
Welcome to  

  

Name________________________________________________________________________ Date_____/_____/_____   

Street Address_________________________________________ City____________________ State ____ Zip_________    

Home Phone ______________________Work Phone_____________________   

Cell Phone_________________________   

Email Address______________________________________________________________________________________   

Gender:    M    F       Birth date______/______/______    Ethnicity/race __________________  

Social Security #_______________________________________    Preferred Language __________________       

Patient Employer (or school)  _____________________ Patient Occupation (or grade)___________________________  

Person responsible for payment on account_____________________________ Relationship to patient______________   

*If you are enrolled in a vision plan (VSP, Superior Vision, EyeMed), please list the vision plan as Primary, and the medical plan as Secondary*   

Primary Insurance Company__________________________________ Insured’s Name ___________________________   

Insured’s Social Security # (or ID #)_________________________________Insured’s Birthdate______/______/______       

Secondary Insurance Company ________________________________ Insured’s Name___________________________   

Insured’s Social Security # (or ID #)_________________________________Insured’s Birthdate______/______/______       

Health History Questionnaire  
  

PERSONAL OCULAR HISTORY:        

Injuries, surgeries, and/or infections_____________________________________________________________ 

PERSONAL MEDICAL HISTORY:         

Injuries, surgeries, and/or hospitalizations_________________________________________________________     

___________________________________________________________________________________________  

  

SYSTEMIC FAMILY HISTORY:     
 Arthritis      NO   YES   Relationship to you__________________________________________  
 Cancer       NO   YES  Relationship to you__________________________________________  
 Diabetes      NO   YES   Relationship to you__________________________________________  

Heart Disease   NO    YES   Relationship to you__________________________________________  
 High Blood Pressure  NO   YES   Relationship to you__________________________________________  
 High Cholesterol    NO   YES   Relationship to you__________________________________________   
 Thyroid Disease    NO   YES   Relationship to you__________________________________________   

Other________________________    Relationship to you__________________________________________ 

OCULAR FAMILY HISTORY:    

Blindness      NO   YES   Relationship to you__________________________________________    
Cataracts      NO   YES   Relationship to you__________________________________________    
Glaucoma      NO  YES   Relationship to you__________________________________________    
Lazy Eye      NO   YES   Relationship to you__________________________________________    
Macular Degeneration  NO   YES   Relationship to you__________________________________________    
Retinal Disease  NO   YES   Relationship to you__________________________________________                 

  Other________________________    Relationship to you__________________________________________           

(please complete reverse side as well)  

Park City 
    



 OCULAR MEDICATIONS: (including over-the counter)______________________________________________________ 

  

SYSTEMIC MEDICATIONS: (including over-the-counter)_____________________________________________________ 

__________________________________________________________________________________________________   

SOCIAL HISTORY:        

Use of alcohol, tobacco, or illegal drugs?    NO      YES     Type/Quantity/Frequency_______________  

 CURRENT GLASSES STATUS:    

Do you currently wear glasses?   NO   Distance Only     Reading Only      Computer       Full Time          

 CURRENT CONTACT LENS STATUS:    

 Do you currently wear contact lenses?  NO   YES   Brand_______________  Power: R________ L______  

      

Personal Review of Systems  
  

  

ALLERGIES OR DRUG HYPERSENSITIVITIES (including type of reaction)__________________________________  

  

CARDIOVASCULAR                       

 None  Heart Disease  High Blood Pressure   High Cholesterol   Other_____________________  

CONSTITUTIONAL                       

 None  Anemia    Excessive Hunger/Thirst/Urination Fever   Other_____________________   

ENDOCRINE                       

 None  Diabetes   Gout        Hyperthyroid   Hypothyroid  Other_____________________  

GASTROINTESTINAL                       

 None  Constipation   Diarrhea  Stomach Ulcer       Other_____________________   

GENITOURINARY                       

 None   Bladder/Kidney Infection   Menopause   STD      Other_____________________   

INTEGUMENTARY                       

 None   Rosacea   Skin Cancer   Stevens-Johnson Syndrome  Other_____________________   

MUSCULOSKELETAL                       

 None  Arthritis   Myasthenia   Gravis    Osteoporosis      Other_____________________  

NEUROLOGICAL                       

 None   Headaches  Multiple Sclerosis   Seizures      Other_____________________   

PSYCHIATRIC                       

 None  Alzheimer’s   Anxiety       Depression           Other_____________________   

RESPIRATORY                       

 None   Asthma    Chronic Bronchitis   Emphysema      Other_____________________   

   
Additional Information  

  
Reason for your visit today (ie: new glasses/contact lenses, LASIK evaluation, dry eye – gritty/sandy/burning/tired feeling 

– red eye, flashes/floaters, eye pain or discharge, etc)_______________________________________________  

_________________________________________________________________________________________________  

  

Please list any visual needs relating to your occupation, recreation, or hobbies_________________________________  

_________________________________________________________________________________________________   

  

How did you find out about our office?__________________________________________________________________   

  



  

@ Park City  
  
Welcome to our office.  We appreciate having you as a patient, and look forward to providing health care and customer service that 

you can be happy with.  Please read the following document as it contains important information regarding your privacy, insurance 

coverage, examination fees, and refund/remake policies.  By initialing after each paragraph, you acknowledge that you have read the 

paragraph and that you agree with and understand the information contained therein.    
  

