
                  FELBER & ASSOCIATES L.L.C.

                              Dr. David R. Felber
                              1903 Cobbs Ford Rd.  – Wal Mart Vision Center
                              www.drfelber.com
TODAY'S DATE:____________________________

Have you ever had an eye exam here before?________________________________________________________________

LAST NAME:________________________________________FIRST NAME:___________________________________________

BIRTHDATE:_____________________________________________________________________   MALE______  FEMALE_____  

ADDRESS:__________________________________________________________________________________________________   

CITY/ST:__________________________________________________   ZIP:____________________________________________

HM PHONE: _______________________________________________ OCCUPATION:___________________________________

WHEN WAS YOUR LAST EYE EXAM?________________________________________________________________________

DO YOU WEAR GLASSES NOW?_____________________________________________________________________________

HAVE YOU EVER WORN CONTACT LENSES?_________________________________________________________________

WHAT KIND OF CONTACTS DO YOU WEAR?________________________________________________________________

DO YOU WANT AN EXAM FOR CONTACTS NOW?_____________________________________________________________

CHECK Yes OR No IF YOU HAVE AN EYE HISTORY OF:

Y   N                   Y  N             Y  N            Y  N               Y  N

__ __  Blurred vision   __ __ Water      __ __ Tire      __ __ Floaters     __ __ Flashes     

__ __  Double vision    __ __ Burn       __ __ Ache      __ __ Red          __ __ Mucus                        

__ __  Night blind      __ __ Itch       __ __ Dry       __ __ Glaucoma     __ __ Side                                                
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                                                                                                                                                                                          vision loss
HEALTH INFORMATION:  CHECK Yes OR No  IF YOU HAVE A HISTORY OF:
Y   N                       Y   N                           Y   N

__ __  Heart Disease        __ __  Ear Problems             __ __  Arthritis

__ __  High Blood Pressure  __ __  Sinus/Allergy Problems   __ __  Back Problems

__ __  Heart Attack         __ __  Headaches                __ __  Neck Problems

                            __ __  Migraines 

__ __  Weight Loss/Gain                                     __ __  Stroke

                            __ __  Anemia                   __ __  Seizures

__ __  Diabetes             __ __  Hepatitis/Jaundice       __ __  Epilepsy

__ __  Thyroid Disease      __ __  Sickle Cell or Trait

                            __ __  Cancer                   __ __  ADHD

__ __  Stomach Problems                                     __ __  Alcoholism

__ __  Ulcers               __ __  HIV                      __ __  Drug Addiction

__ __  Kidney Disease       __ __  Rosacea                  __ __  Asthma

__ __  Prostate Problems    __ __  Skin Cancer              __ __  Emphysema
MEDICATIONS (List all medications you are on):______________________________________________________________________ 

____________________________________________________________________________________________________________

___________________________________________________________________________________________________________

MEDICATIONS ALLERGIC TO:______________________________________________________________________________

ARE YOU PREGNANT / NURSING?_______________

SOCIAL HISTORY:     Do you use:       Tobacco: Y___  N___                Illegal Drugs: Y___  N___

PATIENT NAME:____________________________________________________________________________________________

FAMILY HISTORY:  (LIST ANY CONDITIONS THAT RUN IN YOU FAMILY)____________________________________________________________
_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

INSURANCE INFORMATION:


Health Insurance Carrier:______________________________________________________________________________


Policy Number:_______________________________________________________________________________________


Policy Holders LEGAL Name:__________________________________________________________________________


Policy Holders Date of Birth:___________________________________________________________________________


Vision Insurance Carrier:______________________________________________________________________________


Policy Number:_______________________________________________________________________________________


Policy Holders LEGAL Name:__________________________________________________________________________


Policy Holders Date of Birth:___________________________________________________________________________

The above information is true to the best of my knowledge.  Payment from my insurance is to be paid directly to  Felber and Associates.  I understand that all benefits quoted to me are not a guarantee of payment by my insurance company.  Final determination can only be made after the claim is processed.  My signature below also acknowledges that I have been offered/read Felber and Associates Privacy Notice.  I also understand that I am ultimately responsible for any charges incurred today. I authorize Felber and Associates or my insurance company to release any information required to process my claims.

_______________________________________________________DATE:____________________________

SIGNATURE OF PATIENT, PARENT, OR GAURDIAN

RETINAL PHOTOGRAPHY

We have a camera in our office that in many cases will replace the need for dilation.  This camera takes a photograph of the inside of your eye and provides a permanent photograph that can be reviewed and compared from year to year and track any changes in health, including Glaucoma, High Blood Pressure, Diabetic changes, Multiple Sclerosis, and many other diseases.

There is a $10.00 charge for this service and it is not covered by insurance.

Advantages of the photograph include:

· Better examination of the health of the eyes.
· No stinging drops are used
· With dilation your vision is fuzzy up close and lights are brighter than normal for 5-6 hours where with the camera there are no long term effects.


_____     YES. I prefer the photograph



_____     NO. I prefer dilation


