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Welcome to Qur Office

Last Name: First Name: Middle Initial

Name by which you like to be called/nickname:

MR MRS MS DR Marital Status: S M D W DP

Date of Birth: SSH#(if using vision insurance) - -

Name of Vision Insurance:

Employer/ School: Occupation/Grade:
Home Address:
City: State: Zip:
Home Phone: Daytime Phone:
Cell Phone: Email Address:
Family Physician (PCP): Former Eye Doctor:
Do you wear: o glasses
o contact lenses Name of Contact Lens
Right Eye:  Power Base Curve
Left Eye: Power Base Curve

O no correction
o history of refractive surgery (LASIK, PRK, RK, etc.)

Has any member of your family been our patient?

How did you hear about us?

o | was referred by (who may we thank for referring you?)
o | saw an add in the yellow pages

o | saw a listing of participating eye care providers from my insurance company

o Other:

MOST VISION INSURANCE PLANS DO NOT PAY FOR BOTH AN EXAMINATION FOR
GLASSES, AND AN EVALUATION OF YOUR CURRENT CONTACT LENSES. THERE WILL BE
AN ADDITIONAL CHARGE IF YOU CHOOSE TO HAVE BOTH SERVICES.
| hereby authorize payment directly to Dr. Anne E. Savko for any insurance benefits, otherwise
payable to me, for her services as described on the attached claim form. | understand that | am

financially responsible for any charges not reimbursed by my insurance company.

Long time authorization/ financial responsibility / “signature on file”.

Signature: Date:
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Medical History Questionnaire

Name: Birth Date:
PO000000000000000000000000000000000000000000000000 000000000000 0000000000000 0000000000000
Do you have any allergies to medications? o no oyes Please explain:

List any medications you take (including oral contraceptives, aspirin, over the counter medications and vitamins). o_None

List all major injuries, surgeries and/ or hospitalizations you have had:

List any of the following that you have had: crossed eyes, lazy eye, drooping lid, prominent eyes, glaucoma, macular
degeneration, cataracts, retinal disease, eye infections, or eye injury:

Are you pregnant or nursing? ono o yes
Do you wear glasses? ono oyes Do you wear contact lenses? ono  oyes

COP00000000000000000000000000000000000000000000 000000000000 00000000000 0000000000 0000000000000 000
Review of Systems (boxes unchecked are negative)

EYES: CONSTITUTIONAL (fever, weight loss/gain) ono oyes
Blindness o self ofamily INTEGUMENTARY (skin) ono oyes
Glaucoma o self afamily EAR, NOSE, THROAT
Macular Degeneration oself ofamily Allergies ono oyes
Cataracts oself ofamily Sinus Congestion ono oyes
Retinal Detachment noself ofamily Post Nasal Drip ano oyes
Loss of vision oself ofamiy Chronic Cough ono ayes
Color Vision Defect  oself ofamily Dry Throat/ Mouth o no ayes
Blurred Vision o no o yes RESPIRATORY
Loss of side vision o no ayes Asthma ono oyes
Double Vision ono oyes Emphysema ono oyes
Dryness ono ayes Chronic Bronchitis
Flashes/ Floaters ano oyes ALLERGIC/ IMMUNOLOGIC mno ayes
Redness aono ayes VASCULAR/ CARDIOVASCULAR
Itchiness ono oyes Diabetes ono oyes
Burning ono oyes High Blood Pressure ono oyes
EyePain/Sorene Heart Attack/ Surgery ano ayes
Excessive Tearing ano ayes Vascular Disease ono oyes
Glare/ Light Sensitivity ono nyes GASTROINTESTINAL
Tired Eyes ono ayes Diarrhea ono gyes

NEUROLOGICAL Constipation ono oyes
Headaches ano oyes LYMPHATIC/ HEMATOLOGIC
Migraines ono oyes Anemia ono oyes
Seizures ono oyes Bleeding Problems  ano oyes

GENITOURINARY ono ayes ENDOCRINE
(Kidney, genitals, bladder) Hypothyroid ono oyes

BONES / JOINTS/ MUSCLES Hyperthyroid ono oyes
Rheumatoid Arthritis  ano oyes PSYCHIATRIC ono oyes
Muscle Pain cono oyes OTHER:

Joint Pain ono  oyes
Do you use tobacco products? ono nyes Do you drink alcohol? ono ayes
Do you use illegal drugs? ano aoyes, type:

Have you ever been exposed to or infected with: cno oyes oHIV o Hepatitis oSyphilis oGonorrhea
COO000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000¢

Signature: Date:

(parent/guardian if a minor)
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Receipt of Notice of Privacy Policies & Consent Form

ANNE E. SAVKO, OD
1338 N. MOORPARK ROAD
THOUSAND OAKS, CA 91360
(805) 495-5510

(805) 373-8570 (FAX)

Patient Name:

Patient Number: Patient Phone Number:

Patient Address:

In the course of providing service to you, we create, receive and store health information that identifies you. It is often
necessary to use and disclose this health information in order to treat you, to obtain payment for our services and to
conduct health care operations involving our office.

The Notice of Privacy Practices you have been given describes these uses and disclosures in detail. You are free to
refer to this notice at any time before you sign this form. As described in our Notice of Privacy Practices, the use and
disclosure of your health information for treatment purposes not only includes care and service provided here, but also
disclosures of your health information as may be necessary or appropriate for you to receive follow-up care from another
health professional. Similarly, the use and disclosure of your health information for purposes of payment includes (1) our
submission of your health information to a billing agent or vendor for processing claims or obtaining payment; (2) our
submission of claims to third-party payers or insurers for claims review, determination of benefits and payment; (3) our
submission of your health information to auditors hired by third-party payers and insurers; and (4) other aspects of
payment described in our Notice of Privacy Practices. Our Notice of Privacy Practices will be updated whenever our
privacy practices change. You can get an updated copy here at the office.

When you sign this consent document, you signify that you agree that we can and will use and disclose your health
information to treat you, to obtain payment for our services and to perform healthcare operations. You also signify that you
have received a copy of our Notice of Privacy Practices.

You have the right to ask us to restrict the uses or disclosures made for purposes of treatment, payment or healthcare
operations, but as described in our Notice of Privacy Practices, we are not obliged to agree to these suggested
restrictions. If we do agree, however, the restrictions are binding on us. Our Notice of Privacy Practices describes how
to ask for a restriction.

| have read this document and understand it. | consent to the use and disclosure of my health information for
purposes of treatment, payment, and healthcare operations. | acknowledge that | have received the Notice of
Privacy Practices from Dr. Savko.

Signature Date

If signing as a personal representative of the patient, describe the relationship to the patient and the source of authority to
sign this form:

Relationship to Patient Print Name



