
Please Fill out this form and email it to: info@BelltownVision.com or print it and bring it to your appointment 

PATIENT HISTORY QUESTIONNAIRE 
Patient Registration          Date:________________ 
Last Name _______________________________ First Name _________________________      M.I. _________________      

Address: ___________________________________________________________________________ 
City/State/Zip Code:_______________________                      Email:___________________________________________ 

Phone (home)        Phone (work):       Cell:      
      
Would you prefer to receive reminders from us by  Email or  Regular Mail Employer/School:_________________       

Date of Birth: _________________________ Social Security #: __________________ Sex:    M    F 

Marital Status: ______________________________      Occupation: ____________________________________________     

Whom may we thank for referring you to our office? _____________________________________________________      

Person to Call in case of Emergency 
Local friend or relative to be notified (not living in same residence): 

Name:___________________________________       Relationship:__________________________________       

Address: _________________________________      
Phone:_______________________________
________        

MEDICAL INFORMATION 
What is the reason for your eye exam today? ___________________________________________      
(please be as specific as possible)  

Do you have problems with any of these areas? (Please check all that apply) 

 Digestive, Abdominal   Neurologic, MS, Stroke  Cancer 

Ear, Nose, Throat, Mouth   Urinary, Kidney, Genital  HIV/AIDS 

Heart, Blood Pressure, Vascular   Muscles, Joints, Bones  Skin 

Sinus, Breathing, Lungs   Headaches, Migraines  

 Psychiatric, Depression   Thyroid, Lymph nodes  
 Blood/Bleeding Disorders   Allergy/Immune System  

List health problems your physician monitors:________________________________________      

Current medication (s)  1)_____________________ 2) _______________________ 3)______________________ 

 4) _____________________ 5 )_______________________ 6) _______________________ 

Medication allergy (s)  A)____________________ B)________________________ C)________________________ 
Have you had any operations?   No  Yes,  List:        

Have you had eye surgery?  No  Yes,   List:       

Do you use tobacco products?  No  Yes,   Alcohol?  No  Yes Other substances?  No  Yes,  

List other health problem (s)  1)__________________ 2)_______________________ 3)_____________________1 

Family Doctor:       Previous Eye Doctor:       
SELF / FAMILY HISTORY 

High blood pressure  Self  Relative       Macular degeneration Self  Relative       

Diabetes  Self  Relative       Retinal detachment Self  Relative       

Glaucoma Self  Relative       Cataracts Self  Relative       

Other eye condition          Describe:       
ACKNOWLEDGEMENT OF RECEIPT-PRIVACY POLICIES 

I acknowledge that I have received a copy of the Notice of Privacy Practices for Belltown Vision Source. 
 
X ____________________________________________________________ Date: _____________________ 
 

 



 
Payment and Insurance information 
Please present your insurance card to our receptionist. 

For those with no insurance, payment in full for professional services is required on the day of your examination 

• Payment of ½ the total cost of any merchandise (e.g.; glasses, contact lenses) is required when the order is placed. The balance is 
due in full upon receipt of the merchandise. 

• We do not provide payment plans 

We accept cash, check or credit card (Visa, MasterCard, American Express, and Discover) 

Regarding vision/optical insurance, please note the following: 
1. Vision insurance is an exclusive coverage, separate from major medical health insurance. Hence, having health insurance (e.g.; 

Regence Blue Shield, Premera Blue Cross), does not guarantee vision coverage. 
  

2. When applicable, as a service to you, we will call your insurance company to verify your vision insurance eligibility and to 
determine what your benefits are. This, however, does not guarantee eligibility. Information given to us by insurance 
representatives is not guaranteed to be accurate. Any balance that is left unpaid by your insurance company is therefore the sole 
responsibility of the patient. 

Primary Health Ins.       Group #:       

Subscriber Name:       Subscriber #:       

Secondary Health Ins.:       Group #:       

Subscriber Name:       Subscriber #:       

Name of Vision coverage company:       
Person Responsible for Bill 

Guarantor Name:       

Birth Date:        Social Security #:       

Relationship to Guarantor:        Phone:       

Address:        Work:       

City       State       Zip       

Employer:       

Insurance Company:        Group/Subs. #:       
 
I authorize the doctor or the insurance company to release information required to process my claim. I authorize my insurance benefits 
to be paid directly to the doctor. I accept financial responsibility for all account balances over 30 days. I understand an annual interest 
rate of 12%, 1% per month, or a minimum rebilling fee of $2.00 per month will be applied to all patient responsible balances over 90 
days. 
 
