William Richheimer, MD
Zachary Vest, MD

M I L E H I G H Bryce Brown, OD
A
: EYE I N S T [TUT E New Patient Registration Form

Patient Demographics Name: DOB: / /
Phone: Cell: Home: Work:
Address:
Email*: SSN#:
(*By checking here [] and providing your email address, you consent to contact via email; A detailed email policy is available for you.)
Preferred Contact Method: oPhone DEmail oPostal Preferred Phone: oCell oHome oWork
Marital Status: ©Single oMarried cWidowed Preferred language: cEnglish ©Other
Occupation Employer
Emergency Contact Phone Relation
Insurance Data Insured Name: DOB: / /
Insured SSN#: 1 Self o Spouse 0 Parent o Other: Phone:
Primary Ins. Carrier: Additional Ins. Carrier(s):
Consult Information Gender/Race Data* 0 Male © Female
Who may we thank for referring you? Race: Ethnicity:
o Doctor, oWhite/Caucasian DHispanic or Latino
0 Friend (specify) cNative American oNot Hispanic or Latino
o Website riNative Hawaiian / Pacific Islander COther:
r1 Other cBlack or African American oPrefer not to respond
r1Asian *In order to meet “Meaningful Use” criteria as set forth by
What is the primary reason for your visit today? [1Other: the Federal Government, we are required to obtain the

following information: race, ethnicity, preferred language,
OPrefer not to respond  gender, and date of birth.

Primarv Care Phvsician Name
Phone Address

S With my signature below, | hereby authorize all of my insurance companies to make payment directly to Mile
Insurance Authorization High Corneal Specialists, P.C. This assignment will remain in effect until revoked by me in writing. | understand

that | have primary financial responsibility for all charges whether or not paid by an insurance company. | authorize the release of any medical

information necessary to process these claims. Further, | acknowledge receipt of and agree to abide by Mile High Corneal Specialists’ Financial Policy.

Patient/Responsible Party Signature Date

| HEREBY AUTHORIZE Mile High Corneal Specialists, P.C. to examine and treat me, or the individual for whom | am
responsible.

Your eyes may be dilated during the course of an examination. If you do not feel comfortable driving after you have been dilated, please decline dilation
or allow time for the effect of the dilating drops to wear off.

Patient/Responsible Party Signature Date

Consent for Treatment

Notice of Privacy Practices | |hereby acknowledge | have been presented with a copy of Mile High Corneal specialists, P.C.’s Privacy Practices.

Patient/Authorized Representative of Patient Signature Date

Medi Pati After you are seen by the doctor, Mile High Corneal Specialists, P.C. will submit a completed insurance form to
edicare Patients Medicare. Their guidelines permit us to obtain a one-time signature that is valid for this and future visits to our
office. By signing below, the notation “SIGNATURE ON FILE” will appear in lieu of your signature on all Medicare forms submitted for you by our office.

Patient/Authorized Representative of Patient Signature Date
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Medical History Form

Patient Data

Patient Name:

DOB: / /

Are you using any eye drops? [0 No [ Yes If YES, please list:

Today's Date: / /

Date of Last Eye Exam: / /

Are you taking any other medications (including over-the-counter, vitamins, and herbs)? (] No (] Yes -

list:

If YES, please

Personal History

Drug Allergies? 1 None Known

If Yes, what?:

o Yes

Reaction:

Please V any major illnesses: [0 Asthma COHigh Blood Pressure 1 High Cholesterol [ Diabetes 1 Heart Attack

[J Migraines [ Stroke [ Cancer, Type:

[ Glaucoma [ Macular Degeneration [ Cataracts

Have you ever had surgery (including eye surgery)? (1 No [ Yes - If YES, type(s) and date(s)?:

Current Health Status
Eyes Respiratory Neurological
Poor Vision Congestion Headaches
Eye Pain Shortness of Breath Seizure
Redne.ss y Gastrointestinal Stroke .
Constitutional Paralysis
Upset Stomach .
Fever Blai Psychological
Chills AT Anxiety
Weight Loss/Gain Constipation Depression
ENT and Mouth Genitourinary <
Insomnia
Ear Ache Burning on urination .
Stuffy Nose . Endocrine
Urinary Frequency Diabetes
Dry'Mouth Incontinence i iti
Cardiovasciilar Thyroid Abnormalities
] Musculoskeletal
High/Low Blood :
Stiffness
Pressure .
Arthritis

Rapid Heart Beat

Please circle any of the following that you are currently experiencing:

Allergic/Immunologic

Food Allergies

Drug Allergies

Hay Fever

Skin

Persistent ltch

Skin Rash

For Females:

Pregnant

Breastfeeding

Other Medical Conditions:
Describe:

Immediate Family History
(Mother, Father, Sibling)

Please note which family members have had the following:

Blindness Diabetes
Cataract Hypertension
Glaucoma Heart Disease
Stroke Arthritis

Cancer? Type:

Social History

Does your vision limit any activities of daily living (driving, reading, sports,

work, etc.)? [ Yes [ No IfYES, explain:

Do you drink alcohol? [ Yes [ No If YES, how much?:

Do you use any street or recreational drugs? [] Yes [J No

Do you smoke? 11 Yes 11 No Have you ever smoked in the past? o1 Yes 11 No

If YES, how much?: per day For how many years?:




William Richheimer, MD

Zachary Vest, MD
Bryce Brown, OD
180 E Hampden Ave, Ste 200

Englewood, CO 80113

EYE INS I I I U I E 303.482.1300
www.milehigheyeinstitute.com

HIPAA Medical Information Release Form

./‘;’

Name: Date of Birth:

Release of Information

| authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may be released to:

[ ] Spouse
[ ] Children
[ ] Other

[1 Information not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages

Please call [] Home Phone []Work Phone [] Cell phone:

If unable to reach me:
[ ] you may leave a detailed message

[] please leave a message asking me to return your call

[]
Signature of Patient Date
Signature of Authorized Patient Representative Date

Mile High Eye Institute - 180 E Hampden Ave, Ste 200, Englewood, CO 80113 - 303.482.1300 - www.milehigheyeinstitute.com






