MASON DR. JOHN H. MASON
EVE GLINIC WELCOMETO OUR OFFICE oo it

Whom may we thank for referring you? Today’s Date:
Patient's Last Name First Name M. | Gender 55%
Male Female
Address Apt# City State Zip
Home Phone Work Phone Spouse or Parent's Name if Minar
Emplayer Coocupation Birthdate Age
Insurance Insured'’s ID# Primary Care Doclor
Relationship to Insured: Emergency Contact: Email Address: For electronic correspondence
Self Spouse Dependent

What is the reason for your visit today? Last Eye Exam?
L1 Lost orbroken ayeqlasses L1 Problems with current contact lenses ] Eves feel dry k3 Eyes feel tired
L] Want new contacts [ Blurred distance vision L] Painin eyes L] “spots” on floatars
L] rm wearing contact lenses [ Blurred near vision || Headaches __| doubie vision
|_' disposable [_' Protiems with night driving ] Droapy eyvelid (] sensitive to light
|:_._' rigid gas permeabla ] Eyas water ] Eyesitch L] other
[ sot Ll Changes in vision since last exam?
[ colored near tar

Personal Medical History: Please check all that you have now or have had in the past

| High Blood Pressure [ cancer (] Hean Disease | Eye Surgery
__| Diabetes L] Kidney [ 1 Arhritis fj Eye injuries
L_| Stroke L_| Thyraid [} Smoking, Alccholor Substance Abuse || Retinal problems
Family Medical History: Check all that apply to Immediate family members
L] High Blood Pressure | cancer [ Glaucoma
L_| Heart Disease :| Stroke [ cataracts
| Diabetes _| Blindness [ ] Retinal or Macular Disorders
Computers: How many hours per day? Sporis; __ — = =
Hobbies:
Current Medications; Allergies to Medications Pregnant?
Yes Which Ones? No
Mo Yes #honths

Authorization for Medical Treatment

| request the payment of authorized medical benefits to be made to Or. Mason on my behall for any services furnished to me by that
physician, | authorize 1he holder of medical information about me fo release to the HCFA and its agents any information needed to
determine thase benefits or benefits payable for related services. | understand my signature requesis that payment be made and
authorizes release of medical information necessary 1o pay the claim, | undarstand that | am financially responsible for all charges
whether or not paid by my insurance, | authorize the use of this signature on all my insurance submissions. The patient and/or
responsible party agree 1o pay all collection, attorney and cour fees that may be incurred for delinquent accounts.

Signature on File Date




