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Date: _______________ PATIENT HISTORY QUESTIONAIRE

Last Name_________________________________  First Name __________________________ MI __________

Address___________________________________  City _____________________  State ______ Zip _________

Work Phone ____________________ Home Phone ____________________ Cell Phone ____________________

Date of Birth ____________________ Occupation______________________ Employer_____________________

Sex   M F Marital Status ____________________ Referred by _________________________________

Emergency Contact ________________________________    Ethnicity ____________   Email _________________

Medical Information                                                                                                                                                                 

Do you have problems in the following areas?  (Please check yes or no)

Gastrointestinal  Yes  No Nervous  Yes  No Endocrine (glands)  Yes  No

Ears/Nose/Throat  Yes  No Urinary  Yes  No Blood/Lymph  Yes  No

Cardiovascular  Yes  No Muscles/Bones  Yes  No Allergic/Immunologic  Yes  No

Respiratory  Yes  No Skin  Yes  No Headaches  Yes  No

High Blood Pressure  Yes  No Eyes  Yes  No Mental  Yes  No

Please explain _________________________________________________________________________________

Diabetes  Yes  No Type___________ Years diagnosed __________ HbA1c ________ Controlled _______

Current medications ____________________________________________________________________________

_____________________________________________________________________________________________

Medications allergy or seasonal   __________________________________________________________________

Name and Address of Family doctor_________________________________  Phone number __________________

Surgeries  ____________________________________________________________________________________

Family History                                                                                                                                                                          

High blood pressure  Yes  No Relation _________ Macular Degeneration  Yes  No Relation _________

Diabetes  Yes  No Relation _________ Retinal Degeneration  Yes  No Relation _________

Glaucoma  Yes  No Relation _________ Cataracts  Yes  No Relation _________

Alzheimer’s  Yes  No Relation _________ Parkinson’s  Yes  No Relation _________

Personal Eye Information                                                                                                                                                                

Describe your eye problem  ______________________________________________________________________

Have you had any eye surgery  Yes  No Describe __________________________________________

Have you had any eye injury  Yes  No Describe __________________________________________

Do you have any of the following?

Glaucoma  Yes  No Cataracts  Yes  No Dry Eyes  Yes  No

Macular degeneration  Yes  No Retinal degeneration  Yes  No Flashes/Floaters  Yes  No

Sandy, gritty feeling  Yes  No Watery/itchiness  Yes  No Blurred vision   Yes  No

Have you had LASIK  Yes  No Do you wear glasses  Yes  No Contact lenses  Yes  No

Smoke or  Drink:  ___ ___________________________________________________________________________

Doctor Use Only                                                                                                                                                                       

Reviewed by _________________________________ Any changes  Yes  No Date __________________

Reviewed by _________________________________ Any changes  Yes  No Date __________________

Reviewed by _________________________________ Any changes  Yes  No Date __________________
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Patient’s Insurance Responsibility

I, _____________________________, understand that Utah Eye Associates will bill

(a)  First my medical insurance for the services provided, then

(b) Secondly my vision insurance, if they are participating providers.

Unless specifically stated, at the time of service, Utah Eye Associates will not bill any insurance for glass or

contact lenses. I also understand that if I do not provide all current insurance information, at the time of

service, I will be responsible for all charges. I will provide the following:

Name of Primary Insured: ___________________________________

Date of Birth: _____________________________________________

Address of Insured: ________________________________________

Relationship of Insured: _____________________________________

Utah Eye Associates is not responsible to file any insurance, if such information is provided, after the date

the services are rendered. Utah Eye Associates may charge a filing fee, to the patient, at any time to file

any insurance. I understand that it is not the responsibility of the above office to negotiate payment and/or

coverage for any services rendered.

I understand that filing for insurance coverage, except for Medicare and Medicaid, is a service of

Utah Eye Associates. I agree to pay all outstanding balances that are 60 days past due and all collection

fees, if necessary, which can be up to 40% of the balance due.

The undersign fully understands the above and the patient/guardian accepts the responsibility for all

charges assessed.

_______________________________________ _______________________________________
Utah Eye Associates                                     Patient/ Guardian

_______________________________________ _______________________________________
Date                                                                 Date
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CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name________________________________________________________________________________________

Address______________________________________________________________________________________

Telephone_____________________________________ E-Mail__________________________________________

SS number________________________ Primary Ins./No_______________________________________________

SECTION B: TO THE PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health
information to carry out treatment, payment activities, and healthcare procedures.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to
sign this consent. Our Notice provides a description of our treatment, payment activities and healthcare procedures,

of the uses and disclosures we may make of your protected healthcare information, and of other important matters
about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to read

it carefully before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change

our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices at any time by contacting the doctor at 150 South 1000

East, SLC, UT 84102 or call 801.363.2851.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your

revocation submitted to the above office. Please understand that revocation of this Consent will not affect any action
we took before we receive your revocation and that we may decline to treat you or to continue treating you if you

revoke this Consent.

I, _____________________________, have had full opportunity to read and consider the contents of this Consent

form and your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to
your use and disclosure of my protected health information to carry out treatment, payment activities and healthcare

Procedures.

SIGNATURE______________________________________ DATE ______________________________

If this Consent is signed by a personal representative on behalf of the patient, complete the following

Representative’s name___________________________ Relationship _________________________
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