GOLDEN TRIANGLE EYE CLINIC PATIENT DATA SHEET
LAST NAME: ______________________________________

DATE OF BIRTH:______________________

FIRST NAME: ________________________________________________ MIDDLE INITIAL: __________
ADDRESS: _______________________________________________________________________________
CITY: _____________________________________ STATE: _________ ZIP CODE: __________________
GENDER: __________________ RACE: ________________ MARITAL STATUS: ___________________
EMPLOYER: __________________________________ OCCUPATION: ____________________________
HOME PHONE: _______________________________ DAY PHONE: _______________________________
CELL PHONE: ________________________________ SOCIAL SECURITY #: _______________________
E-MAIL ADDRESS: ________________________________________________________________________
INSURANCE: ____________________________________ CARD HOLDER: _________________________
CARD HOLDER’S DATE OF BIRTH: ________________ CARD HOLDER’S SSN#: __________________
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

Privacy Policy
In order to ensure compliance with the Health Care Information Portability and Accessibility Act of 1996 (HIPPA), this
practice has established a privacy policy to provide for the security of your medical records.
All patient records shall be stored on an encrypted computer system with access restricted to qualified personnel.
No patient information shall be shared with another health care provider without the patient’s written, signed consent with
the exception of a medical emergency where the patient’s life may be comprised without said information.
No patient information, including but not limited to medical information, demographic information, lifestyle information,
and financial information shall be released for the purpose of marketing outside of the practice.
This practice uses appointment reminders, text messages, as well as telephone calls to help the patient preserve both their
ocular and general health. If you do not wish to receive these appointment reminders, please notify the front desk clerk.
Any and all computer terminals containing patient information are secured by password protection with only qualified
staff possessing a password to access the computer systems.
If you have any questions or concerns about your privacy and your medical records, please do not hesitate to ask the
doctor or our staff members.

Signature: ______________________________________________ Date: ____________________________
(Patient Signature, Parent or Guardian if patient is a minor)

GRAY AREAS ARE ABOUT THE PATIENT
Please circle any that you have or are experiencing; if none apply to you, please leave blank.
OCULAR HISTORY: Flashing Lights
Floaters Itching Watering Burning Crusting
NONE
Glaucoma
Cataracts Other: __________________________________________
MEDICAL HISTORY: Hypertension Diabetes Headaches High Cholesterol Arthritis
NONE
Hyper/Hypothyroid Cancer Heart Disease Other: _______________________
SURGICAL HISTORY: Heart
Brain
Liver
Spinal/Back
Hysterectomy-Full/Partial
Cataract
NONE
Glaucoma
Thyroid
Other: _________________________________________
MEDICATIONS/INCLUDE DROPS: ________________________________________________________
NONE
____________________________________________________________________
SOCIAL HISTORY (do you do any of the following):
Smoke
NONE
(have you ever had):
Blood Transfusion

Drink alcohol
Abuse drugs
Sexually Transmitted Disease

FAMILY HISTORY (Includes your Grandparents, Parents, and Brothers or Sisters):
NONE
Diabetes
Hypertension
Heart Disease
Stroke
Cancer
Retina
Thyroid disease
Arthritis
Cataract
Glaucoma
Other: __________________
PLEASE CIRCLE ALL BELOW THAT APPLY TO YOU
ALLERGY:

Animal Dander

Dust

Pollen

Steroids

Yeast

Other: ________________

NONE

CARDIOVASCULAR:
NONE

CONSTITUTIONAL:
NONE

Arteriosclerosis
Hypertension

Anemia
Excess Thirst

Congestive Heart Failure
High Cholesterol
Angina
Heart Attack
Other: _______________________________
Appetite Loss
Excess Urination

ENDOCRINE: High Cholesterol

Diabetes

Blackouts
Dizziness
Fainting
Other: _____________________________

Gout

Thyroid

Other: ___________________

NONE

GASTROINTESTINAL: Acid Reflux

Gallbladder

GI Disorder

Other: ___________________

NONE

GENITOURINARY:

Pregnancy

Kidney Stone Prostate Disorder

STD

Other: _________________

NONE

HEAD: Cough

Dry Mouth

Headache

Sinus

Infection

Other: __________________

NONE

BLOOD: Anemia

Hodgkin’s

Leukemia

Sickle Cell

Other: __________________

NONE

IMMUNOLOGIC: AIDS

Herpes

Histoplasmosis

Sarcoidosis

Other: __________________

NONE

SKIN: Acne

Rosacea

Hemangioma

Lupus

Warts

Other: __________________

NONE

MUSCULOSKELETAL: Ankylosing Spondylitis

Arthritis

Rheumatiod Arthritis

Other: ________

NONE

NEUROLOGICAL:

