Patient Registration Form
TIMOTHY D. RIOUX, 0.D.

OPTOMETRIST

Name Today's Date

Dateof Birth /| | Gender O Male O Female Marital status

Mailing address

Phone numbers: Home ( ) - Work ( ) -
Mobile ( ) - E-mail

The best way to remind you of your next appointment: OHome OMobile OWork OE-mail OText
Preferred language: OEnglish OFrench OOther:

Emergency contact Relationship
Address Phone number ( ) -
Race: Ethnicity:
OWhite ~ OAmerican OAsian OHispanic  OLatino
Indian
OAfrican OOther ONeither OOther
American

Do you have medical insurance? O Yes 0O No
Responsible party: OSelf OSpouse ODependent OChild OOther:

Name Date of Birth / /
Address _Phone number ( ) -
Occupation Employer

Name of primary insurance carrier: Policy number
Policy holder & Date of birth Group Number

Name of secondary insurance carrier: Policy number
Policy holder & Date of birth Group Number

Name of tertiary insurance carrier: Policy number
Policy holder & Date of birth Group Number

Insurance Authorization: | hereby assign all medical and/or routine benefits to which I am entitled,
including Medicare or any private health plan to: Dr. Timothy D. Rioux, O.D. This assignment is
considered as valid as an original. | understand that | am financially responsible for any amount not
covered by insurance or any amount deemed the subscriber’s responsibility as defined by my
insurance company, particularly co-payments and deductibles.

Signature of subscriber Date
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Name DateofBirth / |  Today’sDate [ [
TIMOTHY D. RIOUX, 0.D.
OPTOMETRIST
Patient History Form
Reason for today’s O itchy eyes
visit O distorted vision O floaters O injury
O blurry spot in O dizziness O foreign body O loss of vision
vision 0 double vision sensation O pain in eye(s)
0 blurry vision 0 droopy lid(s) 0 glare 0 red eye(s)
O bump on eyelid(s) O dry eye(s) O glasses re-check 0 swelling
O burning sensation O eye lashes turn in O glaucoma evaluation O watery eye(s)
O crossed eyes O follow up exam O headaches O routine eye exam
O diabetic eye exam 0 flashes O itchy eye lid O other:
O discharge

Glasses history: Skip if you do not wear glasses

What glasses do you own? O Single Vision O Bifocals O Safety Glasses O Progressive O Trifocals
O Sunglasses O Sports Glasses O

How many hours a day do you use a computer?

How many inches away, approximately, do you sit from your computer monitor?

Please check off any current conditions you suffer from:

O lam having problems with my current glasses O | have problems with night vision
O There are times when | would rather not be wearing glasses O I'am allergic to nickel

O My spare glasses are no longer useable O I have problems with glare

O I am in need of updating my sunglasses O I do not have a spare set of glasses

Contacts history: Skip if you do not wear contacts
What brand of contact lenses do you wear?
How old are your current contact lenses?
How often do you replace or dispose your contact lenses?
How often do you change your contact lens case?
What brand of solution do you soak your lenses in?
What is your typical wearing schedule? Hours/day Days/week
Please check off any current conditions you suffer from:

O I am having problems with my current contact lenses
O They tear easily OUncomfortable DOContactsaredry OVision has changed
O There are times when | would rather not be wearing contact lenses
O lam interested in changing or enhancing my eye color O | do not have a spare set of contact lenses
O lamin need of more contact lenses O | am interested in refractive laser surgery

What eye problems have you had in the past? Please check all that apply.
ONone

OGlaucoma

ODiabetic Retinopathy

OMacular Degeneration

OCataracts If yes, have you had cataract surgery? Dates performed

OOther eye surgeries Surgeon Date performed
Surgeon Date performed
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Name Date of Birth /| |/ Today’s Date |

| .
TIMOTHY D. RIOUX, 0.D.

OPTOMETRIST

Family eye history: Have any of your family members had any of the following eye problems? Please check
appropriately, and indicate your relation.

OGlaucoma OCataracts

ORetinal Detachment ODiabetic Retinopathy
OMacular Degeneration OStrabismus(eye turn)
OAmblyopia(lazy eye) OOther

Family medical history: Have any of your family members had any of the following health problems? Please
check appropriately, and indicate your relation.

