NEW JERSEY EYE CENTER
NEW PATIENT INFORMATION 

Name: ______________________________ Birth Date: ______________ Age: ____ Sex: __M__F
Address: _______________________________________________________________________
ZIP: _____________City/State: _______________________SS# __ __ __- __ __- __ __ __ __

Home Phone#: (____) ____________Work Phone#: (____) _______________ Ext: ________
Cell Phone#: (____) ______________
Email address: _____________________________
(May we use email to contact you: Yes □ No □)

MEDICAL INSURANCE INFORMATION:

Insurance Company: ________________________________________________________________________

Insurance ID #: ___________________________________________Account/Group #: ___________________

Secondary Insurance Company:  _______________________________________________________________

Insurance ID #: ___________________________________________Account/Group #: ___________________
MEDICAL INSURANCE SUBSCRIBER INFORMATION: 
Subscriber’s Name: ______________________________________Birth Date: ______________Sex: ___M___F

SS#: _ _ _-_ _- _ _ _ Relationship to Patient: _____________________________
Subscriber Employer: ______________________________________________________

VISION PLAN INSURANCE (IF applicable):

Vision Plan Name: ________________________ Subscriber SS#: _ _ _-_ _- _ _ _ Birth Date: _______________

Subscriber Name: _____________________________________________________________
IF PATIENT IS A MINOR:
Mother’s Name: _______________________________________________ Birth Date: ___________________

SS#: __ __ __- __ __- __ __ __ __ Address: ______________________________________________________

Phone #: (____) _______________________
Father’s Name: _______________________________________________ Birth Date: ____________________

SS#: __ __ __- __ __- __ __ __ __ Address: _______________________________________________________

Phone #: (____) _______________________
THIRD PARTY CONSENT

I authorize NEW JERSEY EYE CENTER to communicate with my insurance company to coordinate treatment and obtain reimbursement.  I understand that insurance is not a guarantee of payment and should my insurance company deny payment, I will be ultimately responsible to remit the balance due on my account for any professional services rendered. 
Print Name (guardian signs IF patient is a minor): ______________________________________

Signature (guardian signs IF patient is a minor): _______________________________________ 

Date: ___________________________
NEW JERSEY EYE CENTER
MEDICAL HISTORY 

 PATIENT NAME________________________________________________

DATE OF BIRTH___________________

What is the reason for your visit today? ___________________________________________________________________________
ILLNESSES (check all that apply)
	 ASTHMA 
	
	DIABETES 
	
	HEART DISEASE
	

	BRONCHITIS 
	
	THYROID DISEASE 
	
	KIDNEY DISEASE
	

	EMPHYSEMA 
	
	HIGH BLOOD PRESSURE 
	
	ARTHRITIS 
	

	CANCER 
	
	
	
	
	

	
	
	
	
	
	


LIST ANY MEDICATIONS YOU TAKE:  ___________________________________________________________________________
LIST ANY ALLERGIES TO MEDICATIONS:  _______________________________________________________________________
LIST ANY SURGERIES YOU HAVE HAD:  ______________________________________________________

Do you currently have any of the following MEDICAL problems?  (Check those that apply)

	Loss of  vision
	
	Blurred vision
	
	Flashes of light
	

	Loss of side vision
	
	Double vision
	
	Dryness
	

	Redness
	
	Sandy feeling
	
	Itching
	

	Foreign body sensation
	
	Gritty feeling
	
	Glare sensitivity
	

	Halos
	
	Excessive tearing
	
	Light sensitivity
	

	Eye Pain
	
	Eye or lid infections
	
	Tired eyes
	

	Floaters
	
	Burning sensation
	
	Lazy eye
	

	Headache
	
	Mucous/Discharge
	
	
	


(Explain any of the following which apply)
	Fever, weight loss, fatigue  ______________________________

	Problems with ears, nose, throat, or sinuses  _________________

	Heart or Vascular problems______________________________

	Gastrointestinal problems________________________________

	Genital, Kidney, Bladder problems  _______________________

	Muscles, Bones, Joint problems  _________________________

	Skin problems  _______________________________________

	Neurologic or psychiatric problems_______________________

	Endocrine problems  __________________________________

	Blood disorders  _____________________________________ 

	Immune problems  ___________________________________


Does anyone in your family have?  (if any of the following apply list the relationship to patient, i.e. mother, father etc.)

Blindness _________Glaucoma ___________
Cataract_________ Macular degeneration _______

Retinal issues _______​​​​__

Do you have any of the following? Check all that apply

Cataracts _______       Glaucoma _______       Macular degeneration _______      Retinal issues _______

Answer the following:

Occupation:  _______________________Level of Education:  ___________________Marital Status: _______

Do you drink alcohol?  _____yes       ____no       If yes,          occasional           1/day          2-3/day            4+/day

Do you smoke?             _____yes       ____no       If yes,     occasional   ½ pack/day      1 pack/day      1+pack/day

Have you ever had a blood transfusion?        ___yes      ___no

PATIENT SIGNATURE_____________________________________ DATE___________________

DOCTOR’S SIGNATURE ___________________________________ DATE ___________________

