
Date _____________

      Dr.     Mr.     Mrs.     Ms.     Miss Single     Married     Divorced     Widowed

Last Name ________________________________ First Name ___________________ Nickname:_______________

Date of Birth ___________________  Age __________  Date of Last Eye Exam _____________________________

Address ______________________________ Apt# _________ City _______________________ Zip ____________

Best Contact # ____________________ Work # _________________ Email ________________________________

Employer ___________________________________  Occupation ________________________________________

Parent or Guardian (If under 18) _____________________________  Name of Spouse ________________________

Are any other relatives seen here? If so, Please list _____________________________________________________

Emergency Contact ________________________________  Phone Number ______________ Relation __________

Referred by _______________________________ 

How is your general overall health? __________________________________________________________________

     Gastrointestinal      Nervous                                     Endocrine Ears/Nose/Throat

     Urinary      Blood/Lymph                            Respiratory Skin

     Headaches      Mental                                       Eyes      

Are you pregnant or nursing?       No       Yes          How many weeks? _________ How old is child? __________

List all major injuries and/or hospitalizations you have had _______________________________________________

_______________________________________________________________________________________________

List any eye conditions you have had ________________________________________________________________

Have you had Lasik? Yes / No  Year: __________      Have you had Cataract Surgery?  Yes / No Year: ___________

Are you interested in Lasik?       Yes       No                                 Do you wear glasses?         Yes        No

Do you wear contacts?       Yes      No     If No, Are you interested in a contact lens evaluation today?       Yes        No

Circle one

Arthritis         No                            Yes

Blindness         No                            Yes

Cancer (Type______________)         No                            Yes

Cataract         No                            Yes

        No                            Yes

Glaucoma         No                            Yes

High Blood Pressure         No                            Yes

Macular Degeneration         No                            Yes

Thyroid Disease         No                            Yes

Other___________________         No                            Yes __________________________________

RELATIONSHIP TO YOU

__________________________________

__________________________________

__________________________________

Keller Eye Associates 

Patient History Questionnaire

__________________________________

__________________________________

__________________________________

Please note any family history for the following conditions: (Self, Parents, Grandparents, siblings, children; living or deceased)

DISEASE/CONDITION

__________________________________

__________________________________

__________________________________

MEDICAL INFORMATION

PLEASE ANSWER ALL QUESTIONS FOR THIS FORM WILL BE REVIEW AT EACH YEARLY APPOINTMENT

Do you have any problems with any of the following systems (if yes, check box)

Diabetes (Type I / Type II)

1



Please list all medications (including OTC) you are currently taking 
and the reason below 

 
MEDICATION       REASON FOR TAKING 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
DRUG ALLERGIES: ____________________________________________________ 
 
 
 
 



OPTOMAP IS NOT COVERED BY YOUR INSURANCE.   

PLEASE READ BELOW 
 

Thank you for choosing our office for your eye care!  We welcome you, and we promise to provide you with 

the highest quality of care as well as a friendly and knowledgeable staff.  We want you to be well informed and 

aware of some choices you have in regard to your visit today. 
 

Your eye health exam will include and examination of the retina.  A healthy retina is critical to vision and needs 

to be examined for such problems as macular degeneration, glaucoma, holes/detachments, and complications 

from high blood pressure and diabetes. 
 

There are two ways the retina can be examined: 
 

*OPTOMAP* Retinal Imaging System 
This new technology offers a great view of the retina without dilating drops.  It takes just seconds to do and 

offers a number of other advantages such as creating a permanent record of your retina for your medical file as 

well as the ability to show you images of the retina during today’s visit.  THERE ARE NO SIDE 

EFFECTS.  This test is an additional $40.00, WHICH IS NOT COVERED BY YOUR 

INSURANCE. 
 

DILATION of the Pupil 
Eye drops will be used to enlarge the pupil.  These drops will cause your vision to be blurry up close and 

sensitive to light for up to 4-6 hours. 
 

PLEASE CHOOSE ONE: 
 

* I am CHOOSING to do the OPTOMAP Retinal Imaging System, INSTEAD of dilation drops, and understand that it costs $40.00 
 And insurance does not cover it. 

 

        _____________________________________________ 

       SIGNATURE (PATIENT/PARENT OR GUARDIAN) 
 

   OR  

 
* I am CHOOSING to get the DILATING DROPS and understand that I may have blurry vision for 4 – 6 hours. 

 
 __________________________________________ 

SIGNATURE (PATIENT/PARENT OR GUARDIAN) 

 

OR 
 
* I am CHOOSING to DECLINE both options against medical advice.   

