Lifetime
' Eyecare Center

OF MIDDLETON = You'll Like What You See.

Stephen D. Kessler, O.D.

7425 University Avenue
Middleton, WI 53562
(608) 831-2033

WELCOME TO OUR OFFICE
(PLEASE PRINT)

Name:

Address:

DATE

WHOM MAY WE THANK FOR RECOMMENDING US?

Friend or relative. Who?

Another health care practitioner. Who?

Yellow Pages...Which directory?

Newspaper ad? Radio ad?
Civic group or community event. Which?

Previous patient. Who?

Other:

City:

State: Zip:

Home Telephone:

Work Telephone:

Date of Birth:

Driver’s License #:

Email Address:

Employer:

Employer address:

Occupation (or in grade school):

Spouse (or parent’s name):

Spouse work phone:

Do you participate in a flexible spending account?

INSURANCE INFORMATION

Vision

Primary insurance co. name: Medical

Secondary insurance co.:

Insurance co. address:

Insured’s ID #:

Group Plan #:

Primary policy holder’s name:

Relationship to patient:

Primary policy holder’s address:

In case of emergency who should we contact?:

Day telephone:

Address:

Night telephone:

Relationship:



Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for
payment. It is your responsibility to pay any deductible amount, co-insurance, or any other balance not paid for by your insurance.

We request that our charges for office visits be paid at the conclusion of each visit.
I authorize the release of any information necessary to determine liability for payment and to obtain reimbursement on any claim.

I request that payment of authorized benefits be made on my behalf. T assign the benefits payable to which I am entitled including
medicare, private insurance and other health plans to Dr. Stephen Kessler.

This assignment will remain in effect until revoked by me in writing. I understand that T am financially responsible for all charges
whether or not paid by my insurance.

I agree to the above assignments and financial responsibilities,

X Date
Signed (patient, or parent if under 18 years of age)

Medical History Family Medical History
Allergies No Yes Arthritis No  Yes Relationship
Asthma No Yes Diabetes No Yes | gijindness No Yes
Skin Disorder No Yes Heart Discase No  Yes | ataracts No Yes
Eye Infections No Yes High Blood Pressure No Yes Glaucoma No Yes
Eye Injury No Yes LazyEye No Yes Diabetes No Yes
Vision Training No Yes Thyroid Disease No Yes Heart Disease No Yes
Cataracts No Yes Glaucoma No  Yes High Blood Pressure  No Yes
Anemia or loss Flashes, Floaters No Yes Other
of blood No Yes VisionLoss No Yes
Double Vision No Yes ColorVision Defects No Yes
Headaches No Yes Are you pregnant No Yes | Eyecare For Your Lifestyle
—— What type of work do you do?
Current Medications Do you have more than one pair of eyeglasses?
Name of Medication Are you noticing a change in your ability to focus up close?
Antihistamines No Yes Are you sensitive to light?
Diuretics (Water Pills) No Yes Do you have trouble keeping your glasses in adjustment?
Blood Pressure Pills  No Yes Do you have protection against ultraviolet (UV) light in your
Oral Contraceptives No Yes present sunglasses?
Eye Drops No Yes Do you always like to wear your glasses?
Other Have you ever tried wearing contact lenses?
Activities i?fvzes, how long ago?
. y did you stop wearing them?
— Needlework, knitting, etc. What type of contacts were they? (soft or rigid)
— Home workshop Do you work at a computer for long periods of time?
Collecting
— Drawing or painting/music I Would Like More Information About
— Card playing Contact lenses Vision & reading
— Racquet sports — Shooting Laser refractive —problems
— Swimming — Skiing surgery Glaucoma or cataracts
Boating _ Golf Dry eye treatment Other eye health
Cycling or jogging Vision therapy questions
Sports vision

Health Status Changes

Date Change in Health Status Blood Pressure Patient’s Signature Reviewed by






