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Physician's Name Date of last visit
Place a mark on “Yes” or “No” to indicate if you have had any of the following. Also place a mark to indicate if a blood relative has had
any of the following problems. :

Yourself Family Members Yourself Family Members
AIDS/HIV (OYes (ONo . [JYes. [JNo Hepatitis (Type ) OYes (ONo [JYes [ No
Arthritis OYes [No [OYes [JNo High Blood Pressure [(JYes (ONo [dYes [JNo
Artificial Heart Valve [JYes (ONo [Yes [ONo Kidney Disease [JYes (ONo [JYes [JNo
Artificial Joints [JYes (ONo [dYes [No Lazy Eye [(OYes [(ONo [JYes [JNo
Asthma [(JYes (ONo [dYes [JNo Lupus [OYes (ONo [JYes [JNo
Bleeding OYes (ONo [JYes [JNo Migraine Headaches [COYes (ONo [dYes [No
Blindness OYes (ONo [JYes [INo Pacemaker [OYes (ONo [dYes [JNo
Cancer OYes ONo [OYes [JNo Poor Color Vision [JYes [JNo " [OYes (ONo
Cataracts O Yes ONo [Yes [ONo Retinal Disease [OYes (OONo [JYes [ONo
Chemical Dependency OYes ONo [JYes [JNo Rheumatic Fever [OYes [(ONo [JYes [JNo
Diabetes [OYes (ONo [Yes [JNo Shingles [(OYes (ONo [JYes [JNo
Drug Sensitivity [(OYes (ONo [Yes [JNo Skin Conditions [(OYes (ONo [Yes [INo
Emphysema [OYes ONo [dYes [JNo Stroke [(JYes (OJNo [JYes [No
Epilepsy OYes (ONo [JYes [JNo Thyroid Conditions (OYes (ONo [OYes [No
Eye Surgery OYes [(ONo [JYes [JNo Tuberculosis [JYes (ONo [Yes [ONo
Glaucoma [OYes (ONo [dYes [JNo Tumed Eye [(JYes [(ONo [Yes [JNo
Hay Fever OYes [No OYes [1No Are you pregnant? Number of-children
Heart Condition OYes ONo [Yes [INo Tobacco use Alcohol use

MEDICATIONS HEmES S

List medicat'?ns you are currently taking, including eye drops: List your allergies to medications or other substances:
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Pharmacy Name

Phone

MEDICARE AUTHORIZATION

edicare benefits be made either to me or on my behalf to Dr.
doctor. | authorize any holder of medical information about me to release to the Health Care
rmation needed to determine these benefits or the benefits payable for related services.
t be made and authorizes release of medical information necessary to pay the claim. If
“other health insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically
submitted claims, my signature authorizes releasing of the information to the insurer or agency shown. in Medicare assigned cases, the
physician or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible
only for the deductible, coinsurance, and noncovered services. Coinsurance and the deductible are based upon the charge determination

of the Medicare carrier.

| request that payment of authorized M
for any services furnished me by that
Financing Administration and its agents any info
| understand my'signature requests that paymen
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Signature of Ber Jaq ' ﬁ—y




