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		Patient Registration Form	Today’s Date:                                                            
                                                                                                                         Patient’s Date of Birth:                     
Patient’s Name: Last: 	    First:	Middle Initial:	Nickname:
Mailing Address:	                            Male           Female
City:	State:	Zip:	Social Security Number:	              -           -
Home Phone:	       Cell Phone:					  Email:

Preferred Method of Contact:  Phone:  Home       Cell       Mail	       Email	                  Preferred Language:
Race:							               Ethnicity:
(American Indian, Asian, African American or Black, Native Hawaiian or Other Pacific Islander, White, Other, Declined)		(Hispanic, French, German, American, Other, Unknown, Declined)

Employment Status: Working         Unemployed         Retired                     Student: Full Time       Part Time	
Employer:		Position:			Work Phone: 
Employer Address:							  City:		            State:	    Zip:		

Marital Status:  Single       Married	    Divorced       Widowed       Separated 
Spouse: Last:	First:	                          Middle Initial:	Phone Number: 

Emergency Contact Information, Please give the name of the person we may contact in case of an emergency.
Name:	Phone:	                                            Relationship to Patient:                 	
Address:		City:	State:	Zip:		
Referred by: Physician         Dr. 	Friend or Family member         Name:
	          Website        Phonebook        Newspaper        Other   

Insurance Information:
Primary Insurance Company: 	
	(If you do not have insurance, please give your Drivers License to the front desk so we may obtain a copy.)	
Name of Primary Insured: 	              D.O.B. 	Social Security Number:
Relationship to Patient: 
Address if different from above: 			                            City: 	State:	Zip: 

Responsible Party Information:
Name of Responsible Party:		D.O.B.	Social Security Number:
Relationship to Patient:
Address if different from above:	City: 	State:	   Zip:

Complete the following ONLY if the Patient is less than 18 years of age.
Mother's Name:	 D.O.B. 		Phone Number:
Father's Name: 	 D.O.B.		Phone Number:
Additional Addresses:
I 	do/do not authorize Helm Eye Center to provide services to 
without my presence (or other designated adult) in the exam room. 
Please indicate all adults who may accompany your dependant in the exam room below:




	Medical History Information
		                                                                   Today’s Date:
Patient's Name:			
Do you currently wear glasses? Yes       No         Do you currently wear contacts? Yes        No        Contact Brand: 
Do you work on a computer? Yes        No	If yes, how many hours per day? 	 
Have you ever had eye surgery? Yes       No       If yes, types and dates:
Are you pregnant? Yes       No           Due Date:			
Date of last eye exam: 	Reason for eye exam:
Reason for Today’s visit:
Onset of Symptoms:	Is this a job related injury? Yes       No       
Primary Care Physician:  Dr.	                                            Date of Last Visit:
Preferred Pharmacy:	                                     Location:
Patient Ocular History: Please check any of the following conditions that apply to you.
Glaucoma 		Decreased Visual Acuity	Flashing Lights in your Vision		
Cataracts	Diabetic Retinopathy	Floaters in your Vision
Macular Degeneration	Poor Night Vision	Eye Tumor
Eye Injury	Abnormal Sensitivity to Light	                    Eye Itching
Retinal Disease	Halos around Lights	Mattering of Eyes
Blindness	Problems with Glare	Tearing of Eyes
Strabismus	Red Eyes	Double Vision
Amlyopia	Eyes Bulging Out	Abnormal Pupil
Diabetes	Jagged Lines in your Vision	
Dry Eye	Droopy Eyelid
Patient Social History: 
Tobacco Use: Yes        No 	  If yes, type of tobacco: 		times per day: 
Drug Use: Yes        No        If yes, what type: 
Alcohol Use: Yes       No 	If yes, how many per day:
Tobacco Status: Please choose any of the following that apply to you.
Current Every day Smoker		                       Never Smoker	Current Status Unknown
Current Someday Smoker		   Former Smoker 		Unknown if Ever Smoked
Smoker		
Patient Medical History: Please check any of the following conditions that apply to you.
Arthritis	Hypertension	Skin Problems	
Asthma	Kidney Disease	Hepatitis
Cancer	Thyroid Problem	HIV/AIDS
COPD/Emphysema	Diabetes Type I	Seizures
Heart Disease	Diabetes Type II	Stomach/Bowel Problems
High Cholesterol	Neurological Problems	
Please list Medications you currently take:
Please list Eye Drops you currently take:
Do you have any Drug Allergies? Yes        No Known       If yes, please list:  
Family Medical History: Please check any of the following conditions that apply to your family.
Glaucoma	Eye Injury		    Strabismus		Cancer			High Cholesterol		
Cataract			Retinal Disease	    Amblyopia		Heart Disease		Kidney Disease
Macular Degeneration 	Blindness		    Diabetes		Hypertension		Stroke 






Consent Form


I 	have filled out the above personal medical history information to the best of my knowledge.  I hereby authorize the Helm Eye Center to examine and treat me, or the individual for whom I am responsible.


The Helm Eye Center’s Privacy Practices (HIPPA) Disclosure and Financial Policy are attached on the following pages.

By my signature below, I acknowledge that I have received, read, and agree to the Helm Eye Center’s Privacy Practices and the Financial Policy.  I understand that I have primary responsibility for payment of my charges.  


Release of Medical Information

I hereby authorize the release of any information, including medical diagnoses and the records of any treatments or examination rendered, to my insurance company or companies and/or to other healthcare providers as deemed necessary to coordinate my treatment.  This release is solely for the purpose of facilitating the billing and reimbursement of my medical bill and for management of my healthcare.  I understand that by signing below I am giving my consent to your use and disclosure of my protected health information to carry out treatments, payment activities, and healthcare operation on my behalf. 


Medicare Patients: Certain charges are not covered by Medicare; specifically refractions for glasses.  I understand that by signing below, I am responsible for payment of these charges if applicable.



Signature: 	Date: 



	Date: 
Signature of Authorized Patient Representative
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