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PATIENT INFORMATION

NAME: ____________________________________________________________________                  SEX: ___MALE ___FEMALE
  (last)         (first) (middle)

PATIENT BIRTHDAY: ___________________ AGE: _______      EMAIL ADDRESS: _______________________________

HOME ADDRESS: ___________________________________________________________________________________________

CITY: __________________________________________ STATE: ___________________ ZIP CODE: _______________________

PATIENT RACE: _____ Asian  _____White/ Caucasian   _____Black/ African – American   _____Hispanic   _____Native American  

_____ Native Hawaiian/ Other Pacific Islander 

PATIENT STATUS: _____Married   _____Single   _____Employed   _____Student   _____Other

CELLUAR PHONE #: _____________________________________  HOME PHONE #: _____________________________

NAME OF COMPANY: ________________________ ADDRESS OF COMPANY:__________________________________________

WORK PHONE #: ________________________________

EMRGENCY CONTACT: __________________________________________ PHONE NUMBER: ____________________________

                PRIMARY CARE PHYSICIAN PHARMACY INFORMATION 

OFFICE: ____________________________________________ NAME: _________________________________________________

DOCTOR NAME: _____________________________________ ADDRESS: ______________________________________________

ADDRESS: __________________________________________ ________________________________________________________

____________________________________________________ PHONE #: _______________________________________________

OFFICE PHONE #:  ___________________________________

FINANCIAL POLICY AGREEMENT AND OTHERS  

- I hereby authorize the undersigned physician to release to insurance carriers any information to process claims regarding 
services and treatments provided.

- All co-payments and deductible are due at time of service.

- I will be responsible for any and all services in excess of my insurance limits as well as non-covered services. ALL 
PAYMENTS ARE FINAL (NO REFUNDS)

- I understand if Dr. Cha is not my insurance provider, full payments are due at the time of services, unless prior arrangements 
have been made. I will submit the insurance claim myself to insurance company for reimbursement.

- I hereby assign payment to the undersigned physician, I understand that I am financially responsible for the non-covered services 
and if I fail to pay, the account will be referred to credit of bureau and collection services.

- I authorize Dr. Cha or her employees to leave a message for my family members or answering machine for confirming next 
appointment

- HIPAA/PRIVACY NOTICE ON DISPLAY IN WAITING AREA IF NEEDED.

Signature (patient or parent if minor)                                               Date                             
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PATIENT HISTORY

OCUALR INFORMATION  :  

PAST OCULAR HISTORY: ____ None    ____ Cataracts     ____ Glaucoma     ____ Eye Infection    

____ Trauma/ Foreign Body    ____ Retinal Tear/ Detachment     ____ Diabetic Retinopathy   

____ Amblyopia (Lazy Eye) ____ Crossed Eye     ____ Astigmatism    ____ Others

CONTACT LENS HISTORY: ___ No ___Yes (if yes: ___soft? ___hard?)           SPECTACLE HISTORY: ___ No ___Yes

EYE SURGERY HISTORY: ___ No ___Yes (if yes, please write the what kind of surgery and the date)

1. Type of Surgery: __________________________________  Date: ____________________________

2. Type of Surgery: __________________________________  Date: ____________________________

MEDICAL INFORMATION/ REVIEW OF SYSTEM

MEDICAL HISTORY (please check all that apply)
____ None    ____ Diabetes     ____ Asthma/ Emphysema     ____ Hypertension    ____ Heart Disease

____ Stroke     ____ Pregnancy     ____Menopause     ____AIDS     ____Arthritis     ____ Psychiatric     ____Dental   

____ Other (please list: _____________________________________________________________________________________)

MEDICATION: ___ No ___Yes: _________________________________________________________________________________

ALLERGY: ___ No ___Yes: ____________________________________________________________________________________

FAMILY HISTORY/ SOCIAL HISTORY
Please specify whether paternal (p), maternal (m) or other

FAMILY HISTORY: ____ None    ____ Diabetes(        )     ____ Hypertension(        )     ____ Glaucoma(        )

____ Macular Degeneration(        )     Others: ____________________________________________________________________

SOCIAL HISTORY: Do you work at a computer? ___ No ___Yes
                                 If yes, how many hours a day? __________hours

Do you? ____ Smoke ____Drink ____None

PATIENT         ACKNOWLEGEMENT         REGARDING         DILATION      

During your eye examination, it may be necessary to dilate your pupils.
Dilation results in light sensitivity and often inability to see at close range. These side effects usually last between 3-5 
hours. 
If you do not have sunglasses of your own, our office will provide you with disposable sunglasses to help with the light 
sensitivity.

Signature (patient or parent if minor)                                               Date                             
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Most people have vision AND medical insurance. They are very different in terms of the services they cover, and it’s 
important for our patients to understand these differences. Vision coverage (VSP, Spectera, Eyemed, Davis etc.) is 
mainly designed to determine a prescription for glasses and is not equipped to deal with complex medical conditions 
and/or diagnoses. It does allow for screenings of conditions, but once they are predetermined, then medical insurance is 
filed on those services. When a medical condition is present (such as diabetes, cataracts, dry eye, floaters, etc.) it is 
necessary to file the visit with your major medical carrier (BCBS, Aetna, UHC, Cigna, etc) and the copay for that 
insurance will apply. Insurance carriers have set these rules and our office is required to follow them. In most cases, there 
is no way to know prior to the examination which type of insurance our office will be able to file for you.

1. If you have ANY problems or complaints that MAY be attributable to a medical condition which requires a more 
in-depth investigation and additional medical decision-making to rule out any underlying eye disease, we will 
accordingly bill your MEDICAL insurance, NOT your vision plan. These include, but are not limited to:

 New or sudden blurry vision
 Flashes or floaters
 Dry or itchy eyes
 Eyestrain or double vision
 Eye pain or redness
 Headaches
 Loss of vision

2. There are a variety of systematic conditions that can profoundly and permanently affect a patient’s vision that 
require a more in-depth investigation, which may include additional testing, follow up visits, and reports to your 
PCP. This type of examination is NOT covered under “vision plans”, and we will bill your MEDICAL insurance, 
NOT your vision plan. These include, but are not limited to:

 Diabetes

 Hypertension

 Diseases resulting in use of high-risk medications like Plaquenil

 Lupus or autoimmune disease

 Thyroid Disease

3. If you have previously been diagnosed by another eye doctor for any eye issues that require medical decision-
making, treatment or management, we will bill your MEDICAL insurance, NOT your vision plan. These include, 
but are not limited to:

 Cataracts

 Amblyopia/lazy eye

 Glaucoma/previous diagnosis of high eye pressure

 Macular or retinal disease

 History of eye surgery

We make every effort to be on every major carrier for your convenience, and we will files those claims for you. In the 
event that we do not take your insurance we will provide you with an itemized receipt so that you may file with your carrier 
for reimbursement. If you have any questions, please let us know.

I UNDERSTAND THE PARAGRAPH ABOVE & AUTHORIZE BETHEL EYECARE TO FILE MY INSURANCE BY THE 
ABOVE GUIDELINES.

Print Name: ______________________________________________________________

Signature (patient or parent if minor): ____________________________ Date: ____________
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