
ANNUAL FORM

Date: ________________________

Name: ____________________________________________ Date of Birth:____________________________________

Address: _________________________________ City: ___________________ State: _______ Zip Code:____________

Home Phone: ___________________________ Cell Phone: ________________________

Email Address: ________________________________________________________

Primary Care Physician: __________________________________ Pharmacy:_ _________________________________
	
	 1.)	Since your last visit to our office, have you developed any new allergies or had a bad reaction to a medication
		  or food?
		      Yes             No

	 	 If yes, describe: __________________________________________________________________________

	 2.)	Since your last visit to our office, have you had any new diagnosis or medical problems?
		      Yes             No

	 	 If yes, describe: __________________________________________________________________________

	 3.)	Please provide us with an updated list of your medications.

		  ________________________________________________________________________________________

		  ________________________________________________________________________________________

	 4.)	Would you like to make any changes to your HIPAA release of information?
		      Yes             No

	 	 If yes, describe: __________________________________________________________________________

	 5.) 	Would you like to make any changes to your Assignment of Benefits (insurance information)?
		      Yes             No

	 	 If yes, describe: __________________________________________________________________________

	 6.)	Do you want to be checked for a new glasses/contact lens prescription today?
		  **If you DO NOT have a Vision Insurance, there will be a $20.00 fee due today**	
	 	 (Medical insurances do not cover this fee)
		      Yes             No

Signature of Patient or Legal Guardian: __________________________________________Date: ___________________



THIS TEST IS NOT COVERED BY INSURANCE

Service Fee: $25.00

___YES, I would like to receive this service.

___NO, I would NOT like to receive this service

Patient Signature: ______________________________________________

Date: ___________________________

Optos Retinal Imaging Information

Our Optomap technology gives your eye doctor a comprehensive view of your retina, which helps in

spotting signs of diseases at their earliest stages. By viewing most of the retina at once, your eye

doctor can spend more time explaining the images and discussing your eye health with you.

Optomap is recognized in numerous clinical studies as a valuable diagnostic tool. Starting January

1, 2024, we will include this technology in our regular exams as a part of our commitment to

high-quality care. We take yearly photos to assist your doctor in monitoring your retinal health and to

keep a digital record for future comparison.




