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Dear Patient,

Welcome to Eyecare Associates of Osawatomie.  It is exciting to have you as a new patient in our practice.   Our mission is to provide a level of professional, friendly and courteous service that exceeds the patient’s expectations.  We look forward to creating an outstanding patient experience not only on your first visit to our office, but every visit thereafter.

In order to facilitate your experience during the first visit to our practice, enclosed you will find several documents to read and complete prior to your appointment.  Before you see the doctor at your first visit, our staff will enter the data from these documents into our electronic health records system.  Because entering the information from your paperwork into our electronic system takes time, we ask that you please arrive 15 minutes prior to your appointment time with the enclosed paperwork completed.  If you are unable to complete the paperwork prior to your appointment because you have questions or need assistance, please arrive 30 minutes prior to your appointment time and our staff will be glad to assist you.  Below is a checklist of paperwork/items to bring to your first visit:


___  Completed Patient Welcome Form


___  Completed Patient Demographic Form – will provide in office


___   Signed Signature on File Card (this allows us to bill your visit to insurance for you) – will provide in office


___  Completed Digital Retinal Photography Form (If over age 25) – will provide in office


___  Driver’s License or Photo ID (not required for children)


___  Insurance Cards (Including Medical and Vision Insurance, if applicable)


___  A list of your current medications, your physician’s name and phone number

If you did not provide us with your e-mail address when you scheduled your appointment, it is highly encouraged that you provide it on your patient demographic form.  You will receive summaries of your office visits, appointment reminders, post-appointment surveys, notifications when your glasses or contact lenses are ready for pick-up, quarterly newsletters and occasional office announcements by e-mail.  If you are interested in eye health awareness and updates about our practice, you can also become a fan on our facebook page at www.facebook.com/EyecareAssociatesOfOsawatomie or visit our website at www.oseyecare.com.

Again, welcome to Eyecare Associates of Osawatomie.  We look forward to seeing you soon!

Kari Burchett, OD
Melanie Deitch, OD
Mark Herriott, OD
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Patient Welcome Form

We are pleased to welcome you to our practice.  Please take a few minutes to fill out this form, front and back sides.  If you have questions or need assistance we would be glad to help you.

Patient Name: ( Mr.   ( Mrs.   ( Miss   ( Ms.   ( Dr.   ______________________________________ Today’s Date: ___/___/___

Address:  ________________________________________________________________  Home phone: ______________________

                  ________________________________________________________________ Work phone:  _______________________

Parent/Guardian (if applicable): ______________________________________________ Cell phone:     _______________________
Spouse (if applicable):___________________________________________Email address: __________________________________
Birth date: ___/___/___
Social Security Number : __  __ __ - __ __ - __  __  __  __   

The following demographic data is required for meaningful use compliance of electronic health records:

Marital Status: _____________  Race: ____________   Birth State: _______ Mother’s Maiden Name: __________________

Please list any individuals to which you do NOT want medical information released: _______________________________________

Preferred Communication Type:  __E-mail __ Cell  __ Home  __ Work  __ Text  __ US Mail  

For communication, would you like a text message sent to your cellular phone?  ___ Yes   ___ No

Occupation: __________________________________  Employer: _____________________________________

Name of Medical Doctor: __________________________________________________________ 
Last physical exam: ___/___/____

Name of any other specialty physician monitoring your care: __________________________________________________________

Name of Previous Optometrist (if applicable):__________________________________________
Last eye exam:
    ___/___/____

How did you hear about our practice? ____________________________________________________________________________

MEDICAL HISTORY

Do you have any allergies to medications?
 ( Yes 
( No
If yes, which medications? ___________________________________

List all major injuries, surgeries and/or hospitalizations you have had, including eye surgeries:  _______________________________
____________________________________________________________________________________________________________

Are you pregnant and/or nursing?
( Yes
( No     If yes, how far along? _______________________________________________

FAMILY HISTORY






MEDICATIONS

Please note any self or family history (parents, grandparents, siblings,
Please note any medications you are currently taking and the

children; living or deceased) for the following conditions: 
reason for use or provide us with a current list.  Include any pills, creams, drops, oral contraceptives, OTC. 
Disease/Condition             Self       Family
Relationship to You
Medication

Reason for Use

Glaucoma

( 
  ( 
 _______________
__________________
_____________________

Cataracts

( 
  ( 
 _______________
__________________
_____________________

Macular degeneration
( 
  ( 
 _______________
__________________
_____________________

Eye Injury               
( 
  ( 
 _______________
__________________
_____________________

Retinal Disease

( 
  ( 
 _______________
__________________
_____________________

Blindness

( 
  ( 
 _______________
__________________
_____________________

Crossed Eyes or Lazy Eye
( 
  ( 
 _______________
__________________
_____________________

Retinal detachment
( 
  ( 
 _______________
__________________
_____________________

Arthritis


( 
  ( 
 _______________
__________________
_____________________

Cancer


( 
  ( 
 _______________
__________________
_____________________

Diabetes


( 
  ( 
 _______________
__________________
_____________________

Heart disease

( 
  ( 
 _______________
__________________
_____________________

Stroke


( 
  ( 
 _______________
__________________
_____________________

High blood pressure
( 
  ( 
 _______________
__________________
_____________________

Lupus


( 
  ( 
 _______________
__________________
_____________________

Thyroid disease

( 
  ( 
 _______________
__________________
_____________________

Epilepsy


( 
  ( 
 _______________
__________________
_____________________

Other: _______________________________________________________________________________________________


SOCIAL HISTORY (This information is kept strictly confidential.)

