Medical History Record

Ala Moana Advanced Eye Clinic

1441 Kapiolani Blvd. Suite 2005
Honolulu, HI. 96814-4408

(808) 944-9911
Appointment Date
Patient’s Name (please print)
Date of Birth (MM/DD/YYYY) / /
Street Address
City State Zip

H %€ Home Phone
H 7 0 4% 5E Daytime Phone
aHFEEE Cell Phone

FRDOHEERLBH HEZE-mail IZTEEY LTEY 9, ¥UEmail 2BHOLET IV,

We are sending appointment reminders and newsletters. Please let us know your e-mail address!

Email [JPlease check if you do not want to receive e-mails from Ala Moana Advanced Eye Clinic.

YEED S DE-mail ZZITHY /=< ZWHAF EEOIF = v 7 2 BBV LET,

51 Sex &3 Marital status
O % Male O & Single O 3E5!] Widowed
Social Security Number ) D%fE Female [ BE#§ Married O B4 Divorced

#£& A Employed [Full-time [JPart-time 2/ Student [JFull-time [JPart-time
O &% Not Employed I8 Retired F§3E Occupation
%5 5% - “F 4 Employer/School Name
A A D#FEJ How did you hear about us?
4 HilReferral Name -

27 21 ONFEHE Primary Care Physician




Rk &

Authorization to Release Information and Assignment of Benefits

B

RERFER THUEL SNDROIFRITEZ LOBFRERRSMLICARTEZ L 2ROET,
FNIRAET A 7 ) = v 7 BMRRESMICEEER L TRIRZ B2 X TS Z L 2RO ET,
ORBREAEPIINWEZERB LR o756, BCABLRDHZLETEAWZLET,

[ authorize the release of any medical or other information necessary to process the insurance claim.
[ authorize payment of medical benefits to the Ala Moana Advanced Eye Clinic for services.

If my insurance company denies coverage for the service, I will take full responsibility of the payment.

%4 Signature X

H ffDate

BRZFF 0 # 4% 5 Emergency Contact Name

g {%ZRelation a2y & Phone




RRETRE D4 AT (BE X AR AN TIZZ2V5E) Subscriber Name (if different than patient)
{RIEETEE O (BF S AR AN TIZRUVIEA) Subscriber’s Social Security Number (if different than patient)
RRETEE OEER B (BF S ARANTIZRUVIES) Subscriber’s Birth date (if different than patient)

TEDFEICRREHNEFT v DL TS LY,

Personal Medical Information: Do you have problem with any of these systems? If Yes, please check box.

;4 1£ 28 R Gastrointestinal O ###& & Nervous System O### Mental

O E £'®@MEEar/ Nose/ Throat [ 4 5 ;b bR 3% F Genitourinary ORW % i FEndoerine (Glands)
O 0 % FCardiovascular O &% B #&Musculoskeletal Om;i& ") >/\Blood/ Lymph
CI0F0% 38 R Respiratory O /& & Skin

O7 LIL¥—/%&&Allergic/lmmunologic [J8&%%Headaches

OF ffSurgeries W2 EAZ2FiTE L L72A>? (what type & when)

DT L )V*¥— Drug Allergies

A B EZ K E TV EF ) ? Do you take medications?

X 2R NE F 75 Do you smoke? EN < BV ? How often?
7 )b 21—V ? Do you drink alcohol? EN < BV ? How often?

F i FEFamily Medical History
O BE/R Diabetes O #AFEGlaucoma [ & i EHigh Blood Pressure
O #BEZ M4 Macular Degen. [ 813 < Bf Retinal Detachment [0 B Mf&Cataract

wD X 9 724%8R1X ? Do you have the following:
O RZ A4 7 A Dry Eyes O B ®OFH7Eye Surgeries[] BRSE3EF Wear Glasses
O R /6% Blurred Vision OB ®IFAY Eye Injuries] =% 7 bk L > XfF Wear Contacts

4 B OERBPAND Y £40?

Any eye problems at this time? Please explain?

Are you interested in JT#EFGIE L > XOrtho-K, CRT? (A /v Y —K, CRTICEBKZRF > TOWEEAN?) Yes
O No [J
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