Kornmehl Laser Eye Associates

REGISTRATION FORM Today’s Date / /
Contact Demographic Information
Patient Name Nickname: DOB / /
Address City State Zip
Cell Phone # Home Phone # Work Phone
Email Address Preferred Contact [_Cell [[JHome [_JEmail
Employment Status [_JEmployed[ JRetired[_IStudent (Full Ti@nbwe/ Part Time)
Employer Address Occupation
Emergency Contact Phone Number

Relationship to Patient

Gender Identity (Please check all that apply): Identifies as_IMale[_JFemale
[CITransgender Male/ Female to Male (FTM)[JTransgender Female/ Male to Female (MTF)
[[]Gender non-conforming (neither exclusively male nor female)

[JAdditional gender category/ Other, please specify:

Assigned Sex at Birth: OMale OFemalePronoun:[_JHe/ Him[_JHer/She[_IThey/ Them

Referral Source[_JPhysician CIFriend [internet[JOther

Motivation for Laser Vision Correction[JOccupation[JFailure of Contacts[ |Dislike Glasses[1Dry Eyes
[CISports/Activities[_JHere for Comprehensive Examination Only

Preferred Pharmacy Phone Number
Pharmacy Address
Primary Care Physician Address Phone #

Personal Authorization (Please choose one):
[]1 wish to allow (Name) DOB / / to receive information on my behalf

regarding medical record information.
[l wish to allow (Name) DOB / / to receive information on my behalf
regarding any billing/ financial information.

[J1 do not wish to allow any person(s) to receive any information regarding my care or financial/ billing information.

Patient Signature Date
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Kornmehl Laser Eye Associates

Insurance Information

Primary Insurance Company Policy/ Member ID Number Group Number

Secondary Insurance Company Policy/ Member ID Number Group Number

Billing/ Subscriber Information
[JIf billing information is the same as above, check here. ONLY if billing and/or subscriber information is different,
fill out the below information fields.

First Name Ml Last Name Relationship to Patient

Subscriber Gender Identity:ldentify asQMaleQ Female Pronoun:[JHe/ Him[_]She/Her[dThey/ Them

[/
Social Security # Date of Birth Email Address Cell Phone Number
Daytime Phone # (if different)
Address
City State Zip Code

To the best of my knowledge, | have provided the most accurate information on this form. | will present my insurance card
at every visit to ensure proper claims submissions.

Patient’s Signature Date
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Kornmehl Laser Eye Associates

Medical History Questionnaire:

Patient Name DOB / /

ALLERGIES: Medication/General Reaction Severity

1. mild/ modérate/ severe/ fgcal

2. mild/ moderate/ severe/ fatal

3. mild/ moderate/ severe/ fatal

4. mild/ moderate/ severe/ fatal
Social History: (Please mark all that apply, if checked circle appropriate consumption)

[JAlcohol use [0Smoking Currently _ packs/day Tobacco Years of Use [CJFormer Smoker

[JNo History of Smoking
Family Medical/ Ocular History: (Please list all medical and/or ocular diseases and relative)
(Ex. M/Grandmother, P/Uncle)- if more space is needed, please utilize back of the page.)

PROBLEM RELATIVE PROBLEM RELATIVE
1. 5.
2. 6.
3. 7.
4, 8.
Ocular History (Please mark all that apply)
[JOverall Healthy [JContact Lens Wear [1Hyperopia (Farsighted) [JOptic Neuritis
[JAmblyopia (Lazy Eye) []Corneal Erosion [Jiritis [JRetinal Buckle
[CJAphakia []Diabetic Eye Disease [JKeratoconus [JRetinal Detachment
[CJAstigmatism [C]Dry Eyes [CIMacular Degeneration dTrauma
[JCataracts [JGlaucoma [OMyopia (Nearsighted) [JOther
Ocular Surgeries (Please mark all that apply, specify which eye and provide the date(s))
CINo prior ocular surgery [JForeign Body Removal  [JPunctal Plugs [CVitrectomy
[IBlepharoplasty [JRetinal Laser Surgery CIRK [Other
[] Cataract Surgery ] LASIK [JStrabismus/ Muscle Surgery
[ Corneal Transplant CIPRK [OTrabeculectomy (Glaucoma Surgery)
Ocular Symptoms (Please mark all that apply)
O No symptoms [JPain [[JRedness [Ipifficulty driving
[Clrritation [C]Discomfort [Cintolerable Contact Lens []Difficulty seeing the TV
[CIBurning/Stinging [C]Sandy/gritty [JFloaters [[ICloudy Vision
[J Excessive Tearing [JForeign Body Sensation [ JFlashes [CIDouble Vision
[[]Photophobia (Light Sensitive) [JPainful upon awakening [_JFluctuating Vision [CJFatigued
ltchy [JProlonged computer use [ ]Hard to open [ IPryness
[CJOcular Migraine [ Other: [1Metal in Eye [CJRust Ring
[/
Patient Signature Date
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Kornmehl Laser Eye Associates

Patient Name: DOB: / /

Your Medical History(past or present) (Please check all that apply and specify if needed)

[JAcid Reflux [CJGenitourinary Disease [[JLyme Disease
[CJAIDS/ARC or + HIV test [JGout [IMeningitis
[CJAnemia [ClHeadaches/ Migraines [IMultiple Sclerosis
[CJAnxiety Disorder [CJHead Injury/ Concussion [CINeurologic Disorder
[JArthritis [CJHeart Attack []Psychiatric/Mental Disorder
[JAsthma [IHeart Disease [CIRespiratory Problems
1 cancer: Specify [JHepatitis [CISeasonal Allergies
[JChest Pain [ Herpes Simplex VirusQType 1QType 2 [Seizures

[JCoronary Artery Disease [IHigh Cholesterol [ISleep Apnea
[]Depression [IHypertension []Stroke
[]DiabetesQType 1O Type 2 [JJaundice [JSyphilis
[JEmphysema/ COPD [IKidney Disease [Thyroid Disease
[JFlomax (Betablocker) Past or Present []Liver Disease [JTuberculosis

[] Gastrointestinal Disease [JLung Disease [IOther:

Please list any other health related problems not listed above or surgical procedures you’ve had.:

1. 3. 5.

2. 4, 6.

Are you pregnant?QYesO No Nursing?OYesQNo Plan to become pregnant in the next 3-6 months? OYesQNo

****MEDICATION: Please list ALL medications you take whether they are prescribed or over-the-counter. Please include
the name(s) of the medication, dosage, and directions. Note approximately how long you have been taking each.

Medication Name: Please print clearly Dosage Directions How Long?
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

To the best of my knowledge, | have provided the most accurate information on this form. Should this information change, |

will notify at each visit.

Patient Signature Date
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