                (If you see an Ophthalmologist, you may sign this line and we will request records) 

 
__________________________________________ 
SIGNATURE (PATIENT/PARENT OR GUARDIAN) 

 
Your Eye Health Exam includes a prescription for glasses if needed.  If you have VISION insurance the “exam” covers the Eye Health Examination.  It does not 

include the fees associated with the evaluation and management of contact lenses.  Most vision insurance plans provide a pre-determined dollar amount set 

between you, your employer, and the insurance company for the purchases of contact lenses and glasses.  If you choose to exceed limits when purchasing glasses 

or contact lenses, the additional cost will not be covered by your VISION plan. 



 
 

Spectacles and Contact Lens Prescription Signed 
Acknowledgement Form 

 

 
Included below is important information to review prior to receiving your contact lens and 
spectacles prescription. 
 
The Center for Disease Control and Prevention (CDC) makes clear, “Contact lenses can provide 
many benefits but they are not risk-free---especially if contact lens wearers don’t practice 
healthy habits and take care of their contact lenses and supplies. If patients seek care quickly, 
most complications can be easily treated by an eye doctor. However, more serious infections 
can cause pain and even permanent vision loss, depending on the cause and how long the 
patient waits to seek treatment.” 
 
The CDC recommends the following for contact lens wearers: 

• Schedule a visit with your eye doctor at least once a year. 

• Take out your contacts and call your eye doctor if you have eye pain, discomfort, 
redness, or blurry vision. 

• Understand that eye infections that go untreated can lead to eye damage or even 
blindness2 

 
The Food and Drug Administration (FDA) indicates: 

• “To be sure that your eyes remain healthy you should not order lenses with a 
prescription that has expired or stock up on lenses right before the prescription is about 
to expire. It’s safer to be re-checked by your eye care professional.”3 

 
Symptoms of Eye Infection include: 

• Irritated, red eyes 

• Worsening pain in or around the eyes – even after contact lens removal 

• Light sensitivity 

• Sudden blurry vision 

• Unusually watery eyes or discharge4 
 
Sign below to acknowledge that you will be provided with copy of your contact lens and 
spectacles prescription at the completion of your contact lens and glasses fitting. 
 
 
 
Patient Signature: ___________________________      Date:__________________________ 
 
 
2https://www.cdc.gov/contactlenses/pdf/eyewise-doctor-8x11.pdf 
3https://www.fda.gov/medical-devices/contact-lenses/buying-contact-lenses 
4https://www.cdc.gov/contactlenses/germs-infections.html 



RECEIPT OF NOTICE OF PRIVACY POLICIES & CONSENT FORM 
Keller Eye Associates 

Dr. Lauri Anderwald-Melton 

 

 

Patient Name: ______________________________   Phone Number: ____________________________ 

 

Email: _____________________________________________________________________________ 

 

In the course of providing services to you, we create, receive and store health information that identifies you. 

It is often necessary to use and disclose this health information in order to treat you, to obtain payment for 

our services, and to conduct health care operations involving our office. 

 

The Notice of Privacy Practices you have been given describes uses and disclosures in detail. You are free to 

refer to this notice at any time before you sign this form. As described in our Notice of Privacy Practices, the 

use and disclosure of your health information for treatment purposes not only includes care and service here, 

but also disclosures of your health information as may be necessary or appropriate for you to receive follow 

up care from another health professional. Similarly, the use and disclosure of your health information for 

purposes of payment includes (1) our submission of your health information to a billing agent or vendor for 

processing claims or obtaining payment; (2) our submission of claims to third-party payers or insurers for 

claims review, determination of benefits and payments; (3) our submission of your health information to 

auditors hired by third-party payers and insurers; and (4) other aspects of payment described in our Notice of 

Privacy Practices. Our Notice of Privacy Practices will be updated whenever our privacy practices change. 

You can get an updated copy here at our office. 

 

When you sign the consent document, you signify that you agree that we can and will use and disclose your 

health information to treat you, to obtain payment for our services and to perform healthcare operations. You 

also signify that you have received a copy of our Notice of Privacy Practices. 

 

You have the right to ask us to restrict the uses or disclosures made for purposes of treatment, payment or 

healthcare operations, but as described in our Notice of Privacy Practices, we are not obliged to agree to 

these suggested restrictions. If we do agree, however, the restrictions are binding on us. Our Notice of 

Privacy Practices describes how to ask for a restriction. 

 

I have read this document and understand it. I consent to the use and disclosure of my health information for 

purposes of treatment, and healthcare operations. I acknowledge that I have received the Notice of Privacy 

Practices from Keller Eye Associates.  

 

 

Signature        Date 

 

If signing as a personal representative of the patient, describe the relationship to the patient: 

 

 
Relationship to patient       Print Name 

 

 

We will not disclose protected health information to anyone (including a spouse) unless you give us 

authorization to do so (only exception is parents of minor children).  

I authorize Keller Eye Associates to disclose my protected health information to: 

 

Name:    Relationship: 

_____________________________________________________    Expiration date ___/___/___ 

 

 


