WELCOME TO OUR OFFICE
name ________________________________________________________________

date ___________________________

EMPLOYER __________________________________ OCCUPATION ___________________________________ HOBBIES ___________________________________
WHAT IS THE MAIN PURPOSE OF THIS VISIT? ____________________________________________________________________________________________
ANY PROBLEMS WITH YOUR PRESENT GLASSES OR CONTACT LENSES? ______________________________________________________________

VERY IMPORTANT!
WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE? ______________________________________________________________
IF NOT REFERRED, HOW DID YOU CHOOSE OUR OFFICE FOR YOUR NEEDS?
ANOTHER DR.

INSURANCE LISTING

SAW SIGN/BUILDING

NEWSPAPER

WEB PAGE

OTHER: _______________________

DO YOU PARTICIPATE IN A FLEX SPENDING ACCOUNT?

YES

HOW WILL YOU SETTLE YOUR ACCOUNT TODAY? (circle one)

NO
CASH

do you experience... (check box if your answer is yes)

CHECK

CREDIT CARD

have you been diagnosed with or treated for...

blurry vision

grittiness

cataracts

lazy eye

burning

itchiness

corneal abrasion

macular degeneration

tearing

dry eyes

eye infection

retinal detachment

headaches

sunlight sensitivity

eye injury

diabetic retinopathy

double vision

poor night vision

glaucoma

dry eye disease

flash of light

uncomfortable glasses

iritis/uveitis

blepharitis

floaters/spots
date of last eye exam: _____________________________
do you currently wear contact lenses?

yes

by whom? ______________________________
no

what kind? _______________________________________ solution used: __________________________________
would you prefer clear contact lenses, or colored contact lenses?
have you ever tried contact lenses?

yes

clear

colored

no

do you .... (check box if your answer is yes)
work at the computer?
think you might benefit from thinner, lighter lenses?
have interest in a test drive of the latest contact lens designs?
spend time outdoors? if so, how many hours per day: _________
have prescription sunglasses?
prefer not to wear your glasses at times?
want information on laser vision correction surgery?
have more than 1 pair of current prescription glasses?
have children?
have a family member in need of eyecare?
IS THERE A FAMILY MEDICAL HISTORY OF ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY)
BLINDNESS

LAZY EYE

DIABETES

CATARACTS

MACULAR DEGENERATION

HEART DISEASE

CORNEAL PROBLEMS

RETINAL PROBLEMS

STROKE

GLAUCOMA

OTHER EYE DISEASE: _____________________

HIGH BLOOD PRESSURE

www.theeyecenterofparkville.com

copyright ECP 2004

health history
name:

date:

Yes No

Yes No
Asthma ________________________________________

Head or Spinal injuries _________________________________

Kidney Disease ________________________________

Seizures, Convulsions, or Fainting _____________________

Tuberculosis ___________________________________

Extensive Confinement by Illness or Injury ___________

Diabetes _______________________________________

Temporal Arteritis ____________________________________

Migraines ______________________________________

Carotid Artery Disease _________________________________

Psychiatric Disorder ___________________________

Stroke __________________________________________________

Nervous Disorder ______________________________

High Blood Pressure ___________________________________

Heart Disease __________________________________

HIV _____________________________________________________

Ulcer ___________________________________________

Liver Disease ___________________________________________

Multiple Sclerosis _____________________________

Rheumatoid Arthritis __________________________________

Sickle Cell Anemia ____________________________

Cancer __________________________________________________

Do you smoke? ________________________________

Other Diagnosed Health Problems _____________________

Taken illegal substances within the last 12 months?

Do you Drink? __________________________________________

Please list all Medications you are currently taking:

Please list all Medications you are allergic to:

surgical history (please include date & type)

patient information
demographics
date:

name

last
street address

first

mi
social security #

county

city

state

home phone

work phone

spouse

work phone

employer name

zip code

birthdate

sex

marital status
divorced

single

widowed

email address

position

emergency contact

married

emergency phone

primary care physician

billing
relationship to patient

guarantor (financially responsible person)

last
street address

city

first

mi

self

spouse

parent

other

social security #

county

state

home phone

zip code

work phone

primary insurance

policy holder

policy id #

ssn #

insured's birthdate

secondary insurance

policy holder

policy id #

ssn #

insured's birthdate

send workers compensation to:

authorized by

www.theeyecenterofparkville.com

date of incident:

ECP 2006

Nicole D. Verachtert, O.D.

Stephanie A. Staatz, O.D.

Consent to Treat
I voluntarily consent to such care and treatment as prescribed by the physician as is
necessary in his/her judgment.

Medicare Authorization
I request payment of authorized Medicare benefits be made on my behalf to The Eye
Center of Parkville, for any services furnished to me by that physician/supplier. I
authorize the holder of medical information, about me, to release to Medicare and its
agents any information needed to determine these benefits payable to related services.
I understand that my signature requests that payment be made and authorizes release of
medical information necessary to pay the claim. If “other health insurance” is indicated
in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or
electronically submitted claims, my signature authorizes the release of the information to
the insurer to the agency shown. I Medicare assigned cases, the physician or supplier
agrees to accept the chare determination of the Medicare carrier as the full charge, and
the patient is responsible only for the deductible, co-insurance and the uncovered
services. Co-insurance and the deductible are based upon the charge determination of the
Medicare carrier.

Medigap Authorization
The following is to be filled out if you have a Medigap insurance policy for which you
wish to assign benefits. A Medigap or Medicare Supplemental policy is a health
insurance policy or other health plan, offered by a private company, to those entitled to
Medicare benefits. It is designed to pay certain costs that Medicare does not pay. By
law, this excludes a policy or plan offered by an employer or employees or former
employees, as well as a policy or plan offered by a labor organization to members or
former members.
This agreement is in effect until revoked in writing by the patient.

Notice of Privacy Practices
I have been given a copy of the Notice of Privacy Practices of The Eye Center of
Parkville to review.

Signature:_________________________________ Date:___________
Parkville Commons - 6325 Lewis St., Suite 114 - Parkville, MO - 64152 - 816.505.0100 - fac 816.505.2301
www.theeyecenterofparkville.com

Nicole D. Verachtert, O.D.

Stephanie A. Staatz, O.D.

Optomap Ultra-Widefield Retinal Image
The Optomap is state of the art technology that represents the latest in
eye disease detection. It allows us to more thoroughly evaluate your retina, the
sensitive tissue in your eye that is responsible for vision. The retina is susceptible
to a variety of diseases, which can lead to vision loss. Early detection of retinal
abnormalities is crucial to protect your vision. The image is kept as a part of your
record and we can compare the pictures year after year at your annual examinaiton.
Drs. Staatz and Verachtert highly recommend the Optomap Retinal Image, for evaluation
and documentation, be performed in addition to your routine examination.
-Everyone, including children, should have baseline photos
-No dilation is necessary to perform this test
-The doctors immediately analyze and review the test with you
-Retinal images are stored for future references and comparison
-You should be tested annually if you have:
*Diabetes
*Retinal Problems
*Glaucoma
*Macular Degeneration
*Hypertension
*High Myopia
This procedure is not covered by basic vision insurance. The fee for the Optomap
Retinal Imageis 39.00.
I have read the information about Retinal Photography.
Yes, I choose to have retinal photography performed at this time.
No, I choose to defer the test at this time.

Signature __________________________________________ Date ____________________
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