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Computer User Questionnaire

Dear Patient:

Many people experience a variety of symptoms after working at their computer for some
period of time. Surprisingly, many do not relate those symptoms directly to looking at
the screen. Instead, they may feel the headaches and tired eyes result from stress, or that
a person is supposed to feel exhausted after a day at work.

Do you notice any of these visual problems?

Symptom Yes No
Headaches during or after working at the computer [ [
Burning eyes - [

Distance vision is blurry when looking up from
the computer

.
.

Dry, tired or sore eyes

Squinting helps when looking at the computer
Neck, shoulders, or back pain

Double vision

Letters on the screen run together

Driving/night vision is worse after computer use

“Halos” appear around objects on the screen

S A R O I
S A N U A I

Need to interrupt work frequently to rest eyes

Patient Name: Date:
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Today’s Date

Patient Information

Last

First MI

Date of Birth Age
Sex MLCIF

Street

City State
Zip Code

Home Phone
Work Phone
Patient’s SSN

Employer/School

Occupation/Grade

Spouse/Parent’s Name

Spouse/Parent’s Work
Email Address

Whom should we notify in case of an emergency?

(name) (telephone) (relationship)
What is the major purpose of this visit?

Any problems with your current contact lenses or
glasses?

VERY IMPORTANT!

Whom may we thank for referring you to our office?
Name of friend or relative

If not referred, how did you choose our office?

U Another Dr.

U Insurance List

U Saw Sign/Building

U Newspaper/Radio/TV

U Yellow Pages: Which directory?
U Web Page: Which website?
U Other

| Print Form |

WELCOME TO OUR OFFICE

At Inland Eye Specialists, we are professionals committed to
providing you the most comprehensive eyecare available in a
respectful and compassionate atmosphere. We also promise to
educate you thoroughly regarding your vision and eye health
needs. We are dedicated to actively advancing our knowledge and
expertise in the field of eyecare so we can offer you leading-edge
technology and products, thus maximizing your quality of life. As
a result of our united efforts, we will provide you with the highest
level of service and value to ensure that our relationship with you,
your family, and your friends lasts for many years to come.

Insurance Information

Vision Insurance

Subscriber Name

Subscriber SSN

Subscriber Birth Date

Primary Medical Insurance

Subscriber Name

Subscriber SSN

Subscriber Birth Date

I UNDERSTAND THAT I AM RESPONSIBLE FOR ANY
CHARGES NOT COVERED BY MY MEDICAL OR
VISION INSURANCE:

(SIGNATURE) (DATE)

Lifestyle Questions

Doyou...... (check box if your answer is yes)

..work at a computer? If yes, please complete computer
guestionnaire.

..think you might benefit from thinner, lighter lenses?

..have interest in a “test drive” of the latest contact lens
designs

..spend time outdoors? How much? __Hrs/week

..have prescription sunwear?

..prefer not to wear your glasses at times?

..want information on Laser Vision Correction surgery?

..have interest in a non-surgical approach to vision
correction?

..have more than 1 pair of current Rx eyewear?

..have children?

..have family members in need of eyecare?

o000 OO0 Do O






The information in this confidential case history form is critical to the evaluation of your vision and health.

Patient Medical History

Name of Family Physician

Town

Date of Last Physical Check-up

CURRENT MEDICATIONS (Rx or Over the Counter)
(List name of medications including eye drops, vitamins, &

birth control pills)

Allergies to medications? U Yes U No

If so, what medications?

Have you had any surgeries? U Yes U No

If yes, what type?

U Smoker O Non-smoker
Alcohol Use? O Yes, frequency

4 No
Have you ever been diagnosed or treated for the
following health problems?  Yes No
Allergies
Arthritis
Blood/Lymph
Cancer
Cholesterol
Diabetes
Digestive
Ears/Nose/Throat
Endocrine
Genitourinary
High Blood Pressure
Integumentary (Skin)
Kidney
Muscle/Bone
Neurological
Psychological
Respiratory
Thyroid
Unusual weight losses/gains

o000 oooo00Ooo
o000 oooo000oo

Patient Eye History

Date of Last Eye Exam
By Whom?