Signed: X                                                                                   Date: __________ 
 

Medicare Only: 
Medicare Authorization: I authorize the doctor to release to the Federal Government or its designated agent information on this or 
related medical claims. I permit a copy of this authorization to be used in place of the original and request payment of insurance 
benefits be made to the doctor if assignment is accepted. 
 

Medicare Patient Signature: X                                                          Date: ___________ 
In Medicare assigned cases, the doctor agrees to accept charge determination of the fiscal intermediary as the full charge. The patient 
is responsible only for the deductible, co-insurance, and non-covered services. Co-Insurance and deductible are based upon charge 
determination of the Medicare carrier if this is less than the charge submitted. 



 

Eye History Lifestyle Questionnaire 
Eye Protection 

     What are you doing to protect your eyes from injury? 
 nothing at this time  I wear safety glasses at work I use impact resistant polycarbonate lenses 
 other I wear safety glasses for yardwork I use protective lenses for contact sports  

    What are you doing to protect your eyes from ultraviolet exposure? 
 nothing at this time my lenses have UV protection I wear sun glasses with UV protection 

Eye Symptoms 
Blurred Vision   yes    no  occasionally  with computer use 

Double vision □ yes   □ no □ occasionally □ with computer use 
Burning □ yes   □ no □ occasionally □ with computer use 
Dryness/sandy/gritty feeling □ yes   □ no □ occasionally □ with computer use 
Itching □ yes   □ no □ occasionally □ with computer use 
Contact lenses feel dry at days end □ yes   □ no □ occasionally □ with computer use 
Tearing □ yes   □ no □ occasionally □ with computer use 
Tired/strained eyes □ yes   □ no □ occasionally □ with computer use 
Eye pain or soreness □ yes   □ no □ occasionally □ with computer use 
Fluctuating vision □ yes   □ no □ occasionally □ with computer use 
Vision causing headaches □ yes   □ no □ occasionally □ with computer use 
Use of lubricating drops □ yes   □ no □ occasionally □ with computer use 

 
  



 
Contact Lens Patient Registration Information 

 

Please read and complete this only if you currently wear contact lenses. 
What type of contact lenses you wear: 
 

 Hard   Rigid Gas Permeable  Daily Wear Soft (non-disposable) 

 Extended Wear Soft  Disposable Soft  Other:____________________ 
 
As a contact lens wearer, you have the option of having either: 
 
1. An eye exam for general vision concerns and glasses, or 
2. An eye exam for general vision concerns, glasses, and contact lenses 
 
Option number 2 is specifically for those who are currently wearing contact lenses and would like to have 
their contact lens prescription renewed. The additional fee for this contact lens evaluation starts at $45.00. This 
evaluation allows us to provide continued superior eye care to our contact lens patients. 

During the first part of a contact lens evaluation, we determine the power of your contact lens prescription 
(which is different from your glasses prescription). The second part of the examination involves the evaluation 
of the risks of wearing contacts. Contact lens wearers can face debilitating eye injuries caused by contact 
lens mismanagement, improperly fitting contacts, inappropriate wearing schedules, and problems with the 
care and cleanliness of the lenses. These findings are then reviewed with you in order to apprise you of any 
changes that will assure your continued contact lens success. 

If it is determined that a new type, or brand of contact lens will better suit your needs that will require future 
evaluation above and beyond this evaluation, an additional contact lens refitting and progress check fee will 
be charged. Progress exams are scheduled to assure that you are satisfied, and that the contact 
lenses are fitting and correcting your vision properly. The refitting/progress exam fee, if applicable, covers 
all contact lens-related office visits for up to 90 days from date of exam. 

We know that this policy will help us serve you better. It will allow us to provide thorough and appropriate 
eye care as well as the additional time to provide comprehensive contact lens education and analysis for our 
patients who opt for the clarity and convenience of contact lenses. 

 

• If you choose not to have this contact lens evaluation performed, and would therefore not like to have 
your contact lens prescription renewed, please indicate this by checking below. 

  No contact lens assessment or contact lens prescription renewal. 

 

• If you would like to have this contact lens evaluation performed, please indicate yes below. 
  

 Yes 
 
Signature:___________________________________________________ 
 
Parent/Guardian for (child’s name): ________________________________________________________ 


