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Date: _________ 
 
Patient Name: __________________________ Date of Birth: _______ 
 
List any concerns for today’s visit________________________ 
 
Occupation__________________ Employer_____________________ 
 
 Employed Full time    Employed Part time      Full time Student      Part time Student     
 
Marital Status:   Single   Married    Separated     Divorced    Widowed 
 
Preferred Language: ___________ Race/ Ethnicity (choose from the following) 

 

 African American  Asian  Caucasian  Hispanic/Latino  Native American 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Name Family Members Living in Your Household and Their Birthdates (list 
as month, day, and year): 
 
________________________________________________________ 
 
____________________________________________________________ 
 
What are your hobbies?  _____________________________________ 
 
I am interested in: 
 Updating My Glasses       Reading Glasses     Fun Pair of Glasses 
 Safety Glasses           Computer Glasses       Contact Lenses 
 Polarized Sunglasses   Transition Lenses       Other:______________  
 Decreasing Glare from Snow/Water/Sunlight  
 

 
 
 

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT 
(Fill out if the patient is under 18) 

 
Name (Full)_________________________ Date of Birth ___/___/_____ 

Address_______________________ City_________________ State_____ Zip______ 

Home (____) ____________ Cell (____)____________        

Social Security Number __________Employer _________________  

Spouse Name___________________ Spouse Date of Birth ____/ ____/ ____ 
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Retinal Screening 
 

The doctor prefers ALL patients have a digital image of the retina taken annually using the  
Optomap digital imaging system.  
 
Retinal problems such as macular degeneration, retinal holes, retinal tears, retinal detachments, growths 
and diabetic retinopathy can be seen without dilation for most patients.  

EARLY DETECTION IS CRUCIAL! 
 

Optomap Retinal Screening Advantages: 

 Retinal image becomes a permanent part of your medical record 

 A complete view of the entire retina is seen quickly without dilation drops 

 No blurred vision or light sensitivity because drops are not needed 

 No wasted time for the patient waiting to dilate 
 

**The Optomap is $40.50 (if paid the same day) and  
is not covered by insurance** 

 
Healthy Retina 

 

Contact Lens Exam 
 

A routine eye exam will provide a prescription for eyeglasses only. If you are a contact lens wearer, there is 
a separate fee for the contact lens evaluation. Insurance companies do not cover this fee. The fee 
ranges from $45-$80 for patients who currently wear contacts and $90-$125 for patients who are 
requesting a first time fitting.        ______ INITIALS 
 

Financial Policies 
 

I understand that Weiss Eyecare Clinic will help facilitate my insurance benefits, but that is ultimately my 
responsibility to know the terms and conditions of my medical or vision coverage. Most insurance policies 
pay only a portion of your total charges. If you have any questions about your coverage, please contact 
your representative. We do not guarantee the accuracy of benefit information given to us by insurance 
companies. 
 
I understand that depending on my eye problem(s) and the doctor’s assessment, my medical and/or 
vision insurance may be billed. 
 
I understand that vision plans only provide coverage for routine eye examinations, glasses and contacts. 
They do not provide coverage for any medical problems I may be having, such as dry eyes, diabetes 
cataracts, glaucoma, etc. 
 
I understand payment for copays are due at the time of service. 
 
I authorize the release of any medical or other information necessary to process any insurance claims. I 
also authorize payments of medical benefits to Weiss Eyecare Clinic for services and/or materials. 
 
The cancellation of any order is subject to fees incurred. We use private optical labs to process your 
prescription. Due to the custom nature of eyewear orders we are unable to cancel once ordered. 
 
Signature: __________________________________ Date:________________ 


