F I R S T  N A M E M I L A S T  N A M E P R E F E R R E D  N A M E /
N I C K N A M E

P R E F E R R E D
P R O N O U N S

D A T E  O F  B I R T H :

P H O N E  N U M B E R : E M A I L  A D D R E S S :

P R I M A R Y  L A N G U A G E :R A C E : E T H N I C T I Y : M A R I T A L  S T A T U S :

A D D R E S S :

E M P L O Y E R / S C H O O L : O C C U P A T I O N / G R A D E :

G E N D E R :

English

Spanish

Other:

Male Female Transgender Non-binary Other Decline

American Indian or Alaska Native

Black or African American

Native Hawaiian or Other Pacific Islander

White Asian Self-describe:

Hispanic or Latino/a/x

Not Hispanic or Latino/a/x

Decline

Single
Married

Divorced
Widowed

Other

A D D R E S S C I T Y S T A T E Z I P

P R E F E R R E D  C O M M U N I C A T I O N :
Phone

Email

Text

US Mail

Full-time

Part-time

M INOR S
ON L Y :

P A R E N T / G U A R D I A N : A D D R E S S

P H O N E  # : W O R K  P H O N E  # : E M P L O Y E R :

P A R E N T / G U A R D I A N : A D D R E S S

P H O N E  # : W O R K  P H O N E  # : E M P L O Y E R :

D A T E :S S N :

E Y E C A R E  O F  A N K E N Y

What is the main reason for your visit today?

Date of last eye exam/office:

Date of last medical exam: Primary care physicain/office:
Do you wear glasses?

Do you wear contact lenses?

No

No

Yes, they are ____ years old. They help me to see: 

Yes, I wear them for ____ hours per day. They help me to see:

distance

distance

near

near

both

both

Contact lens type/brand: Are you happy with your current contact lenses? Yes No

C U R R E N T  S Y M P T O M S E Y E  C O N D I T I O N S M E D I C A L  C O N D I T I O N S

E Y E  S U R G E R I E S

Blurred vision

Eye injury

Dry eyes

Red eyes

Burning eyes

Itching eyes

Tearing/watering eyes

Discharge from eye

Eye pain

Severe light sensitivity

Frequent headaches

Poor night vision

Bothersome night glare

Double vision

Total loss of vision

Floaters in vision

Flashes of light in vision

Other ____________________

NONE

Cataracts

Macular degeneration

Glaucoma

Diabetic retinopathy

Chronic dry eyes

Chronic red eyes/uveitis

Strabismus (eye turn)

Amblyopia (lazy eye)

Keratoconus

Retinal detachment

NONE

Other ____________________

Have you ever been diagnosed
with any of the following?

Check all that apply.

Have you ever had surgery for:

Cataract

Retinal detachment

Eye muscle surgery

Eye injury/foreign body

Corneal transplant

LASIK/PRK  

NONE

Other ____________________

Are you currently diagnosed
with any of the following?

Diabetes

High blood pressure

Heart disease or stroke

High cholesterol

Chronic allergies

Lung disease

Asthma/COPD

Thyroid dysfunction

Arthritis

Colitis

Multiple sclerosis

Lupus

Hepatitis

HIV/AIDS

Cancer: _________________

NONE

Other ____________________

Type 1 Type 2

Last A1c%: _______ Date: ______
Blood sugar ranges: __________
Year diagnosed: ______________

M E D I C A T I O N S
List all current medications, vitamins, supplements & eyedrops

Allergies to medications?: No known drug allergies Yes, list below

Please list known allergies: ____________________________________________________________

(Females) Are you pregnant/breastfeeding? Yes, pregnant Yes, breastfeedingNo

Alcohol use:
Yes NoTobacco use:

Recreational drug use:

S O C I A L  H I S T O R Y

Yes No

Yes No

F A M I L Y  H I S T O R Y

H E I G H T

W E I G H T

Has anyone in your family had:

Cancer

Diabetes

High blood pressure

Macular Degeneration

Glaucoma

Blindness

NONE
R E L A T I O N S H I P
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PATIENT NAME: ____________________ DATE; _____________ _ 

ACKNOWLEDGEM ENT OF RECEIPT OF PRIVACY PRACTICES 

I acknowledge t hat I have received a copy of the Notice of Privacy Practices from EyeCare of Ankeny. 

Signature of Patient/Parent/Legal Guardian/or Representative Relationsh ip to patient 

NON-COVERED SERVICES 
I understand t hat I am responsible for fees not covered o r reimbursed by my insurance. I agree, in t he event of non-payment, to 
assume t he costs of interest, collection and legal action (if requ ired). 

AUTHORIZATION TO RELEASE INFORMATION 
I authorize my insurance company to release information regarding my coverage to EyeCare of Ankeny. I authorize agents of any 
hospital, or previous doctors to furnish EyeCare of Ankeny copies of any records of my medical history, services o r treatments. I 

authorize t he release of any medical information and/ or reports related to my treatment to any doctor, optical suppl ier, 
pharmacy, or insurance company as needed or request ed by me. I agree to a review of my records for purposes of internal 
audits, research, and quality assurance review within EyeCare of Ankeny. 

ASSIGNMENT OF BENEFITS 
My right to payment for all procedures, t est, supplies, and t echn ical/physician services including maj or medical benefits are 
hereby assigned to Eyecare of Ankeny. This assignment covers any and all benefits under/ over M edicare, other government 
sponso red programs, private insurance and other health plans. I acknowl edge this document as a legally binding assignment to 
collect my benefits as payment of claims for services. In the event my insurance company does not accept assignment of 
benefits, or if payments are made directly to me o r my representative, I will endorse such payments to EyeCare of Ankeny. 

I have read the above statements and accept t he terms. I understand that I may revoke this consent, in writing, at any time. 

Relationship to patient 

Contact Lens Prescription Acknowledgement 
I acknowledge t hat I w ill be provided wit h a copy of my contact lens prescription at the completion of my contact lens fitting. 
I acknowledge t hat there will be a fee for t he contact lens fitting from $48.00 - $88.00. 

Signature of Patient/Parent/Legal Guardian/or Re resentative 

Place a check marlc in the box below next to the person or persons designated as your EMERGENCY CONTACT 
The following individuals have my authorization to aocess my Protected Health Information. I am aware that I can revoke 

the authorization for any individual at any time, but must do so in writing. 

D 

Name Relationship Phone 

D 

Name Relationship Phone 


