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Dr. Steven Clough, Dr. Soyara Keshmiri, Dr. James Eickelman
712 Fortino Blvd. Pueblo, CO 81008. 719-542-0236
332 S. Orchard Springs Dr. Suite 120 Pueblo West, CO 81007. 719-547-7709

Today’s Date ___/____/_______          
Last Name ____________________________ First Name ________________________ M I ______
Patients Date of Birth ___/___/______      Social Security Number ______ - ______ - ______  
Address _________________________ City ________________ State _________ Zip __________
Primary Phone _________________________ Secondary Phone ___________________________
Email Address ________________________________
Occupation _________________________ Employer _____________________________________
Emergency Contact _________________________ Phone Number __________________________
Date of Last Eye Exam ___/___/________ Dilated?  Y  N
Referred By _______________________ OR how did you hear about us _____________________
Who Holds Insurance __________________________________ Date of Birth ___/___/______ 
Primary Vision Coverage ____________________________ ID Number _____________________
Medical Insurance Coverage _________________________ ID Number _____________________
Do you smoke?  Y  N  How often ______  Do you drink alcohol? Y  N  How often per week ______
   Ethnicity (Circle one)     Decline     Hispanic/Latino     Not Hispanic/Latino        Native Hawaiian/Pacific Islander

Ocular History-check if YES
· Dry Eyes - Do you use drops? Y  N
· Itchy Eyes 
· Flashes – Any changes? Y  N
· Floaters – Any changes? Y  N
· Headaches
· Migraines – Is primary care physician aware? Y  N
· Eyestrain
· Macular Degeneration – Do you take vitamins? Y  N  Injections? Y  N  
· Glaucoma – Do you use drops?	Y  N
· Any eye surgeries? – What surgery_______________________ When ___________________
· Do you see an Ophthalmologist or Retinal Specialist? – When _______________

Medical History
Primary Care Physician: _____________________________________   Last Visit: ________________

Pharmacy: __________________________________________________________________________

· Diabetes – Last Blood Sugar ______________ Last A1c ________________
· 
· High Blood Pressure
· Elevated Cholesterol
· Thyroid Disease
· Seasonal Allergies
· Blood Disorder
· Cancer
· Heart Problems
· Respiratory Problems


OVER
Family History

· Glaucoma
· Macular Degeneration
· Diabetes
· Hypertension
· Thyroid Conditions



Current Medications: If you have a list please give it to the front desk staff.


[bookmark: _Hlk180050858]________________________________________________________________________________________________________________________________________________________________________
Medication Allergies.  Please list medication and reaction.

________________________________________________________________________________________________________________________________________________________________________


HIPAA Acknowledgement & Confidential Communication Authorization
I, _____________________________, GIVE MY PERMISSION TO Family Eye Center and/or any staff member of Family Eye Center, to discuss my health care with the individuals noted below who may, from time-to-time, help me receive and pay for health care. This may include, but is not limited to, attending my appointments, helping me follow treatment recommendations, picking up medications and/or RX, helping me understand my test results, helping me understand and make payments for my health care. 
Name 						Relationship 			Phone
__________________________________  _____________________  _____________________
__________________________________  _____________________  _____________________
Please note: This form does not replace the release of Information form that must be completed to release PHI to another entity (person/business).
RESTRICTIONS
The following people shall not be allowed access to my Personal Health information:
Name						Relationship
______________________________     ________________________________

*I HAVE READ THIS CONSENT AND UNDERSTAND IT. I CONSENT TO THE USE AND DISCLOSURE OF MY HEALTH INFORMATION FOR PURPOSES OF TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS.
Patient Name (please print) 
____________________________________________ Date of Birth: ___/___/_____
Signature of Patient/Representative
____________________________________________ Date: ___/___/______
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