INSURANCE COVERAGE  

  
The optometrists of Park City Vision Source participate as providers on a number of vision plans, including VSP, EyeMed, Superior 

Vision, and others; which cover the cost of one comprehensive healthy eye exam per year, and normally includes an allowance for 

glasses or contact lens materials.  We also participate on a variety of medical insurance panels such as Blue Cross, PEHP, DMBA, 

United Healthcare, and others.  Medical insurance often provides coverage for one healthy eye exam per year, and also includes 

coverage for medical eye care, including infections, injuries, allergies; and management for conditions such as cataracts, glaucoma, 

macular degeneration, and diabetic eye problems.If the purpose of an exam is to obtain a prescription for glasses and/or contact 

lenses, the exam will be billed as a healthy eye exam.  Otherwise, the exam must be billed to medical insurance as an office visit.  If 

further treatment, testing, or follow-up is required, such visits will also be billed to medical insurance.  For that reason, all patients are 

asked to please provide a copy of their medical insurance cards.  There are some insurance companies that selectively exclude 

optometrists from reimbursement, such as IHC’s SelectHealth, as well as some others.  If a patient’s insurance company refuses to 

reimburse for services performed in this office, the patient is ultimately responsible for the charges.  
  

  
Initial Here_____  

SPECTACLE POLICY  

  
As a service to our patients, we use only the highest quality frames, spectacle lenses, and coatings.  Each frame purchased from 

Vision Source is protected with a 2-year warranty (excluding Miraflex frames), under which a broken or defective frame can be 

replaced at no cost to the patient up to two times.  If your purchased frame is no longer manufactured, we will happily arrange a new 

frame from the same manufacturer if you desire, but we will require new lenses to be purchased with a 50% discount. We cannot take 

any responsibility in any form for frames not purchased from our office.  Lenses protected with premium protective coatings 

(antiscratch or anti-reflective) are also warranted for two replacements within two years against normal wear & tear  
(scuffing/scratching), as determined by the lab (which excludes negligent damage – caused by pets, for example).  Warranties do not 

cover loss, nor do they cover scratched lenses on sunglass lenses or sun clips (unless a separate anti-scratch treatment is paid for and 

applied).  All spectacle lenses are first custom-crafted with each patient’s prescription, and then cut specifically to fit the frame the 

patient has selected.  For these reasons, it is not possible to cancel an order or switch a frame after the job has been sent to the lab; and 

cash refunds are not offered.  At the doctor’s discretion, patients who are not satisfied with the vision in their new glasses may have 

their prescription checked and lenses remade one time into the original frame at no cost within 90 days of the date on which the order 

was placed. A second visit to check the prescription within 90 days, or any visit subsequent to the 90 day window will be subject to a 

$35 office visit fee.  Any remake beyond the one-time doctor-redo will be done at a 50% discount to the patient.  Patients unable to 

adjust to new progressive lenses (no-line bifocals) may have their lenses remade into a traditional bifocal or trifocal design, although 

the progressive upgrade fee is non-refundable.  Payment is due for all spectacle orders at the time the order is placed, including lens 

options  not covered by insurance (such as transitions, anti-reflective coatings, tints, etc). For those wishing to purchase a second pair 

please ask staff for current promotions. All patients will receive a copy of their prescription per the FTC’s “Eyeglass Rule” (1992) 

unless he or she requests not to receive a copy.  If you wear contact lenses, please request a copy of the contact lens agreement.  
  

  
Initial Here_____  

 PUPIL DILATION  

  
The purpose of pupil dilation is to examine the health of the internal structures of the eye, including the crystalline lens, the optic 

nerve, the macula, and the retina.  In conjunction with other findings from the comprehensive exam, pupil dilation can aid in the 

diagnosis of cataracts, glaucoma, macular degeneration, and other retinal disease.  The doctors of Park City Vision Source 

recommend pupil dilation for all new patients and periodically thereafter.  For patients that have been diagnosed with diabetes or 

other conditions that may affect the health of the eye, a pupil dilation is recommended at least yearly, or more frequently if indicated.    
 