Glasses worn since age?

Do you currently wear contact lenses? W Yes U No
What kind?

Solutions used

Are you satisfied with the vision and comfort of your
contact lenses? U Yes 4 No

Have you ever experienced, been diagnosed or treated for
any of the following?

Macular Degeneration Occasional Dryness
Retinal Detachment Sunlight Sensitivity
Trouble Seeing at Night OQ Tearing
Uncomfortable Glasses

Other Eye Disorders

Q Blurry Vision Q Burning

Q Cataracts O Corneal Abrasions
Q Crossed Eye/Eye Turn Q Double Vision
Q Eye Infections Q Eye Injury

O Flash of Light O Floaters/Spots
O Glaucoma Q Grittiness

O Headaches Q Iritis/Uveitis
Q DryEyes Q LazyEye

a a

a a

a

a

a

Family Medical/Eye History (Check all that apply)

Is there a family medical history of any of the following:
U No O Yes (please check boxes)

Relationship
Blindness
Cataracts
Corneal Problems
Diabetes
Glaucoma
Heart Disease
Lazy Eye
Macular Degeneration
Retinal Problems
Other Eye Disorders

cooooooooU
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Inland Eye Specialists
Commonly Asked Questions About Your Child’'s Eye Exam
Peter H. Spiegel, M.D.

Why is it important for a child to have an eye exam?

The visual part of the brain develops in the first 9 years of life. It is
important to have normal eye exams during this important period of life for
the brain to develop properly.

How long will the visit take?

The first visit will take about 1 to 1 & %2 hours. Eye drops are usually give
to dilate the pupils. The drops that %2 hour to work properly, and are
needed to properly examine children’s eyes.

What should | bring to the eye doctor’s office?

If your baby drinks from a bottle, please bring one with you and don not
feed the baby before you come to the visit. The doctor may ask you to feed
your baby from the bottle during the examination. Also, bring sunglasses or
a cap for after the examination.

How long will it take for the pupils to go back to normal size?

The pupils may stay dilated for several hours and sometimes even until the
next morning. They will eventually return to normal. Your child may wear
sunglasses or a cap if the sunlight bothers his or her eyes. Your child may
return to school after the eye exam. You may want to mention to the
teacher that the vision will be blurred for a few hours after the visit.

How does the doctor know what my baby’s vision is?

If a child does not yet speak or read, the doctor will check to see if each
eye can follow a moving object, and if the eyes are properly aligned.

How does the doctor know what eyeqglass prescription to give?

After the pupils are dilated, the doctor uses an instrument called a
retinoscope to determine the EXACT prescription your child might need.
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New Pediatric Patient Past Medical History

The information in this confidential case history form is critical to the evaluation of your child’s
vision and health.

Pediatric Patient Medical History

Family Medical/Eye History (Check all that apply)

Does your child have a genetic disease or a syndrome?

QdYes ONo
If yes, which?

If your child has neurologic problems or developmental
delay is there a known cause? Q Yes d No

Birth weight:
Were there any prenatal or birth problems? U Yes U No

Does or has your child ever had?

O Asthma O Bronchitis

O Cerebral Palsy O Developmental Delay
O Diabetes Mellitus O Eye Infections

O Heart Disease O Heart Murmur

O Neurologic Problems O Rheumatoid Arthritis
O Seizures O Skin Disease

O Other:

O Serious Injury. If yes, describe:

Q Cancer, list:

Name of doctors caring for your child (list family doctor or

physician first):

When was the last well baby or yearly check up?
a 3 mo. a 6 mo. Q 12 mo.
O Longer than 12 mo.:

Are your child’s immunizations current? U Yes No

If no, reason?

Is there a family history of a hereditary medical disease?
U Yes U No
If yes, list:

Is there a family medical history of any of the following:
U No O Yes (please check boxes)

Relationship
Eye Muscle Problem QO

Migraines
Detached Retina

Color Blindness

Hereditary Eye Disease

Tear Duct Problem
Requiring Surgery

a
Lazy Eye a
Cataract a
a
a

Glaucoma

Other

Is any family member nearsighted, farsighted, or have
astigmatism? O Yes U No

Reason for examination today?

