John W. Sims, OD
Laura A. Giancola, OD
Bradley V. Kampschroeder, OD
Michael Halkias, OD
NAPER GROVE VISION CARE
29 S. Webster St. Suite 200 5018 Fairview Avenue
Naperville, IL 60540 Downers Grove, IL 60515

PATIENT INFORMATION
The information contained herein is a part of your medical record and will be kept confidential. No information will be released
without the consent of the patient or the patient’s guardian.

Date / /

PATIENT: Mr. Mrs. Ms. Miss.  Dr.__
Last Name: First Name: Middle Int.:
Nickname: Marital Status: Married Single Divorced Widowed
Address:
City: State: Zip:
Home #: Work #:
Employer: Occupation:
Sex: M____F__ Social Security #: Birthdate:
Email address:
GUARANTOR/Responsible for Payments: Mr. Mrs. Ms. Miss.  Dr._
Last Name: First Name: Middle Int.:
Address (if different):
City: State: Zip:
Home #: Work #:
Employer: Occupation:
Sex: M___F__ Social Security #: Birthdate:
INSURANCE: (Circle One) Member’s Name: INS. ID#:

Member DOB: Group#
Vision Service Plan (VSP) Cigna Vision Max BCBS Medicare
Spouse’s Name (if applicable):
Children’s Name/Age (if dependents):
How did you hear about our office?
O Referred by: O Residential Greeter Program O Other:
[ Insurance Company: O Yellow Pages O Internet

(Please turn over to complete side 2)



Medicare Signature on File

PATIENTS NAME: MEDICARE #:

I request that payment of authorized Medicare benefits be made on my behalf to Naper Grove Vision Care for any services furnished
me.

| further request that any supplemental insurance benefits filed on my behalf be paid as stated above.

| authorize any holder of medical information about me to be released to the health care financing administration (HCFA) and its
agents any information needed to determine these benefits or the benefits payable for related services.

Patient Signature Date

Secondary Insurance:

Cataract Surgery Date:

WAIVER OF LIABILITY

If Medicare denies payment in full or makes a partial payment, | agree to be personally and fully responsible for any and all
outstanding balances.

Patient Signature Date



Medical History

Name: Today’s Date:

Medical History

Do you have any allergies to medications? Ono Oyes Ifyes, explain:

Do you have any environmental/food allergies? 1 no Oyes If yes, explain:

List any medications you take (including oral contraceptives, aspirin, over the counter medications and home remedies):

List all major injuries, surgeries and/or hospitalizations you have had:

Are you pregnant and/or nursing? 0no 0 yes
Do you wear glasses? 0 no 0 yes
Do you wear contact lenses? 0 no Oyes Type:

Hobbies and sports:

Family History
Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions:
DISEASE/CONDITION NO YES 2 RELATIONSHIP TO YOU

Blindness I I I

Cataract I I I

Crossed Eyes 0 0 0

Glaucoma I I I

Macular Degeneration 0 0 0

Retinal Detachment/Disease I I I

Arthritis I I I

Cancer I I I

Diabetes I I I

Heart Disease I I I

High Blood Pressure 0 0 0

Kidney Disease 0 0 0

Lupus 0 0 0

Thyroid Disease 0 0 0

Other I I I

Social History This information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer.
0 Yes, | would prefer to discuss my Social History information directly with my doctor. (Check box)

Do you drive? 0no 0 yes

If yes, do you have visual difficulty when driving?

0 no Oyes If yes, please describe:

Do you use tobacco products? 0no Oyes Ifyes, type/lamount/how long:
Do you drink alcohol? 0no Oyes Ifyes, typelamount/how long:
Do you use illegal drugs? 0 no Oyes If yes, type/lamount/how long:
Have you ever been exposed to or infected with: 0 Gonorrhea 0 Hepatitis O HIV O Syphilis

(Please turn over to complete side 2)



Review of Systems

Do you currently, or have you ever had any problems in the following areas:

SYSTEM NO YES ? SYSTEM NO YES
CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT

Fever, Weight Loss/Gain d d a0 Allergies/Hay Fever d a0
INTEGUMENTARY (Skin) ad ad 0 Sinus Congestion ad 0
NEUROLOGICAL Runny Nose 0 0

Headaches a0 a0 0 Post-Nasal Drip a0 0

Migraines a0 a0 0 Chronic Cough a0 0

Seizures a0 a0 0 Dry Throat/Mouth a0 0
EYES RESPIRATORY

Loss of Vision 0 0 0 Asthma 0 0

Blurred Vision d d a0 Chronic Bronchitis d a0

Distorted Vision/Halos d d a0 Emphysema d a0

Loss of Side Vision d d a0 VASCULAR / CARDIOVASCULAR

Double Vision d d a0 Diabetes d a0

Dryness d d a0 Heart Pain d a0

Mucous Discharge d d a0 High Blood Pressure d a0

Redness 0 0 0 Vascular Disease 0 0

Sandy or Gritty Feeling a0 a0 0 GASTROINTESTINAL

Itching a0 a0 0 Diarrhea a0 0

Burning a0 a0 0 Constipation a0 0

Foreign Body Sensation a0 a0 0 GENITOURINARY

Excess Tearing/Watering d d a0 Genitals/Kidney/Bladder d a0

Glare/Light Sensitivity O O 0 BONES / JOINTS / MUSCLES

Eye Pain or Soreness d d a0 Rheumatoid Arthritis d a0

Chronic Infection of Eye or Lid d d a0 Muscle Pain d a0

Sties or Chalazion d d a0 Joint Pain d a0

Flashes/Floaters in Vision d d a0 LYMPHATIC / HEMATOLOGIC

Tired Eyes a0 a0 0 Anemia a0 0
ENDOCRINE Bleeding Problems 0 0

Thyroid/Other Glands 0 0 0 ALLERGIC/IMMUNOLOGIC I 0

PSYCHIATRIC 0 0
OTHER (Please Describe below) 0 0
If you answered YES to any of the above or have a condition not listed, please explain & list medications:
Patient’s Signature Date
Doctor’s Signature Date
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