
WELCOME TO BARD OPTICAL
PATIENT HISTORY EVALUATION

Thank you for choosing Bard Optical. Please take a moment to answer these questions to help us better evaluate your eye care needs.

Mr./Mrs./Ms. Name__________________________________________________	 Date______________________________________

Street Address_ _____________________________________________________		 Hm. Ph.___________________________________

City, State, Zip______________________________________________________	 Wk.Ph.________________________ ext:_________

	 Cell Ph.___________________________________

Patient Employer_________________________________________ Occupation__________________________ SS#______________________

Sex   M     F	 Date of Birth______________________________ Spouse____________________ Employer___________________________

E-Mail Address:		  Do you wish to receive Text Messages?  Y_____ N_____
What brought you to Bard?	 qCompany program  qCoupon  qDirect mail  qFacebook  qFriend/Family  qInternet  qNewspaper 

Check One	 qOutside Doctor  qPrior patient  qRadio  qRecall letter/card/call  qTV  qWalk-in  qYellow pages   qReferral

  

If you were referred, whom may we thank?_______________________________________

Main reason for today’s visit ___________________________________________________

Do you feel a change in your vision?			   At a distance?______________ When reading?_____________ Both?_____________________

Do you wear glasses?	 Constantly?_______________Distance only?_____________Reading only?______________None?_______________

If you are currently wearing contact lenses, what type are they?_ _____________________________________________________________

Patient eye color is:	 Check One	 qBrown 	 qBlue 	 qGreen	  qHazel 	 qGrey    	  qUnknown

When was your last complete eye examination (Optometrist or Opthalmologist)?_ ______________________________________________

List all medications (including birth control) you are currently taking:_ ________________________________________________________

____________________________________________________________________________________________________________________

Please list all allergies, including medications:_____________________________________________________________________________

____________________________________________________________________________________________________________________

Do you have a personal history of any of the following (check only those that apply):

Do you have a family history of any of the following (check only those that apply):

Appt. Date______________
Time___________________
Data Entry______________
Mkt Code_______________

qEye Infections
qHeadaches
qPoor Night Vision
qDouble Vision
qLazy Eye
qCrossed Eye(s)

qFlashing Light(s)
qFloaters
qCataract(s)
qCataract Surgery
qGlaucoma
qLight Sensitivity

qStroke
qCancer
qMacular Degeneration
qDiabetes
qHigh Blood Pressure
qThyroid problems

qCataracts
qGlaucoma

qBlindness
qCrossed Eye(s)

qDiabetes
qCancer

qHigh Blood Pressure
qMacular Degeneration

qMultiple Sclerosis
qAllergies
qOther health problems
qOther eye surgery or injuries

RACE:

q Black or African America
q American Indian or Alaska Native
q Hispanic
q Asian
q White
q Native Hawaiian/Other Pacific Islander

ETHNICITY:

q Hispanic or Latino
q Native Hawaiian/Other Pacific Islander
q Not Hispanic or Latino

PREFERRED LANGUAGE:

q English
q Spanish

COMMUNICATION PREFERENCE:

q Email
q Postal Mail
q Telephone



INSURANCE AGREEMENT

I understand Bard Optical processes insurance claims as an additional service for its patients. I hereby authorize my insurer to 
pay Bard Optical any benefits due me under my insurance services rendered by Bard Optical. I also authorize disclosure of my 
records to any party involved for my treatment.

Bard Optical will make every attempt possible to verify my benefits; however, the contractual relationship is between my carrier 
and me. Bard Optical cannot be responsible for the accuracy of the information gathered and authorization obtained at the time 
of service does not guarantee payment. If my insurance claim is denied or payment is not as submitted, I will remain
responsible for the amount due or any portion thereof.

I also agree to be responsible for any reasonable fees necessary for the collection of my obligation to Bard Optical, including 
reasonable attorney’s fees.

____________________________________________________________ 	 __________________________________________
	 Signature	 Date

FORM 201A  (Rev 02/12)

Is your visit covered by any type of insurance? 	 Yesq 	 Noq If yes, with whom?_______________________________________________

Insured:___________________________________ Date of Birth _______________________ SS#______________________________________ 	

Is there a second insurance involved? _________ Yesq _ Noq If yes, with whom?_______________________________________________

Do you have MEDICARE PART B insurance? 	 Yesq 	 Noq If yes, please leave your insurance card with the front desk personnel.

Patient Signature:______________________________________________________________________________________________________ 	

If Patient is a minor, signature of Parent or Legal Guardian:____________________________________________________________________

Address of Parent or Guardian, if different:________________________________________________________________________________ 	

If the Patient is a Minor:

Father:___________________________________ SS#________________________________ Employer_________________________________

Mother:__________________________________ SS#________________________________ Employer_________________________________

If you answered “yes” to any of the above insurance questions, please present insurance cards to optician and complete insurance 
agreement below.

Payment is required at time of service.
Please check your method of payment:	 qCash 	 qCheck	 qCredit Card	 qDebit Card	 qGift Card 	 qGift Certificate
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