If your child has had previous eyecare list what for,

and doctor:

Name of person completing form:

Relation to patient:

Date:
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Barratt L. Phillips, M.D.
) Robert C. Sorenson, M.D., Ph.D.
J. Grant Tew, M.D.
Peter H. Spiegel, M.D.
N L A ND Bobby S. Korn, M.D., Ph.D.

John P. Carlson, M.D.

EYESPECIALISTS Steven A. Cury, O.D.

A MEDICAL GORPORATION David S. McCleary, O.D.
John J. McDiarmid, O.D.

Setting the standard for exceptional vision care since 1982.

CONSULTATION — DR. SPIEGEL
FINANCIAL DISCLOSURE

Primary care physicians often request a consultation visit of their
patients with Dr. Spiegel. On occasion, the resulting diagnosis of the
consultation visit is not considered by your insurance as an ophthalmic
medical diagnosis. As aresult, some insurance companies decline
payment on the services rendered during the consultation visit.

As a courtesy to you, we will bill your insurance for this consultation
visit. However, if your insurance does not cover this visit or any other
services provided, you will be responsible for the unpaid fees on your
account.

Thank you for your cooperation in this matter. Our staff will be happy
to answer any questions you may have.

DISCLOSURE:

| understand the above statement and agree to be responsible for
payment of these fees and any other non-covered services.

Signature Date
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INLAND EYE SPECIALISTS, A MEDICAL CORPORATION
OUR FINANCIAL POLICY

As stated in the Consumer Protection Act, Inland Eye Specialists would like to inform you of our policies concerning

the financial responsibilities you incur as the result of the treatment we provide you and your family.

1. You will be billed for any unpaid office visits and procedures. As a part of our service, we will submit
insurance claims on your behalf, once you have provided us with the necessary information. Please note
that:

. Since your insurance is normally a contract between the insurance company and you or your
policyholder, we are not part of that agreement. We bill your insurance company as a courtesy. Ifitis
determined that you are ineligible for benefits under your health plan or you receive noncovered
and/or nonauthorized services, you will be responsible for payment. In some cases, we may have a
specific contract with your PPO or HMO. You will be notified of those specific carriers. We will not
change diagnoses to accommodate requests from your insurance carrier.

. Our fees are usually covered up to the maximum paid by your insurance. Some insurers pay claims
as a percentage, I.E., 50%, 80%, etc., of what they regard as the “Usual and Customary” charge for
their plans. Our charges are considered appropriate for ophthalmology, optometry, medical eyewear
and medical services in this area.

2. Please provide us with at least 24 hours notice if you are unable to keep your scheduled appointment to
avoid a $25 no-show fee.
3. There will be a $25 charge on all returned checks.

RELEASES (to be signed by patient, or adult responsible for payment if patient is less than 18 years old)

| understand and agree that | am responsible for all noncovered, nonauthorized, and/or noneligible charges
pertaining to my medical care, regardless of my insurance status. | have read the Financial Policy above and
completed the Patient Information form. This information is true and correct to the best of my knowledge. | will notify
you of any changes. | hereby authorize Inland Eye Specialists to release any information requested by my insurance
company, admitting hospital and/or referring physicians, on my behalf or minor/dependant. | hereby assign payments
received for medical services rendered to me and my family to Inland Eye Specialists. | hereby authorize Inland Eye
Specialists to make complaints to the State Insurance Commissioner, the Health Care Financing Administration, or
the Department of Labor on my behalf regarding my benefits claims.

Signed: Date:

A test for eyeglasses (refraction) is often performed during a yearly eye examination. MEDICARE AND/OR
YOUR MEDICAL INSURANCE WILL NOT COVER PAYMENT FOR THIS EXAMINATION. If you have a test for
eyeglasses (refraction) today and you do not have a vision plan, you will be charged a reduced fee of $49.00. If you
have a vision plan with whom we are contracted and you are eligible for services under that plan, we will bill that plan
for this examination. If you do not want a test for eyeglasses performed, please inform the staff before you see the
doctor.

Signed: Date:
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