
(OVER)

MECHANICSBURG EYE ASSOCIATES 
                                                            

 Date___________________ 
PATIENT INFORMATION

Name _____________________________________________ S.S# _______________________ 
                   Last            First                    Initial 
Address______________________________     e-mail address __________________________  
City ________________________________________        State _____ Zip ________________ 
Home Phone ______________________            Cell Phone ___________________________ 
Sex [] M [] F  Age ____ Birth Date _________   [] Single [] Married [] Widowed [] Divorced 
Occupation _____________________________ Employer______________________________           
Business Address__________________________________________Phone________________ 
Whom may we thank for referring you? _____________________________________________ 
What is your reason for visit? _____________________________ Last Exam Date___________ 

CONDITIONS AND SYMPTOMS          Are you currently experiencing: 
  [] Blurred Vision  [] Headaches   [] Eye Pain   [] Double Vision  [] Seeing Spots/Floaters 
  [] Seeing Flashes of Light   [] Seeing Haloes Around Lights   [] Dry Eyes   [] Watery Eyes 
  [] Redness    [] Itching [] Burning    [] Glare at Night    [] Sensitivity to Light 

 EYE HISTORY  Have you ever had: 
  [] Eye Surgery Type ______________________________________________________ 
  [] Refractive Surgery    [] R.K [] P.R.K. [] LASIK [] Other ________________ 
  [] Are you interested in LASIK? __________ 
  [] Eye Injury   Describe ___________________________________________________ 
  [] Eye Infections ______________________________________________________________ 
  [] Crossed Eyes or Amblyopia (lazy eye) ___________________________________________ 
  [] Vision Training/Eye Exercises/Eye Patching ______________________________________ 
  [] Cataracts [] Glaucoma [] Macular Degeneration [] Keratoconus 
  [] Retinal Problems [] Other Eye Conditions _______________________________________ 

CONTACT LENS HISTORY  Current and previous contact lens wearers: 
   Type of Lenses:  [] Soft  [] RGP (rigid gas permeable)     Wear overnight? [] yes [] no 
   [] Are you interested in changing your eye color?  [] yes [] no  [] maybe 
   [] Previous Wearer — Would you like to try them again? [] yes [] no [] not sure 

 MEDICAL HISTORY   Do you have a history of any of the following? 
    [] Seasonal or Year-Round Allergies [] Sinus Problems [] Migraine Headaches 
    [] Drug Allergies -- Please list ___________________________________________________ 
    [] Diabetes:  [] Type I  [] Type II  How many years? ____________________ 
    [] High Blood Pressure    [] High Cholesterol    [] Heart problems        [] Circulatory Problems 
    [] Currently Pregnant or Nursing []         [] Cancer: Type_________________________ 
    [] Thyroid Problems: [] under active [] overactive  [] Hepatitis: Type_________  
    [] Arthritis - Type: [] Rheumatoid  [] Osteoarthritis      Smoker: [] yes [] no 
    [] AIDS/HIV    [] Other ________________________________________________________ 

Medical Doctor: Name ______________________________________ Phone ____________  
          Address ______________________________________________________  



(OVER)

MEDICATIONS   Please List Prescription and Over-the-Counter Medications, Vitamins, 
Herbs, Supplements and Eye Drops: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
UPDATES
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

FAMILY HISTORY    Parent, Grandparent, Brother or Sister has/had any of the following? 
 [] Glaucoma [] Cataracts [] Macular Degeneration [] Retinal Problem 
 [] Blindness [] Diabetes [] Other ____________________________________ 

INSURANCE INFORMATION
*Note: Insurance Carriers Cannot Be Named As Responsible Parties 

Person Responsible for Account ___________________________________________________ 
Relation to Patient __________________ Birth Date______________ S.S.# ________________ 
Address (if different from patient’s) ________________________________________________ 
City _______________________________ State_______ Zip ________ Phone______________ 
Person Responsible Employed by: __________________________________________________ 
Business Address _________________________________________ Busn. Phone___________ 
Insurance Company _____________________________________________________________ 
Subscriber I.D.#________________________________________ Group # _________________ 

AUTHORIZATIONS
 I, the undersigned, have insurance coverage with__________________________________ 
                                                 (Name of Insurance Company) 
 and assign directly to Mechanicsburg Eye Associates all medical/vision benefits. 

I understand that I am financially responsible for all charges whether or not paid by 
insurance.
 I hereby authorize the doctor to release all information necessary to secure the payment of
benefits.
 I authorize the use of this signature on all my insurance claims submissions. 

  ________________________________________________________Date_________________ 
               Signature of Patient/Guardian 

Names of Medications, 
 Supplements and Drops

Taken
For What Condition?