Bells Palsy

Cerebral Palsy

Muscular Dystrophy

Parkinsons

Other: ________

NONE

PSYCHIATRIC: ADD
Anxiety
Bi-Polar
Dementia
Depression
NONE
RESPIRATORY: Asthma
Bronchitis
COPD
Lung Cancer
NONE

Other: _______________
Other: ________________

Please answer the following questions to help us better determine what your visual needs are.
Nature of your visit: (Why are you here?) Please check ALL THAT APPLY.
_____ I want my annual eye exam.
_____ I broke/lost my glasses.
_____ I want new glasses.
_____ I want contact lenses.
_____ I want ______________________________________________________________________________
I currently wear: (Please put what you have worn during the last year, even if you lost them.)
_____ Glasses
_____ Contacts
_____ I don’t wear glasses or contact lenses
Contact Lens Fit & Follow-up policy:
• Contact Lens Fitting costs
◦ Basic Fitting: $50.00
◦ Specialty Fitting: $70.00
◦ All scheduled follow up exam must be completed within 30 Days.
▪ Failure to complete your follow up exam within 30 DAYS will result will require a complete
reexamination. Including all applicable fees.
▪ There is no additional charge for scheduled contact lens follow-up appointment as long as you
keep it within the 30 days.
◦ If you want colored contacts, you must notify Dr. Ford during today's visit. Failure to do so will
require a complete refit and all applicable fees.
• Please SIGN HERE in agreement that you read and understand this policy: ______________________
ALLERGY SYMPTOM CHECKLIST:
If you experience any of the following symptoms you may be suffering from Ocular Allergies, an easily
treatable problem. Please circle the number that best describes how you feel.
0 = no problem 1 = occasional problem

2 = mild problem

My eyes are red………………………….… 0
My eyes itch……………………………….. 0
My eyes water……………………………... 0
My eyes are crusty in the morning………… 0
My eyes swell overnight…………………… 0

1
1
1
1
1

3 = moderate problem

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

4 = severe problem

5 = I am about to die

5
5
5
5
5

DRY EYE SYMPTOM CHECKLIST:
If you experience any of the following symptoms you may be suffering from Dry Eye Syndrome, an easily
treatable problem. Please circle the number that best describes how you feel.
0 = no problem 1 = occasional problem

2 = mild problem

3 = moderate problem

My eyes feel gritty or sandy………………………………………
My eyes burn……………………………………………………..
My eyes tear………………………………………………………
My eyes are uncomfortable in windy conditions…………………
My eyes are uncomfortable when the car A/C blows on them…...

0
0
0
0
0

1
1
1
1
1

4 = severe problem

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5 = I am about to die

5
5
5
5
5

RETINAL HEALTH SCREENING
Golden Triangle Eye Clinic is pleased to provide our patients with advanced digital retinal documentation
services. This service is a digital screening image of your retina which will help us document, review, and
compare your overall eye health over time. We use the digital screening image of your retina to look for eye
diseases and improve our ability to maintain your eye health.
We are concerned about retinal problems such as macular degeneration, glaucoma, and diabetic retinopathy (all
of which can lead to partial loss of vision or blindness). Additionally, many systematic diseases such as
diabetes and the effects of high blood pressure can be followed over time.
What you can expect from this screening:
• A permanent visual record of your eye and any changes that may occur.
• The ability to review the images with you. (A picture is worth a thousand words!)
Dr. Ford recommends this procedure for all of his patients and will perform the retinal screening exam at an
additional cost of only $20.00. This is NOT covered by your insurance.

[ ] I AGREE TO have my retinal health evaluated with the retinal screening photograph exam.
[ ] I DO NOT wish to have the retina screening photograph exam. I understand that I will still have a
thorough eye examination with slit lamp observation.

DILATION CONSENT
It is our goal to provide a complete and thorough comprehensive eye examination. To effectively accomplish
our goal, we feel it is important to dilate the pupils of your eyes. This will require placing drops in your eyes
which will open the pupil and allow a better view of the inside of your eye.
As with many medications, there are some side effects of the drops used to dilate the pupil. These include
sensitivity to light and blurred vision (in most cases the distance vision will be unaffected). The side effects
usually last several hours but rarely last as long as 24 hours.
While we believe dilation is an important part of the eye examination process, we understand that some patients
may wish to omit this procedure. This service can be performed at an additional cost of only $20.00

[ ] I AGREE to be dilated today.
[ ] I DO NOT WISH to be dilated and agree to hold Dr. Ford, and Golden Triangle Eye Clinic
harmless as a result of my actions.

Patient Signature Required: _______________________________________ Date ___________________
Under 18 Guardian Signature Required: ______________________________ Date __________________

