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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) 

 
 Former Smoker     Current Everyday Smoker     Current Some Day Smoker      Heavy Smoker  
 Light Smoker           Smokeless Tobacco User 

 
STOPPED SMOKING 

 
 Within last year      1-2 years ago      3-4 years ago      4-5 years ago      5+ years ago      10+ years ago 

 
ALCOHOL USE  

 
 None     Social use only      1-2 drinks daily       Above average use      Alcohol dependence 

 

 

Patient Information 
 
Date __________________________ 
 
Patient name:   Last ________________________________   First ________________________________   MI __ 
 
Social security #: _____________________________   Birth date: __________________________   Age: _________    
 
Sex: ______ Male   ______ Female     Employer/Occupation: _____________________________________    
   
Home phone: _______________________________   Cell phone: _____________________________________ 
 
Address: _______________________________________City: _______________   State: _______ Zip: _________ 
 
E-mail address: ______________________________________________________ 
 
May we contact you by email for appointment reminders?   Yes      No     Text?   Yes      No 
 
How did you hear about Lentsch Eye Care?   ___ Saw sign   ___ Referral  ___ Web Site   ___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 _________________________________   MI ________ 
 
Social security #: ______________________________________    
 
Employer/school: ______________________________________________________________ 
 
Birth date: ________________________________   Age: __________________    
 
Home phone: ______________________   Work phone: ___________________  Cell phone: ____________________ 
 
Address: _______________________________________  City: ___________________   State: _____   Zip: ________ 
 
E-mail address: ______________________________________________________________ 
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Personal Medical History  
 

 
___ Diabetes 
___ Lupus 
___ Thyroid disease 
___ Rheumatoid arthritis 
___ Giant cell arteritis 

 
___ Migraine headaches 
___ Multiple Sclerosis 
___ Sarcoidosis 
___ Heart disease 
___ Kidney disease 

 
___ High blood pressure 
___ Asthma/emphysema 
___ Stroke 
___ Cancer (Type_________) 
___ Anemia 
 

 
___ Depression 
___ Tuberculosis 
___ HIV/AIDS 
___ Lung disease 
 

 

Please list all medical conditions not listed above: ______________________________________________________________________________ 

 

__________________________________________________________________________________________________________________________________________________ 

 

 
Physician’s Name ___________________________________________    Date of last visit _________________________ 
 
If you are diabetic, how long have you been diabetic? ___________________ 
 
What is your most recent A1C? ________________ 
 
What is the name of the doctor that follows your diabetes (if different from above)? _______________________________________ 
                                                                                                                                                                 
When was your last diabetic exam? ___________________________________ 

Medications 
List any medications you are currently taking, including eye drops: 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

Allergies 
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    If yes, do you wear:   ____ Soft   ____ Hard/Gas Permeable 
 
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 
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Vision Care Insurance vs. Medical Insurance 
 

We often have patients that have both Vision Insurance (IE: VSP, EyeMed, Spectera, Etc.) and Medical Insurance 
(IE: Blue Cross Blue Shield, Aetna, Medicare, Etc.). They are very different in terms of the services they cover, and 
it is important for our patients to understand these differences. 
 
Vision Insurance is designed mainly to cover the process in determining a prescription for glasses/contacts and to 
aid in the cost of materials (frame and lens or contacts). Vision insurance typically covers a yearly routine 
evaluation of the health of the eyes which includes dilation and any vision complications such as nearsightedness, 
farsightedness and astigmatism. It does not usually cover medical conditions and emergencies such as eye 
infections, foreign body, injuries, and/or treatments. 
 
Medical insurance is designed to cover when there is a medical problem present (IE: eye infections, foreign body, 
injuries, and/or treatments) and/or the need for additional testing in eye diseases such as Glaucoma, Macular 
Degeneration, Diabetic Retinopathy, etc. Medical insurances typically do not cover routine eye examinations or 
glasses/contacts. There are rare cases where some, NOT ALL, medical insurances will cover one routine eye exam 
per year. When a claim is filed with any medical insurance, patients are responsible for any copays, coinsurances 
and/or deductibles that apply, which are determined by your insurance provider.  
 
We make every effort to join as many insurance plans, both medical and vision, as we can for your convenience. If 
we are a provider for your particular insurance company, we 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. 
 
Signature:_____________________________________________________ 
(Patient/Parent or Guardian if Minor) 
 
Date:_____________________________ 
 

Notice of Non-Covered Services (Medical Insurance) 
 

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 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. Vision insurance (such as vsp and eyemed) cover the refraction 
and do not charge an extra copay. 
 

    I understand that a refraction will be performed and if my insurance does not cover it, I am responsible for 
payment of $30.00 

 
Signature:________________________________________________  
(Patient/Parent or Guardian if Minor) 
 
Date:_________________________ 


