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First, Mddle, Last, Preferred Name: |

Street Address |
Qty, Sate, 2pt |
Phane 1, Typel |
Phone 2, Type! |
Bl ) |
Preferred Contact Methott [_] Phone ] Text ] Evail

Date of Birth (Gender]
Occupationy/Erployer:

Marital Status
Language, Race, Bhricity!
Emergency Contact Narre and Nurber?
Authorized person to dispense materials or release informration to (ex. glasses, contacts, prescriptions

180058 JNivsmaiiog
Msion Insu“ancei \
Merrber Nanre:
Merrber IDor Social Security # (Required); |
Merrber Date of Birth |
Primary Health Insurance] [ JHwo [] o
Responsible Party! |
Secondary Health Insurance: 1w ] PO
Responsible Party: |

2ys isivey/iedisal Misivey
Date of Last Bye Bar Qurrently Wear Glasses] Qurrently Wear Contacts? |
Height Weight | |
Qurent Medications, Supplenrents, ar itamins

Medication Allergies
Have you had any surgeries or procedures done?

Doyou have any allergies to foods fabrics, or seasonal?

Who can we thank far referring you?




Y87 017
sysilisivry nledisal distvry
Have you or a family menber experienced ar been treated for Have you or a farrily member experienced ar been treated for
any of the following? Check all that apply. any of the following? Check all that apply.
Ctaract [ ] Yes [N [ Farmily ADSHV [JYes [N [ Fanily
Gauwcoma[ ] Yes [N [ Family Alegies [ JYes [N [ Family
QossBed[ [Yes [N [] Fanily Athitis [ ]Yes [N [ Fanmily
LASKorRK[ 1 Yes [N [ Family Ahma []Yes [N [ Family
lazyBe[ 1Yes [N [ Family HoodAynphDOsorder [ [Yes [N [] Fanily

Macular Degeneration[ | Yes [N [JFamily Cancer []Yes [N [ Family
Retinal Detachment[ | Yes [N [] Family Dabetes [ [Yes [ 1N [ Family

Are you curently experiencing ar have experienced Ear, Nose, Throat Condition [ Yes [ ] N[] Family

BuryMsion[] Gastraintestinal Condition [ ] Yes [I N [] Family

Buming[_] HeartOsease [JYes [N [ Fanily

Discharge[ ] HohBoodPressure [ [Yes [INo [ Fanily

Double Vision[] HohChdesterd [ Yes [N [] Fanily

Dryness[ | KdneyDsease [ Yes [N [ Family

Bxcess TearingMétering[] bpss[JYes [N [] Family

Bye Infection[] Neurdlagical Conditions [ ] Yes [N [] Faily

Eye Pain or Soreness[_] PsychiatricOsorder [ JYes [N [ Family

Roaters or Spats[_] Seizwes [ {Yes [N [] Family

Halos[] SdnConditions [ JYes [N [] Farily

Itching[_] Groe [JYes [N [] Fanily

Light Rlashes[ ] Thyraid Dysfunction [ JYes [N [] Fanily

Light Sensitivity [ ] Doyousmoke?[ [Yes [N [ Inthepast

Redhess[_] If yes howftert| |

Sandy or Gitty Feeling [ Doyoudrinkalcohd?[ JYes [JNo  [] Inthepast
Ifyes howoitent |

Certification/Authorization

By signing below| state that | amaware confirmation is required to keep my appaintrment, if not confirmed 24 hours before | amscheduled |
authorize the dffice to cancel my appaintmrent and apply a $50 fee to my account. | certify that the infarmration given by me in applying for
insurance and/or Medicare payment is true and carrect. | authorize my doctor to act as my agent in helping me dbtain payment of ny
insurance and/or Medicare benefits directly to Roger A Hayashi, 0D on my behalf far any services and meterials fumished | authorize any
holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to
determrine these benefits payable to related services If | have ather health coverage (asindicated initem9 of the HFCA-1500 claimformor
electronically subrritted claim), my signature autharizes release of the above medical informration to insurer or agency shoan, and autharizes
ry doctor to act as ny agent, as above.

Patient/Parent of Mnor Date Doctor Reviewed
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