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TODAY’S DATE: / / Ss# / /
NAME: DATE OF BIRTH: / /
(LAST) (FIRST) (MIDDLE INITIAL)
ADDRESS:
(STREET) (CITY) (STATE) (ZIP CODE)
(HOME PHONE) (WORK PHONE)
(CELLULAR/PAGER) EMAIL ADDRESS:
MARITAL STATUS: (please check) S [JM [JW []D [] GENDER: [JMALE  [JFEMALE
OCCUPATION: PATIENT EMPLOYER:

WHO REFERRED YOU TO OUR OFFICE? PLEASE FILL IN BELOW

DOCTOR: PATIENT: OTHER:

IN CASE OF EMERGENCY::

RELATIONSHIP TO PATIENT: TELEPHONE NUMBER: ( )

PRIMARY INSURANCE CARRIER:

POLICY # GROUP#

SUBSCRIBER NAME (if not self)

Subscriber SS# - - Subscriber D.O.B. / /

SECONDARY INSURANCE CARRIER:

POLICY # GROUP#

SUBSCRIBER NAME (if not self)

Subscriber SS# - - Subscriber D.O.B. / /




MEDICAL INTAKE SHEET

WHAT KIND OF PROBLEMS ARE YOU HAVING WITH YOUR EYES?

ARE YOU ALLERGIC TO ANY MEDICATIONS?  (please check) Yes O No [

IF YES, WHICH ONES?

DO YOU HAVE ANY OF THE FOLLOWING CONDITIONS? YES NO

[
[

Arthritis or RNeUmMAtoid ProbIEMS. .. ...t et e e e e e et e et e et et e et e e ettt e een e ee e ee
High Blood PressureDl:|
Neurological DlseaseDE|
2] To ol I BT 1o o /=1 ¢ F PP PUPPI DD .........
Cancerljl:|
Dlabetele:|
Collagen VasCUIAE DiSBASE. .. ... e e et et et et et et et e et et e et et e et e et e e e e e e en e ean ] D ...................... D ........
Mlgralnele:|
[ (o T D=t T PP PTTRTPT [ ...
Thyroid DSEASE .+ .+ v v ee e et e eeeeeeeee et ee et e e e e [J....
RecentWelghtGalnDD
RecentWelghtLossDD
Do you smoke? YESE| NO DHOW often? Do you use alcohol? YESE| NO |:lHowoften?

Do you use exercise? YES L1 No L How often?

Are you pregnant? vesU nold Are you nursing? ves nold

HAS ANY MEMBER OF YOUR FAMILY HAD OR CURRENTLY HAVE?
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HAVE YOU HAD OR CURRENTLY HAVE?

CataractsDE|
(D) (o] g T=To l =) ] o - PP P PP L, (...
Dry Eyes|:||:|
Eye Injurym ................... (1.
FLOAEETS. .. .. v e e e et e
GIAUCOMA. . .. cev e oo e e L 1.
Macular DegeneratlonD .................. ...
Retinal DIabetes. .. ... ....o.eeeee it ce e e e e L ...
DO YOU WEAR CONTACT LENSES?......cvuuuuueeeessnersssssesesesssssssssse s sssss s ssssssss s I ...

LIST ANY MEDICATIONS YOU ARE USING:

I, the undersigned fully consent to the consultation. | also acknowledge responsibility for the payment of all services. Unless |
have arranged otherwise, | will pay for the services at my first office visit.

I understand there will be a $50.00 charge for missed appointments that are not cancelled at least 24 hours in advance.

Additionally, | realize any non-covered services, co-payments and/or deductibles not paid by the insurance plan will be my
responsibility.

Patient’s signature: Date: / /

SO THAT WE MAY HONOR YOUR PRIVACY, PLEASE ANSWER THE FOLLOWING QUESTIONS

May we telephone or leave a message on your home answering machine? EYES HNO

May we leave a message at your place of employment? YES [ |[NO
May we discuss your medical condition with a family member? YES LINO
*If yes, name of family member: Relationship:
Patient’s signature: Date: / /

FOR PATIENTS WITH INSURANCE COVERAGE ONLY:

I request that payment of authorized Medicare, Medigap, or other insurance company benefits be made to Eric R. Mandel, M.D., P.C,,
on my behalf, for any services furnished to me by the provider. | authorize any holder of medical information about me to release to
The Health Care Financing Administration and its agents and the Centers for Medicare and Medicaid Services and its agents, any
information needed to determine these benefits or the benefits payable for related services.

Patient’s signature: Date: / /
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