Do you use tobacco products?  
( Yes
  ( No
If yes, type/amount/how long: _______________________________________

Do you drink alcohol? 
  
( Yes
  ( No
If yes, type/amount/how long: _______________________________________

Do you use illegal drugs?            
( Yes
  ( No
If yes, type/amount/how long: _______________________________________

Have you ever been exposed to or infected with:
( Gonorrhea
  ( Hepatitis
( HIV
  ( Syphilis     ( Tuberculosis
REVIEW OF SYSTEMS
Place a check mark in the box to indicate any condition applicable to you. 

If you are filling out this form for someone else, please indicate any conditions applicable to them.

System




Yes
 No
System





Yes
No
EYES






GASTROINTESTINAL



Loss of Vision


( 
  ( 

Chronic Diarrhea



( 
  ( 



Blurred Distance Vision

( 
  ( 

Chronic Constipation


( 
  ( 



Blurred Near Vision

( 
  (   
GENITOURINARY

Distorted or Wavy Vision

( 
  ( 

Kidney Stones



( 
  (



Glare or Halos 


( 
  ( 

Difficult/Painful Urination


( 
  (



Loss of Side Vision

( 
  ( 
MUSCULOSKELETAL





Night Vision Problems

( 
  (

Arthritis (Type:___________)

( 
  (

Color Vision Problems

( 
  ( 

Muscle Pain/Weakness


( 
  (



Dryness



( 
  ( 

Joint Pain



( 
  ( 



Mucous Discharge

( 
  ( 
INTEGUMENTARY



Redness



( 
  ( 

Rash/Itching



( 
  ( 



Sandy or Gritty feeling

( 
  ( 

New moles/growths


( 
  ( 



Itching



( 
  (

Eczema




( 
  ( 



Burning



( 
  ( 

Irregular spots near eyelids

( 
  ( 



Excess Tearing/Watering

( 
  ( 

Vascular disease



( 
  ( 



Light Sensitivity


( 
  ( 
NEUROLOGICAL



Eye Pain



( 
  ( 

Headaches



( 
  ( 



Chronic infection of the eye or lid
( 
  ( 

Migraines



( 
  ( 



Styes or Chalazion

( 
  ( 

Seizures




( 
  (
Flashes or Floaters in Vision
( 
  ( 

Numbness/Tingling


( 
  ( 


Tired Eyes


( 
  ( 

Multiple Sclerosis



( 
  ( 

CONSTITUTIONAL




PSYCHIATRIC


Fever



( 
  (

Memory Loss/Confusion


( 
  (


Unexplained Weight Loss/Gain
( 
  (

Nervousness/Panic Attacks

( 
  ( 

CARDIOVASCULAR





Insomnia



( 
  ( 



Heart Attack/Chest Pain

( 
  (

Depression



( 
  ( 


High Blood Pressure

( 
  (
ENDOCRINE






Vascular DIsease


( 
  (

Thyroid Problems



( 
  ( 


EAR, NOSE, MOUTH, THROAT




Diabetes Type: ______


( 
  ( 


Allergies/Hay Fever

( 
  (
HEMATOLOGIC/LYMPHATIC






Sinus Congestion


( 
  (

Anema




( 
  ( 


Dry Throat/Dry Mouth

( 
  (

Bleeding/Bruising Problems

( 
  (








ALLERGIC/IMMUNOLOGIC





RESPIRATORY




 

Sjogrens Syndrome


( 
  ( 



Asthma



( 
  ( 

Seasonal Allergies


( 
  ( 


Chronic Bronchitis

( 
  ( 

Autoimmune Disease:______________
( 
  ( 



Emphysema


( 
  ( 



Do you wear glasses?

( Yes
( No
If yes, how old is your present pair?  ___________________________________







Are you planning to purchase glasses today?   ___________________________

Do you wear contact lenses?  
( Yes
( No
If yes, how old is your present pair?____________________________________


If no, are you interested in wearing contact lenses?   ( Yes
( No

Type of contact lenses:    ( Rigid    
( Soft    ( Extended wear (sleep in lenses)
( Other
    Are they comfortable? 
( Yes
( No
 

Are you interested in more information about Lasik surgery?    _________________________________________________________

Are there any other concerns you would like to share with us today?  ____________________________________________________________________________________________________________