ODiabetes OCancer
OHypertension OHeart Disease
OHigh Cholesterol OStroke
OKidney Disease OOther

Medication allergies - Please list medication and reaction that occurs when taken.

Current eye medications - Prescriptions and over the counter.
Medication Dosage Frequency Which eye Last time of dose

Other prescription medications — Over the counter and vitamins. If you already have a list prepared, please
present at the time of examination.
Medication Dosage Frequency Last time of dose

Past surgeries — Date performed and performing surgeon
Surgery Date performed Performing surgeon
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TIMOTHY D. RIOUX, 0.D.

OPTOMETRIST

Medical History Form — Please check if you have any of the following.

Ears, Nose, and Throat
OHard of hearing

ORinging in the ears
OVertigo/Dizziness

OSinus problems/Infections
OOther:

Psychiatric
OAnxiety
ODepression
OMood Swings
ODifficulty Sleeping
OBipolar Disorder
OOther:

Kidneys (Genitourinary)
OKidney infections
OKidney Stones
OUrinary infections
OPain upon urination
OHistory of STD
OOther:

Blood and Lymph Nodes
(Hematologic)

OEasy bruising
OProlonged bleeding
Odlotting problems
OAnemia

OOther:

General

OUnexplained weight loss
OLack of energy
OAllergies

OOther:

Brain and Neurological
OSeizures

OStroke

OWeakness

OParalysis
ONumbness/tingling
OTremors

OMigraines

OBrain damage/trauma
OOther:

Heart and Blood Vessels
(Cardiovascular)

OChest pain
OFainting spells
Olrregular heart beat
OHigh blood pressure
OHigh cholesterol
OPacemaker

OHeart Attack
OCirculation problem
OHeart murmur
OOther:

Digestive (Gastrointestinal)
OHeartburn
ONausea/vomiting

OAcid reflux

OUlcers

ODiverticulitis

OCrohn’s disease/colitis
OHepatitis

OOther:

Lungs (Respiratory)
OCough

OShortness of breath
OWheezing
OAsthma

OCOPD

OBronchitis
OTuberculosis
OOther:

Muscles and Bones
(Musculoskeletal)

OJoint stiffness
OJoint pain
OArthritis
OJoint swelling
OOsteoporosis
OMuscle pain
OOther:

Endocrine

OType | Diabetes
OType Il Diabetes
Olnsulin dependent
OHypothyroidism
OGrave’s disease
OOther:

Skin (Integumentary)
ORashes

OSores

OLesions

OHives

Oskin Cancer
OPsoriasis

OOther:
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TIMOTHY D. RIOUX, 0.D.
Release of Medical Records OFTOMETRIST

Patient name: Date of Birth / /

ORelease to
OR

OObtain from

O lauthorize to share my information from my records with the following
people of health care facilities:
OR

O | choose not to share my information with anyone.

Name _Timothy D Rioux OD
Address 29 Meadow Lane

Fort Kent, ME 04743 Share ALL ~ Appointment Testing Treatment Health
Relationship New Eye Doctor Information History
Phone number (207) 834-3333 = - 0 O -

Fax number (207) 834-6095

Name

Address Share ALL  Appointment Testing Treatment Health
Information History

Relationship 0 0 0 0 0

Phone number ( ) -
Fax number ( ) -

| DO authorize release of information regarding mental health treatment.
(initials required)

| DO authorize release of information regarding drug or alcohol abuse treatment.
(initials required)

| DO authorize release of information regarding HIV/AIDS and STD diagnosis/treatment.
(initials required)

| DO authorize release of information regarding pregnancy and abortion.
(initials required)

| DO NOT wish to review any records before they are released.
(initials required)

| understand that once this information is released, it is subject to redisclosure by the receiving party.

Signature Date / /

Patient must sign, except when there is a Power Of Attorney on file, legal guardianship or the patient is a
minor. The consent to release is effective until , (one year from today’s date) and is authorized for
future disclosures regarding these records to the same individuals or entities during this time period. This
authorization may be revoked at anytime.



