MEDICAL HISTORY QUESTIONNAIRE
Muame Date

Drate of binh __ Drate of last eye exam

List any medications vou currently take (prescription and over-the-counter ):

D you have a allergies to any medications? O YES 0 NO
If YES, list the medications:

List all major illnesses (glaucoma, diabetes, high blood pressure, hean attack. etc.) or injuries (concussion, etc. )

List any surgeries you have had (cataract, tonsillectomy, appendectomy y:

Dy you correnily have any problems in the following areas? IF“YES", please provide information

YES | MO Explanation of Prohlem

EYES {Calieedmme, cataracl, retinal disease, etc.)

Loss of vision

Blurmed wision

Fluctuating vision

Chstorted vision{halos)

Less of side vision

Drowaksle wision

Drryness

Mucous discharge

Redness

Sandy or gritty feeling.

ltching

Burming

Forcign hody sensation

Excess wearingfwatering

Cilareflight sensitvily

Eve pain or soreness |

Infection of eyve or hd (blepharits, sivle |

Tired cyes

Crossed eyves, laey eve

Dreoogring eyelid

GENERAL/CONSTITUTIONAL

Fever

Weight loss

Other

EARS, NOSE, THROAT

18imues, ear infection, chronic cough, dry mouth, cic, b




CARDIOVASCULAE (Heard, 'u.:wtli. eloh

EESFIRATORY 1astma. ciiaphyscma_ oic. )

GASTROINTESTINAL

5aomach wlcers. imesiinal dissies, e b

GENITAL, KIDNEY, BLADDER

MUSCLES, BONES, JOINTS (Antriis. etc.)

SKIN Ao, warls, skin canoer, e,

NEUROLOGICAL (Multiie, sleross. ctc)

PSYCHIATRIC (aAnxicty, depression, insomnia)

ENDOCEINE iDobetes, hypothyroid, e

BLOODYLY MPH (cholesterolemin, anemia, ete, )

ALLERGICAMMUNOLOGIC
(Hay fever, luguas. Sjeenens. clo)

FAMILY HISTORY

DISEASE

YES |

TE SR S

Ylarmcber Fefalber Saabdimg  CoPegrandparent

=

HE].‘IITMEE'IE o Patiend

Blindnass

Glaveomaa

Anhrtis

Cancer

nabetes

Heart disease or high blood pressure

Kidney discase

Lupus

Stroke

Thyroid disease

Oither

SOCIAL HISTORY

Current ocoupation:

Education (high school, vocational school, college depree ):
Marital Status {married, divorced. single, widowed);

Living Arrangemenis:

Da you drive?

Do you have visual difficulty when driving?
Do you have problems with might vision?
Have vou ever ried 1w wear contact lenses!
Do you currently wear contact lenses?

If YES, how long have you worn comtact lenses?

Do you currently wear glasses?

IT YES, how long have you had the current prescripiion?

O YES O NO
O YES UNO

Do you drink alcehol?
Do vou simoke?

OYES ONO

OYEs QNO

O YES QONOD

O YeEs QONO

QOYES QNO

O YES 0O NO
ITYES: ocassional 1 per day 2-3 fday d+tday
If Yes:  occasional 12 packfday | packiday  1+pack

Have you ever had a blood transfusion? 3 YES O NO
O Additions as noted ahove.

History Reviewed U Mo Changes

Phyvsician’™s Signatire:

Drane:
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CHARLES H. CamPeerl. M.D. EACSK, FLES,

Patient Name: DATE:

Financial Policy Statement

It is STRC's financial palicy to bill your Mmaurancs company 4% a courlesy 10 yvou lor all major
services (those in excess of £250.00). although you do remain responsible for the entire bill.
Once the insurance company is billed, we will 58t aside the estimated partion due from the
insurance company for 60 days. We do require that the patient's portion be paid at the lime of
service, If your insurance company does nol remil payment within 80 days, the balance will be dug
in full from you. I you should receive any payments from your insurance company or services siill
due to us, please remil those payments lo us immediately. Similarly, # we recaive any payment in
excess of the estimated balance due from your insurance company, we will promplly refund the
credit amount to you. For all services less than $250.00, payment will be expected at the time
of service.

You are responsible for knowing the status of your Insurance coverage. Please Inform us of
any changes whan you chack-in. If there & no Insurance coverage, you will be responsible
for the whole amount of your bill.

If you have no insurance coverage, payment in full will be expecied at the time of service.
Any ather type of payment arrangement must be established through the Credit Manager in our
insuranés departmeant.

For Medicaid and Workers Compensation claims, we will Bill all services directly. Mo payment will be
expecied from the palien! unless he services are denied for reasons of expired Medicaid efigibility
or denied warkers compensation acceptance, Piease, note that proof of Medicald eligibliity Is
required at the time of service.

For our HMO / PPOD covered patients, co-pays are due at the time of service. If vour insurance
plan requires a refarral or auihorization, you must present this at the time of service along with your
insurance |10 card. In addition, payment for any non-covered services will be due at the time of
sanvice.

For our Medicare patients, STRG is a participating provider; therefore, all covered services will be
billed to Medicare for you. You are (o pay only the applicable patient co-insurance (20%) and/or
deductibla.

I have read and undearstand the financial policias of South Texas Relina Consultants. | understand
that | am rasponsibla for knowing the status of my inguranca coverage. |f coverage |s denied from
my insurance company. Workers Compensation carriar, Madicare, Meadicaid, or any ather agancy
through which | have applied for assistance, | undersiand that | become respongible for payment in
full of all incurred charges lor services rendared.

Signaiure of Palient/Responsible Party Date

STRC Representative

Diseases aind Surgery of the Vitreows and Reting » Diabetic Retinopatly * Macular Degeneration
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