4505 Las Virgenes Rd., #106                   Lawrence G. Simons, O.D.
           10390 Santa Monica Blvd., #320

Calabasas, CA 91302                                Developmental Optometry                                  Los Angeles, CA 90025

(818) 871-9898                                               www.drsimons.com                                        (310) 553-EYES (3937)

The following information will allow us to make more complete use of the time we will devote to your child.

CHILD’S FULL NAME________________________________________ Present age_________ Birthdate_______________

Name and address of school: ____________________________________________________________________________

Grade________ Teacher_________________________________ Nurse__________________
A. PRESENT SITUATION:

     1. Describe any indications of visual difficulty: ___________________________________________________________________________________

___________________________________________________________________________________         ___________________________________________________________________________________        ____________________________________________________________________________________

     2. Does your child report any of the following?

         a. Headaches                   Yes____ No____ When?______________________________________________________

         b. Blurred vision                Yes____ No____ When?______________________________________________________

         c. Double vision                Yes____ No____ When?______________________________________________________

         d. Eyes “hurt” or “tired”     Yes____ No____ When?______________________________________________________

     3. List any complaints your child makes concerning his/her vision

         ________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________         ____________________________________________________________________________________
B. HAVE YOU OR ANYONE ELSE EVER NOTED THE FOLLOWING:

	
	Yes
	No
	When?

	  1. Holding reading close?
	
	
	

	  2. Head close to paper when

     writing or drawing?
	
	
	

	  3. Closing one eye?
	
	
	

	  4. Covering one eye?
	
	
	

	  5. Eyes frequently reddened?
	
	
	

	  6. Frequent styes?
	
	
	

	  7. Excessive eye rubbing?
	
	
	

	  8. Excessive blinking?
	
	
	

	  9. Losing place when reading?
	
	
	

	10. Tilting head when reading?
	
	
	

	11. Poor posture when reading?
	
	
	

	12. Inability to see far objects?
	
	
	

	13. Bumping into objects?
	
	
	

	14. Poor general coordination?
	
	
	

	15. Large pupils in normal light?
	
	
	

	16. Bothered by light?
	
	
	

	17. Behavior problems?
	
	
	


C. SCHOOL:

     1. Age at time of entrance to Kindergarten__________ First grade_________

     2. Does child like school? Yes______ No______ Teacher? Yes______ No______

     3. Has grade been repeated? Yes______ No______ Which?______

     4. Describe any school difficulties_______________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________         ________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________          

     5. School work is: Above average_____ Average_____ Below average_____

     6. School subjects easy for child: ______________________________________________________ 

     7. School subjects difficult for child: ____________________________________________________

     8. Does child like to read?_____ Voluntarily?_____ What?__________________________________________________

D. DEVLOPMENTAL HISTORY:

     1. Full term pregnancy?______ Normal birth?______ Any complications before, during, or immediately following delivery?  ____________________________________________________________________     ____________________________________________________________________________________

     2. Did your child crawl (stomach on floor)?______ Age________ Creep (stomach off floor)?______ Age________

         All fours?______ Age________ If not, please describe____________________________________

____________________________________________________________________________________
____________________________________________________________________________________         ____________________________________________________________________________________

     3. At what age did your child walk?________

     4. Was child active?________

     5. Speech: First words at age________ Was early speech clear to others?______ Is it clear now?_______

     6. Child’s reaction to fatigue: Sags____________ Becomes irritable____________ Becomes excited____________ Other_____________________________________________________________
     7. What is your child’s reaction to tension? Thumb sucking____________ Nail biting______________
Other_______________________________________________________________________________

     8. List illnesses:

	Illness
	Age
	Mild
	Severe
	Complications

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


E. VISUAL HISTORY:

     1. Previous examinations:

	Reason for examination
	Doctor’s name
	Date
	Results

	
	
	
	

	
	
	
	

	
	
	
	


     2. Members of family who have had visual attention and why:

	Name
	Relationship to child
	Age
	Visual Situation

	
	
	
	

	
	
	
	

	
	
	
	


F. GIVE A BRIEF DESCRIPTION OF YOUR CHILD AS A PERSON:

The office examination will take sufficient time to permit a very complete optometric assessment of your child’s vision. Allow about 45 minutes or more. We look forward to working with you and your child.                                                                                              
Thank you,

Lawrence G. Simons, O.D.

Developmental Optometry

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 plan (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______________
              ADDRESS_________________________________________ _____________________________
CITY & ZIP_____________________________________________________________________
ADULT PATIENT

OCCUPATION____________________________________ ______________________________

HOME PHONE________________________WORK PHONE_____________________________
CELL PHONE ____________________________________ 
EMAIL ADDRESS_________________________________
EMPLOYED BY__________________________________ ADDRESS______________________________________________________________________
SOCIAL SECURITY #(Last 4 Digits)_______________DRIVER’S LIC#____________________ 
SPOUSE’S NAME________________________________  
CELL PHONE___________________________________
OCCUPATION___________________________________________________________________  
               EMPLOYED BY_________________________________

ADDRESS______________________________________________________________________
CHILD PATIENT

MOTHER’S NAME______________________________
WORK PHONE____________________CELL PHONE__________________________
               EMAIL ADDRESS_______________________________________________________
OCCUPATION___________________________________
EMPLOYED BY__________________________________

ADDRESS______________________________________________________________________ 
FATHER’S NAME________________________________ 
WORK PHONE____________________ CELL PHONE_________________________ 

EMAIL ADDRESS________________________________

OCCUPATION___________________________________ 
EMPLOYED BY_________________________________________________________________
ADDRESS______________________________________________________________________ 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? ___________________________________               
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 SIGNATURE (IF MINOR)_______________________________ DATE_______________________________________

