PLEASE PRINT!






DATE:  ________________________________

NAME:  DR. / MR. / MRS. / MS.  _____​​​​​​​____________________________________________________________________

TELEPHONE: HOME: _______________________ WORK: ______________________  CELL: ________________________

ADDRESS: ______________________________________   CITY/STATE/ZIP: ____________________________________

BIRTHDATE: ___________________________________   SS#: _______________________________________________

MARITAL STATUS:  S   M   W   D              SPOUSE’S NAME:  __________________________________________________

E-MAIL ADDRESS: (PLEASE print)  _______________________________________________________________________

RACE: ASIAN | AFRICAN AMERICAN | HISPANIC | WHITE
LANGUAGE: ENGLISH | OTHER | SIGN LANGUAGE | SPANISH   

YOUR OCCUPATION:  ____________________________
   WHO REFERRED YOU: __________________________________  

MEDICAL DR’S NAME AND Phone Number:  _________________________________________________________________

If my primary doctor’s name and phone number are not provided, any tests will be denied by my insurance and I will be responsible.

REASON FOR APPOINTMENT?  YEARLY EXAM    FOLLOW-UP    EYE PROBLEM    ___________________________________

I understand that I am financially responsible for all charges not paid by insurance.  It is my responsibility to present the correct insurance cards, if claims are denied due to my error, I will be fully responsible for payment. Co-pays are due on day of appointment.
INSURANCE PRIMARY:  ________________________________   POLICY HOLDER:  ________________________________

DATE OF BIRTH OF POLICY HOLDER:  _____________________________________________________________________

INSURANCE SECONDARY:  _______________________________   POLICY HOLDER:  _______________________________

DATE OF BIRTH OF POLICY HOLDER:  _____________________________________________________________________

WE DO NOT PARTICIPATE WITH ANY MEDICAID PLANS or VISION PLANS.

*THE REFRACTIVE PART OF YOUR EXAM THAT PROVIDES YOU WITH 
YOUR EYE GLASS PRESCRIPTION IS A NON-COVERED SERVICE AND PAYMENT 
OF $30.00, IS YOUR RESPONSIBILITY.* _________

                                                                                                                                      Please initial

*THERE IS A REFIT FEE FOR CONTACT LENS WEARERS OF $50.00, 
WHICH IS DUE AT END OF VISIT.*   _________

                                                                                                                                   Please initial

I hereby authorize the release all information necessary to secure payment from my insurance company.  I authorize my insurance company to release any information to Monmouth Eye Care regarding reimbursement for my claims.

SIGNED ________________________________________________________________________________________________________

LIKE US ON FACEBOOK...

VISIT US AT WWW.MONMOUTHEYECARE.COM

MEDICAL HISTORY UPDATE

NAME:  ______________________________________________      DATE: _____________________________

EMERGENCY CONTACT: ___________________________________  PHONE:  ___________________________

PHARMACY NAME / TOWN:  ____________________________________________________________________

Please CHECK any conditions or illnesses you have NOW or EVER had. 

	O Anemia 
	O Anxiety 
	O Arrhythmia 
	O Arthritis 
	O Asthma

	O Cancer
	O Chronic Bronchitis
	O Chronic Sinus
	O Congestive heart failure
	O Diabetes

	O Dementia
	O Depression
	O Emphysema
	O Hard of Hearing 
	O Heart Attack 

	O Hepatitis
	O High Cholesterol
	O HIV
	O Hypertension
	O Multiple Sclerosis

	O Pacemaker
	O Parkinson’s Disease
	O Seizure
	O Stroke
	O Thyroid


Any other MEDICAL PROBLEMS not listed above: ____________________________________________________

ALL MEDICATIONS: ___________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

ALL ALLERGIES: _______________________________________________________________________________

SOCIAL HISTORY:

1. DO YOU DRIVE?








YES

NO

2. DO YOU HAVE DIFFICULTY DRIVING?






YES

NO

3. DO YOU WEAR CONTACTS?







YES

NO

4. DO YOU WEAR GLASSES?







YES

NO

5. HAVE YOU HAD CATARACT SURGERY?






YES

NO

6. HAVE YOU SMOKED MORE THAN 100 CIGARETTES IN YOUR LIFETIME?


YES

NO

      IF YES SMOKING STATUS
:     EVERY DAY      SOME DAYS      FORMER SMOKER

7. DO YOU USE SMOKELESS TOBACCO (Chewing Tobacco)



YES

NO

8. If there is family history of eye disease:
Please circle    Glaucoma    or      Blindness      or      Macular Degeneration?

Father    Mother    Brother    Sister    Son    Daughter    Grandmother maternal    Grandmother paternal    Grandfather maternal    Grandfather paternal    Aunt maternal     Aunt paternal    Cousin Female maternal

Cousin Female paternal    Cousin Male maternal    Cousin Male paternal    Grandson    Grandfather

Half-brother    Half-sister    Uncle maternal    Uncle paternal

LIST ANY SURGERY YOU HAVE HAD IN THE PAST FIVE YEARS:

_______________________________________________________________________________________________
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21 GILBERT STREET NORTH

SUITE 200

TINTON FALLS, NJ 07701

HIPAA

AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

I authorize my physician and/or administrative and clinical staff to disclose the following protected health information to:


 Myself only


 My spouse or significant other (specify name) __________________________________________


 My parent(s) (specify name) ________________________________________________________


 Other (specify name) ______________________________________________________________

Information to be disclosed:   
 All information


 Laboratory results

 Other test results (specify) _________________________________


 Medications

I would like to be contacted at my:


 Home phone ____________________________   Work phone __________________________


 Cell phone ______________________________   Mail

 E-mail address: __________________________________________________________________

Regarding the office staff or physician leaving information or confirming appointments on my answering machine, voice mail/e-mail or with my answering service?


 No, I do not want any information left on my answering system


 Yes, I give my permission for only non medical messages and appointment reminders to be left on  
                my answering system


 Yes, I give my permission for medical information and non medical messages and appointment 
                reminders to be left on my message system

This authorization shall be in force and effect until revoked at which time this authorization expires.

I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to our office at the above address. I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by the federal HIPAA Privacy Rule or state law.

__________________________________________          _______________________________

Signature of Patient or Personal Representative                

        

  Date

__________________________________________          _______________________________

Print Name of Patient or Personal Representative                     

  
  Date
DONALD A. MACDONALD, M.D.*	      		LASER EYE SURGERY


MEDICAL DIRECTOR			           	REFRACTIVE SURGERY


BOARD CERTIFIED OPHTHALMOLOGIST*		CATARACT SURGERY


						OCULOPLASTIC SURGERY


LISA M. ATHWAL, M.D.				GLAUCOMA


SHITAL MANI, O.D.					CONTACT LENSES


		


                          TEL. 732-741-1902                FAX 732-741-1919