 Initial Here_____  



 ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES  
  

The law requires that Vision Health Center, Inc. make every effort to inform you of your rights related to your personal health 

information.  By my signing below, I acknowledge that:  
  

 Yes – I agree to continue my care as I have read, had explained, OR was given the opportunity to me by Vision Health 

Center, Inc.’s Notice of Privacy Practice with Vision Health Center, Inc. under said terms.  
  

 No – I do not wish to continue my care as I have read, had explained, OR was given the opportunity to me by Vision 

Health Center, Inc.’s Notice of Privacy Practice with Vision Health Center, Inc. under said terms. 

___________________________________________________________________________  
      

    APPROVAL OF INFORMATION RELEASE  
 I authorize the following people to have access to my medical and financial information, unless I specify particulars otherwise. 

Meaning that the doctors and staff at Park City Vision Source can discuss medical conditions, treatments, insurance coverage, and 

fees/payments with the following:  
  
  (Name)______________________________________   (Relation)_____________________________________  
    

(Name)______________________________________   (Relation)_____________________________________    
  

  

• I understand that the fees for professional services are due when services are rendered. If I am unable to make 

payment at this time a 15% service charge will be added to my account. Any exceptions will be made only by 

specific arrangements before services are rendered.  
• I understand that I am responsible for payment of this account regardless of insurance company action, and agree 

to pay a monthly finance charge applied to any amount not paid after 30 days.  
• I understand that there will be a $20.00 returned check charge, and  agree to pay all cost of collections, including 

1/3 of any outstanding balance collection fee (up to 40%), plus attorney fee, if necessary, to collect any debt.  
• I understand that my signature below verifies that I understand the information provided on this document, as  

well as serves as a “Signature on File”, in accordance with HIPAA regulations.    
  

I HAVE READ AND UNDERSTAND THIS FORM.  I AM SIGNING IT VOLUNTARILY.  
  

My signature below acknowledges that I have no symptoms of COVID-19 (fever, dry cough, shortness of breath or difficulty 

breathing, chills or repeated shaking with chills, muscle pain, headache, sore throat, or new loss of taste or smell) and that I have 

made no known contact with infected persons; and is my acceptance of any risk to exposure of COVID-19 that may present during 

my visit to Vision Health Center, Inc.  I accept the steps taken by doctors and staff to limit the number of patients in the office at the 

same time, disinfect common touch points between every patient, ensure staff and other patients have no symptoms, use of masks and 

physical barriers, and regularly wash and hands (disinfection required for staff); and recognize that while efforts will be made to 

maintain a safe social distance of six feet, the testing required in the accomplishment of an eye exam renders that initiative only 

possible for some of the time in the office.  With the possibility of exposure to COVID-19 in many public spaces, I will not hold 

Vision Health Center responsible should I or my family contract the virus.  

  
Patient Name (Please Print) _________________________________________________________________  

  

Signed: ________________________________________________________ Date _____________________  

  

If you are signing as a personal representative of the patient, please indicate your relationship   
  

______________________________________________           _____________________  

Representative                   Relationship to Patient  
       

 



 

 

Clarus® Retinal Exam  

Annual eye exams are vital to maintaining your vision and overall health. At Vision Source we 

consider pupil dilation to be standard of care for all new patients, all diabetic patients, and 

anyone with possible retinal symptoms such as a recent onset of flashes and floaters.  Our 

doctors highly recommend the Clarus® Retinal Exam as an important part of your exam 

because it is able to produce an image that is as unique as your fingerprint.  It also provides an 

ultra-wide view to evaluate the health of your retina, the light-sensing inner lining of the eye.   

Many eye problems such as macular degeneration, glaucoma, retinal tears or detachments can 

develop without immediately affecting your sight.  Additionally, other health conditions such 

as diabetes and high blood pressure can affect the health of your eye without you noticing a 

change in vision until it is too late.  Such conditions can often be detected with a thorough 

exam of the retina.  

Clarus® Retinal Imaging is an optional procedure that provides the following benefits:  

• A permanent record to compare and track potential eye diseases  

• An in depth view of nearly the entire retina  

• Educational tool for your doctor to discuss your health and wellness  

• Fast, easy and comfortable for all ages.  Images are captured by the device one-eye-ata-

time with a brief flash of light.    

If you have previously had your eyes dilated in this office, it may allow you to forego pupil 

dilation today.  Since pupil dilation is included in Medicare’s guidelines for a comprehensive 

exam, patients with that insurance will need to have their eye dilated, as well as patients with 

certain conditions such as diabetes.  The imaging procedure may also reveal pathology that 

will require the doctor to perform pupil dilation, which – coupled with the imaging – would 

provide an excellent evaluation of your ocular health.  

Clarus Cost: $39  

    
  

___ Yes I would like the Clarus Retinal Image.  
  

___ No, not at this time.  
  

Signature ________________________________ Date_________________ 

  


