                                                      Lawrence G. Simons, O.D.
4505 Las Virgenes Rd., #106         Developmental Optometry   10390 Santa Monica Blvd., #320
Calabasas, CA 91302                       www.drsimons.com                         Los Angeles, CA 90025
(818) 871-9898                                                                                          (310) 553-EYES (3937)
Name________________________________ Date of Birth____________ Date____________

How do your eyes trouble you?___________________________________________________

____________________________________________________________________________

Are glasses worn? Yes____ No____ If yes, what purpose?_____________________________

Are contacts worn? Yes____ No____

When was your last eye examination?______________________________________________

Results?_____________________________________________________________________

Does your vision blur for the following?       (with glasses or contact lenses if you wear them)









YES

NO

Driving?






____

____

Movies?






____

____

Television?






____

____

Computer?






____

____

Close work or reading?




____

____

Do you have a short attention span or

get distracted easily?





____

____

Do you get too close to your work?



____

____

Do your eyes ever burn, tire or water

when doing close work?




____

____
Do you ever get red eyes or styes?



____

____
Are you sensitive to bright lights

or sunlight?






____

____
Do you have headaches?




____

____
Do you have sharp pain in or around the eyes?

____

____
Do you see halos when looking at lights?


____

____
Do you bump into objects, knock over things

or have frequent accidents?




____

____
Do you ever see double?




____

____
Any history of crossed eyes in your family?


____

____
Do people or objects appear unexpectedly from

your side vision?





____

____
Have you had any injury to your head or eyes?

____

____

Are you taking any medication?



____

____

YES

NO

Are you under the care of a physician now?


____

____

Do you have:

High blood pressure?





____

____

Sinus problems?





____

____

Allergies?






____

____

Diabetes?






____

____

Other health problems?




____

____

Are you on a special diet?




____

____

Do you take any vitamins or food supplements?

____

____

Do you have trouble keeping up with your work load?
____

____

Are you getting behind in reading you should be

doing for your job?





____

____

Do you perform as well as you would like in

sport activities?





____

____

Do you have any problems making driving decisions

or become confused about directions?


____

____

Do you get raises and promotions when you should?
____

____

Do you enjoy reading?




____

____

Do you feel you are reading as well as you could?

____

____

Would you like to read better?



____

____

If you get motion sickness please answer the following questions:

Do you ever get car sick on a straight road when riding

in the backseat or looking out the side window?

____

____

Do you get sick when you read in a car?


____

____

Do you have headaches, nausea, dizziness,

and/or light sensitivity?




____

____
ABOUT FINANCIAL ARRANGEMENTS AND VISION INSURANCE
We are committed to providing you with the best possible care.  If you have vision insurance, we would like to help you receive your maximum allowable benefits.  In order to achieve these goals, we need your assistance and your understanding of our payment policy.

Payment for services is due at the time services are rendered unless arrangements have been made with our staff prior to the date of your scheduled appointment.  We accept cash, checks, Mastercard or Visa.  In special instances we may accept assignment of insurance benefits.*

Returned checks and balances older than 30 days may be subject to additional collection fees and interest charges of 1 ½% per month.  Charges may also be made for broken appointments and appointments cancelled without 24 hours advance notice.

We will gladly discuss your proposed treatment and answer any questions relating to your insurance.

You must realize however that:

1.  Your insurance company is a contract between you, your employer and the insurance 
     company.  We are not a party to that contract.

2.  Our fees are generally considered to fall within the acceptable range by most companies, and 

     therefore are covered up to the maximum allowance determined by each carrier.  This applies
 

     only to companies who pay a percentage (such as 50%, or 80%) of “U.C.R.”  “U.C.R.” is 

     defined as usual, customary and reasonable fees for this region.  Thus, our fees are considered 

     usual, customary and reasonable by most companies.  This statement does not apply to 

     companies who reimburse based on an arbitrary “schedule” of fees, which bears no 

     relationship to the current standard and cost of care in this area.

3.  Not all services are a covered benefit in all contracts.  Some insurance companies arbitrarily 

     select certain services they will not cover.

We must emphasize that as vision care providers, our relationship is with you, not your insurance company.  All charges are your responsibility from the date services are rendered.

If you have any questions about the above information or any uncertainty regarding insurance coverage, PLEASE don’t hesitate to ask us.  We are here to help you.

PLEASE COMPLETE REGISTRATION ON THE NEXT PAGE

*We accept assignment of insurance benefits for vision plans (VSP, MES, CompBenefits/VCP, Superior Vision, etc).  All deductibles and non-covered expenses are required at the time services are rendered.

PATIENT INFORMATION FORM

NAME_______________________________________________ DATE OF BIRTH____________________________ 

HOME PHONE __________________________  FAX _________________________ WORK ___________________

ADDRESS_________________________________________ CITY & ZIP___________________________________

ADULT PATIENT

OCCUPATION____________________________________ WORK PHONE _________________________________

CELL PHONE ____________________________________ EMAIL ADDRESS ______________________________

EMPLOYED BY__________________________________   ADDRESS______________________________________

SOCIAL SECURITY #(Last 4 Digits)__________________  DRIVER’S LICENSE_____________________________

SPOUSE’S NAME________________________________    WORK PHONE__________________________________

OCCUPATION___________________________________    EMPLOYED BY_________________________________

ADDRESS_______________________________________   CITY & ZIP_____________________________________

CHILD PATIENT

MOTHER’S NAME_______________________________     WORK PHONE_________________________________

CELL PHONE ___________________________________     EMAIL ADDRESS ______________________________

OCCUPATION___________________________________     EMPLOYED BY________________________________

ADDRESS_______________________________________     CITY & ZIP____________________________________

FATHER’S NAME________________________________     WORK PHONE_________________________________

CELL PHONE ___________________________________      EMAIL ADDRESS _____________________________

OCCUPATION___________________________________      EMPLOYED BY________________________________

ADDRESS_______________________________________     CITY & ZIP____________________________________

GRADE______________ SCHOOL___________________________  TEACHER______________________________

ALL PATIENTS

PHYSICIAN____________________________________   PHONE__________________________________________

DENTIST_______________________________________  PHONE__________________________________________

WHOM MAY WE CONTACT IN CASE OF EMERGENCY?________________________PHONE________________

WHOM MAY WE THANK FOR REFERRING YOU TO US? _______________________PHONE________________

 I WILL BE PAYING ON THE DAY OF MY APPOINTMENT BY:




     CASH_______ CHECK_______ CREDIT CARD_______    

I understand that in addition to the examination fee there may be a contact lens evaluation fee. I understand and agree that, regardless of my insurance status, I am responsible for payment of my account on the date services are rendered. I have read all information on both sides of this sheet and have completed the above answers. I certify that this information is true and correct to the best of my knowledge.  I also understand that Dr. Simons does not participate in any medical insurance programs, other than Medicare. Therefore, if I submit a claim to my medical insurance carrier and it is denied as a non-contracted procedure(s), or denied for any other reason, I agree that I am responsible for payment of service(s). I will notify you of any changes in my health or the above information.

SIGNATURE______________________________________ DATE_________________________________________

PARENT (IF MINOR)_______________________________ DATE_______________________________________ 
