WELCOME TO THE OFFICE OF

DR. MATTHEW J. LENTSCH, BoARD CERTIFIED OPTOMETRIC PHYSICIAN

DATE

PATIENT NAME: LAST

PATIENT INFORMATION

FIRST Ml

SOCIAL SECURITY #:

BIRTH DATE: AGE:

SEX: MALE FEMALE

HOME PHONE:

EMPLOYER/ OCCUPATION:

CELL PHONE:

ADDRESS: CITY!: STATE: ZIP:

E-MAIL ADDRESS:.

MAY WE CONTACT YOU BY EMAIL FOR APPOINTMENT REMINDERS? [JYES [JNo Text? [JYEs [JNo
HOW DID YOU HEAR ABOUT LENTSCH EYE CARE? _ SAWSIGN __ REFERRAL __ WEBSITE __ OTHER

IF REFERRAL, WHOM MAY WE THANK?

GUARDIAN/ SPOUSE NAME: (PERSON RESPONSIBLE FOR THIS ACCOUNT IF PATIENT IS A MINOR/INSURANCE POLICY HOLDER)

RELATIONSHIP TO PATIENT:

LAST FIRST Ml

SOCIAL SECURITY #:

EMPLOYER/SCHOOL.

BIRTH DATE: AGE: SEX: MALE FEMALE

WORK PHONE: CELL PHONE:

HOME PHONE:

ADDRESS: CITY: STATE: ZIP:

E-MAIL ADDRESS:.

PERSONAL SOCIAL HISTORY

DO YOU HAVE A HISTORY OF TOBACCO, ALCOHOL OR NARCOTICS USE? No YES

DO YOU HAVE A HISTORY OF STD OR BLOOD TRANSFUSIONS? No YES

TOBACCO USE (CHECK ALL THAT APPLY)
[0 FORMER SMOKER [[JCURRENT EVERYDAY SMOKER [JCURRENT SOME DAY SMOKER [] HEAVY SMOKER [J LIGHT SMOKER
] SMOKELESS TOBACCO USER

STOPPED SMOKING (CHECK ALL THAT APPLY)
[ WITHIN LASTYEAR [J 1-2 YEARSAGO [134YEARSAGO [45YEARSAGO [15+YEARSAGO [ 10+ YEARSAGO

ALCOHOL USE (CHECK ALL THAT APPLY)
[0 ABOVE AVERAGE USE [ ALCOHOL DEPENDENGE

O NonNE [SoCIALUSE ONLY [] 1-2 DRINKS DAILY

PERSONAL MEDICAL HISTORY (CHECK THOSE THAT APPLY TO YOU 3
___ DIABETES ___ MIGRAINE HEADACHES ___ HIGH BLOOD PRESSURE ___ DEPRESSION
__ Lupus —_ MULTIPLE SCLEROSIS —_ ASTHMA/EMPHYSEMA —_ TUBERCULOSIS
—__ THYROID DISEASE ___ SARCOIDOSIS __ STROKE ___HIV/AIDS
—_ RHEUMATOID ARTHRITIS — HEART DISEASE ___ CANCER TYPE __ LUNG DISEASE
___ GIANT CELL ARTERITIS ___ KIDNEY DISEASE ___ ANEMIA

PLEASE LIST ALL MEDICAL CONDITIONS NOT LISTED ABOVE:




WELCOME TO THE OFFICE OF
DR. MATTHEW J. LENTSCH, BoARD CERTIFIED OPTOMETRIC PHYSICIAN

MEDICATIONS ALLERGIES

LIST ANY MEDICATIONS YOU ARE CURRENTLY TAKING, INCLUDING EYE DROPS: LIST YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES!

PHARMACY NAME

PHONE ( )

EYE HEALTH HISTORY

DATE OF YOUR LAST EYE EXAM:

DO YOU WEAR GLASSES? No YES IF YES, HOW OLD IS YOUR PRESENT PAIR?
DO YOU WEAR CONTACT LENSES? No YES IFYES, DO YOU WEAR: SOFT GAS PERMEABLE HARD
HAVE YOU HAD PREVIOUS EYE DISEASE, EYE INJURY OR EYE SURGERY? No YES IF YES, EXPLAIN:

CHECK IF YOU HAVE BEEN DIAGNOSED WITH:

GLAUCOMA AMBLYOPIA CATARACTS
RETINA DETACHMENT MACULAR DEGENERATION STRABISMUS
OTHER

CHECK IF YOU HAVE FAMILY HISTORY OF:
___ GLAUCOMA ___ MACULAR DEGENERATION ___ STRABISMUS
___VISION Loss

PERSONAL MEDICAL HISTORY

PHYSICIAN'S NAME DATE OF LAST VISIT

ARE YOU DIABETIC? [JYES [JNo IF YES, HOW LONG HAVE YOU BEEN DIABETIC?

WHAT IS YOUR A1C?

WHAT IS THE NAME AND ADDRESS OF THE DOCTOR THAT FOLLOWS YOUR DIABETES?

WHEN WAS YOUR LAST DIABETIC EXAM?

DILATION

OUR DOCTOR STRONGLY RECOMMENDS THAT ALL PATIENTS RECEIVE A DILATED EYE EXAMINATION EVERY YEAR. A DILATED EYE
EXAMINATION ALLOWS THE DOCTOR TO EVALUATE THE HEALTH OF THE RETINA AND THE INSIDE OF THE EYE. THIS AIDS THE DOCTOR IN
DETERMINING DISEASES SUCH AS MACULAR DEGENERATION, GLAUCOMA, DIABETIC RETINOPATHY, RETINAL HOLES AND TEARS,
CATARACTS AND TUMORS OF THE EYES. PLEASE SELECT ONE OF THE FOLLOWING BOXES BELOW.

