
WelcometoLongBeachFamilyOptometry–Dr.JustinPrasad,O.D.
PATIENTINFORMATION

AUTHORIZATIONS
IcertifythatIhaveinsurancecoveragewithandassigndirectlyto

NameofInsuranceCompany(ies)
Dr.allinsurancebenefits,ifany,otherwisepayabletomeforservicesrendered.IunderstandthatIam
financiallyresponsibleforallchargeswhetherornotpaidbyinsurance.Iauthorizetheuseofmysignatureonallinsurancesubmissions.

Theabove-nameddoctormayusemyhealthcareinformationandmaydisclosesuchinformationtotheabove-namedInsuranceCompany(ies)andtheiragentsforthepurposeof
obtainingpaymentforservicesanddetermininginsurancebenefitsorthebenefitspayableforrelatedservices.Thisconsentwillendwhenmycurrenttreatmentplaniscompletedor
oneyearfromthedatesignedbelow.
Medicare/MedigapAuthorization:IrequestthatpaymentofauthorizedMedicarebenefitsand,ifapplicable,Medigapbenefits,bemadeeithertomeoronmybehalfto

foranyservicesfurnishedtomebytheprovider.
NameofDoctororClinic

Totheextentpermittedbylaw,IauthorizeanyholderofmedicalorotherinformationaboutmetoreleasetotheCentersforMedicareandMedicaidServices,myMedigapinsurer,and
theiragentsanyinformationneededtodeterminethesebenefitsorbenefitsforrelatedservices.

SignatureofBeneficiary,GuardianorPersonalRepresentative

PleaseprintnameofBeneficiary,GuardianorPersonalRepresentative

Date

RelationshiptoBeneficiary

NameSSN/PatientID# LastNameFirstNameMiddleInitial
AddressCityStateZipCode
HomePhone()CellPhone()E-mail
Sex�M�FAgeBirthdate�Married�Widowed�Single�Minor
Occupation�Separated�Divorced�Partneredfor_______years
NameofPrimaryMemberMemberID#Birthdate
EmployerNameEmployerPhone()
Whommaywethankforreferringyou?
Forreturningpatientsonly:Icertifythatmypersonalinformationincludingmyaddress,phonenumber,healthandmedicalinformationhasnotchangedsincemy
lasteyeexaminationon___/___/___(withtheexceptionof:______________________)X__________________________________________Date___/___/___

YOUR REASON(S) FOR VISITING OUR OFFICE TODAY: (Please check appropriate items)
� General annual exam (no specific problem)
� Lost or broken eyeglasses
� Want new eyeglasses
� Want contact lenses

_____ Soft _____ Hard (RGP)
_____ Daily _____ Color
_____ Bifocal Contact Lenses

� Blurred distance or near vision
� Eyes feel tired
� See “spots” or flashes
� Double vision
� Light sensitivity
� Headaches
� Problems with present contact lenses

� Eyes water
� Eyes itch
� Eyes feel dry
� Pain in eyes
� Other (please list)
__________________________________
__________________________________
__________________________________

LIFESTYLE NEEDS: (Please check appropriate items)
� I spend a lot of time outdoors
� I have trouble seeing at night
� I am light sensitive, driving in bright sunlight and glare bothers me

� I have trouble with close work while:
__ Reading __ Hobbies
__ Using My Computer __ Hours/Day

� The Weight/Thickness of my glasses bother me
� The Bifocal line bothers me, I have to tilt my head to seeAre you interested in Laser Vision Correction? � YES � NO

List any active sports/hobbies:

ABOUT YOUR GENERAL HEALTH - PAST OR PRESENT:
� High Blood Pressure
� Respiratory
� Diabetes
� Glaucoma
� Allergies

� Cataracts
� “Lazy Eyes”
� Eye Surgery
� Retinal Disorders
� Eye Injuries

� Cancer
� Thyroid
� List Medications __________________
� Allergies to Medication?_____________
� Other: __________________________

Has anyone in your family (blood relatives) had any of the above conditions? � YES � NO
If so, what relative? What condition(s)? Please list here (do not check in list above)

OFFICE USE Reviewed By:_______________________________________________ � No Changes Date_________________


