
Welcome To Our Office! 
MADISON HEIGHTS EYE CARE, P.C. - OPTOMETRISTS 

 
Thank you for choosing our practice for your eye care.  Please complete this form, front and back.  If you have 
questions, please ask for assistance. 
Name*  ___________________________________________________________      Date  _________________ 
        First                                           M.I.                                    Last 

Mailing Address* _______________________________  City  ________________  State______  Zip ________ 
Physical Address (If different)__________________________________________________________________ 
Nickname _________________ Sex* _____     Race*  _____________       Hispanic / Latino*     (  ) Yes       (  ) No   
Birth Date*_____________  SSN*__________________    Email address_______________________________ 
Home Phone* _______________   Cell  Phone  ___________________   Work Phone _____________________ 
Are you:  (  )  Minor  (  )  Married  (  )  Divorced  (  )  Widowed    (  )   Single 
Your  Employer ______________________________________________  Occupation  ____________________ 
Work Address  _______________________________   City _________________   Phone  _________________ 
Spouse / Parent’s Name  ______________________ Work Place  _____________   Work Phone ____________ 
If student, name of school/college  _____________________________________________________________ 
Emergency contact person  ________________________________________  Phone  ____________________ 
How did you hear about the office ( ) Previous Patient  ( ) Patient Referred ( ) Sign outside ( ) Internet ( ) Other 
(*Required Information) 
 
RESPONSIBLE PARTY 
Name of person responsible for payment  (  ) Self  (  )  Parent   (  )  Other  ______________________________ 
Relationship to patient  ___________________________   Phone  ( ) same_____________________________ 
Address  ( ) same ___________________________________________________________________________ 
Name of Employer  _________________________________________________________________________ 
 
MEDICAL INSURANCE INFORMATION  (Pays on eye exams for diabetes, eye diseases, and emergency visits) 
(  ) Insurance Co.    (  ) Medicare    (  ) Medicaid    (  ) None    (  ) Other_________________________________ 
Name of Insured  ___________________________________________  Relationship to patient  ____________ 
Insured’s Employer  _________________________________________________________________________ 
 
DO YOU HAVE A VISION PLAN?    (Pays on routine eye exams, eyeglasses, or contact lenses) We are not in 
network with vision plans but we can assist you in filing an out of network claim to your plan. 
(  ) Yes     (  ) No   Insurance co.   ________________________________________________________________ 
Name of Insured  ___________________________________________  Relationship to patient  ____________ 
Insured’s Employer  _________________________________________________________________________ 

OUR FINANCIAL POLICY 

• Payments for exams/office visits are due in full at the time of visit.  We will file your insurance for covered 
services.  Filing of services does not guarantee payment by your insurance company. 

• Glasses and contact lens orders require a 50% deposit before ordering.  The balance is due in full when glasses or 
contacts are delivered.  Orders cannot be delivered until fully paid. 

• There is a $35 fee for returned checks, $20 fee to complete forms, and an additional $41 fee for after- hours care. 
 

Method of Payment 
 (  )  Cash         (  )  Check         (  )  Credit Card        (  ) Care Credit         (  ) Insurance         (  )  Vision Plan 

 
I agree that I am responsible for full payment of each service or product which is not covered or fully paid by my 
insurer.  I have read and understand the Financial Policy. 
 

Signature* __________________________________________________ 
 
 



                                                    Name ____________________________ 
 

Patient Health Information 
Please provide the following information as completely as possible.  The information is confidential, and all 
information is necessary to meet Federal and Insurance requirements. 
 
Date of last eye exam  __________________   Doctor’s name  ___________________  City ________________ 
Do you, or have you ever worn (  )  Eyeglasses    (  )  Contact lenses     (  ) Drug Store Readers        (  )  None 
How do you wear them? (  )  Full time (  )  Driving only (  )  Reading only (  )  Computer only 
    (  )  Sports 
How old is your eyeglass prescription?  __________   Contact lens prescription?  ________________________ 
Are you interested in  (  )  Contact lenses (  )  Laser vision correction 
 
Please check any of the following problems you have with your VISION: 
(  )  blurred vision at distance  (  )  blurred vision at near  (  )  double vision 
(  )  poor night vision   (  )  flashes of lights   (  )  seeing spots 
(  )  eye strain on computer  (  )  trouble identifying colors  (  )  halos around light 
(  )  other  ________________________________________________________________________________ 
 
Please check any of the following problems you have with your EYES: 
(  )  discharge, pus, matter (  )  itching  (  )  burning  (  )  pain  (  ) redness 
(   )  swollen eyelids  (  ) twitching  (  )  watering    (  ) recent injury  
(  )  other  _________________________________________________________________________________ 
 
Have you or a relative have, or ever had any of the following: 
(  )  Cataracts        (  )  Self  (  ) Relative  __________        (  )  Glaucoma            (  ) Self  (  )  Relative __________ 
(  )  Crossed Eyes    (  )  Self  (  ) Relative  __________       (  )  Macular Degen.  (  ) Self  (  ) Relative ___________ 
(  )  Eye Surgery      (  )  Self  What for?  ___________       (  )  Other  ___________________________________ 
 
Do you use tobacco products?*  (  )  Yes     (  )  No  Do you drink alcohol?*   (  )  Yes   (  ) No 
 
Please check any of the following conditions that you, or a blood relative, presently / previously had. List any 
medications you take for the condition(s) next to the word “self”.  Please list the relative. 
Asthma/Respiratory condition (  )  Self  ______________________      (  )  Relative  __________________ 
Blood disorder    (  )  Self  ______________________    (  )  Relative  __________________ 
Cancer  Type: ______________ (  )  Self  ______________________    (  )  Relative  __________________ 
Cholesterol    (  )  Self  ______________________    (  )  Relative  __________________ 
Diabetes    (  )  Self  ______________________    (  )  Relative  __________________ 
Headaches    (  )  Self  ______________________    (  )  Relative  __________________ 
Heart condition   (  )  Self  ______________________    (  )  Relative  __________________ 
Hepatitis    (  )  Self  ______________________    (  )  Relative  __________________ 
High blood pressure   (  )  Self  ______________________    (  )  Relative  __________________ 
HIV     (  )  Self  ______________________    (  )  Relative  __________________ 
Kidney disorder   (  )  Self  ______________________    (  )  Relative  __________________ 
Thyroid condition   (  )  Self  ______________________    (  )  Relative  __________________ 
Other     (  )  Self  ______________________    (  )  Relative  __________________ 
Additional medications/vitamins _______________________________________________________________ 
Please list anything you are allergic to including medications and non-medications. 
__________________________________________________________________________________________ 
 
Your Physician’s Name*  ________________________________________   City  ________________________ 