O | AGREE TO HAVE MY EYES DILATED TODAY AND UNDERSTAND THE IMPORTANCE OF AN ANNUAL
DILATED EXAM.
O | DO NOT WISH TO HAVE MY EYES DILATED TODAY. AND, | RELEASE DR. LENTSCH FROM ANY

LIABILITIES RELATED TO THE FAILURE TO TREAT OR DIAGNOSE ANY EYE CONDITIONS DUE TO THE
LACK OF DIAGNOSTIC INFORMATION, WHICH COULD HAVE BEEN OBTAINED BY THESE TESTS.
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VisION CARE INSURANCE VS. MEDICAL INSURANCE

WE OFTEN HAVE PATIENTS THAT HAVE BOTH VISION INSURANCE (IE: VSP OR EYEMED) AND MEDICAL INSURANCE (IE: BCBS, AETNA OR
MEDICARE). THEY ARE VERY DIFFERENT IN TERMS OF THE SERVICES THEY COVER, AND IT'S IMPORTANT FOR OUR PATIENTS TO
UNDERSTAND THESE DIFFERENCES.

VISION INSURANCE IS DESIGNED MAINLY TO COVER DETERMINING A PRESCRIPTION FOR GLASSES, TO HELP PAY FOR GLASSES OR
CONTACT LENSES, AND TO COVER A YEARLY ROUTINE EVALUATION OF THE HEALTH OF THE EYES IN A HEALTHY PATIENT THAT HAS NO
PARTICULAR PROBLEMS OR SYMPTOMS. IT IS NOT EQUIPPED TO DEAL WITH AND DOES NOT USUALLY COVER MEDICAL CONDITIONS,
INJURIES, AND/OR TREATMENTS.

MEDICAL INSURANCE IS DESIGNED TO COVER YOU WHEN YOU HAVE A MEDICAL PROBLEM, INCLUDING ONE THAT AFFECTS YOUR EYES.
MEDICAL INSURANCE DOES NOT COVER ROUTINE SERVICES OR EXAMINATIONS FOR GLASSES, OR ROUTINE VISION PROBLEMS SUCH AS
NEARSIGHTEDNESS, FARSIGHTEDNESS AND ASTIGMATISM. THOSE ARE ONLY COVERED BY YOUR VISION INSURANCE.

WHEN A MEDICAL DIAGNOSIS OR MEDICAL CONDITION IS PRESENT THAT AFFECTS YOUR EYES, SUCH AS HIGH BLOOD PRESSURE, HIGH
CHOLESTEROL OR DIABETES, OR YOU HAVE AN EYE DISEASE OR PROBLEM SUCH AS AN INFECTION (PINK EYE), DRY EYES, ALLERGIES OR
CATARACTS, WE MUST FILE THE CLAIM WITH YOUR MEDICAL INSURANCE, AND THE CO-PAYS AND DEDUCTIBLES FOR THAT INSURANCE
WILL APPLY. YOUR VISION PLAN DOES NOT COVER THESE KIND OF PROBLEMS. OUR OFFICE DOES NOT MAKE THESE RULES, THEY ARE
MADE BY THE INSURANCE COMPANIES, AND WE MUST COMPLY WITH THEM.

THERE IS OFTEN NO WAY TO KNOW PRIOR TO YOUR EXAMINATION WHICH TYPE OF INSURANCE WILL BE THE RIGHT ONE TO FILE YOUR
CLAIM WITH. WE MAKE EVERY EFFORT TO JOIN AS MANY INSURANCE PANELS, BOTH MEDICAL AND VISION, AS WE CAN FOR YOUR
CONVENIENCE. IF WE ARE ON YOUR INSURANCE COMPANY'S PANEL WE WILL FILE THOSE CLAIMS FOR YOU. IN THE EVENT THAT WE DO
NOT ACCEPT YOUR MEDICAL OR VISION INSURANCE WE WILL PROVIDE YOU WITH AN ITEMIZED RECEIPT SO THAT YOU MAY FILE A CLAIM
FOR REIMBURSEMENT WITH YOUR INSURANCE COMPANY YOURSELF. IF YOU HAVE ANY QUESTIONS, PLEASE LET US KNOW.

| UNDERSTAND THE INFORMATION I'VE JUST READ ABOUT THE DIFFERENCE BETWEEN VISION AND MEDICAL INSURANCE. | AUTHORIZE DR.
LENTSCH TO FILE MY CLAIM WITH THE APPROPRIATE INSURANCE BASED ON THE REASON FOR MY VISIT AND THE RESULTS OF MY
EXAMINATION.

SIGNATURE: DATE:
(PATIENT/PARENT OR GUARDIAN IF MINOR)

NOTICE OF NON-COVERED SERVICES

ALL COMPREHENSIVE EYE EXAMS PERFORMED BY DR. LENTSCH INCLUDE A REFRACTION. REFRACTION IS THE PROCEDURE USED TO
DETERMINE IF YOU HAVE A NEED FOR GLASSES, OR IF YOU HAVE A CHANGE IN PRESCRIPTION. NOT ALL INSURANCES (EXCLUDING VISION
PLANS) CONSIDER A REFRACTION A MEDICAL NECESSITY AND THEREFORE WILL NOT PAY. IN THE EVENT YOUR INSURANCE DOES NOT
COVER THE REFRACTION, YOU WILL BE RESPONSIBLE FOR PAYMENT.

[0 1 UNDERSTAND THAT A REFRACTION WILL BE PERFORMED AND IF MY INSURANCE DOES NOT COVER IT, | AM RESPONSIBLE FOR
PAYMENT.

SIGNATURE:; DATE:
(PAT[ENT/PARENT OR GUARDIAN IF MINOR)




