Welcome to Our Office
For faster service, please complete the following form p r i o r t o arriving at our office.

Appointment Date
Patient’s Name (please print)

M or F (circle one)

If a Child, Parent’s Name
Street Address
City

State

Zip Code

Preferred Phone (circle one) Cell / Home / Work

Cell Phone

Home Phone

Work Phone

E-mail Address
Birth Date
Employer

Occupation

Spouse’s Employer
Vision Insurance Carrier

Policy #

Primary on plan (circle one) self / parent / spouse or domestic partner
Name

DOB

Medical Insurance Carrier

Policy #

Primary on plan (circle one) self / parent / spouse or domestic partner
Name

DOB

Secondary Insurance Carrier(s)

How did you find out about our office?
If internet, what site or search engine?

I authorize the release of any medical information necessary to provide the most beneficial
and complete visual examination. I understand that I am financially responsible for all charges
whether or not paid by insurance. Payment is due at the time services are rendered.

Signature

Date

PATIENT HISTORY QUESTIONNAIRE
PATIENT HISTORY QUESTIONNAIRE
Today’s Date:

IMPORTANT: This questionnaire is to be reviewed at each appointment. Please answer all questions.
Last Name
Date of birth
Date of Last Eye Exam

First Name
Dilated? Yes / No

MI

Date of Last Physical Exam___________________

If patient is a minor, your name_________________________________________________

Personal Medical Information
What is your general health?
Are you pregnant or lactating? _____________
Do you have problems with any of these systems? (Please circle yes or no.)
Gastrointestinal
Yes/No
Nervous
Yes/No
Endocrine (glands)
Ears/Nose/Throat
Yes/No
Urinary
Yes/No
Blood/Lymph
Allergic/Immunologic
Cardiovascular
Yes/No
Muscles/Bones
Yes/No
Respiratory
Yes/No
Integumentary (skin) Yes/No
Headaches
High Blood Pressure Yes/No
Eyes
Yes/No
Mental
Please explain
Diabetes Yes/No
Type
Date of diagnosis
Allergies to Medication
Yes/No Which?
Reactions?
Other health probems
Current medication(s)
Have you had any operations? Yes/No Kind?
When?
Name of family doctor
Phone____________________

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No

Family History
High blood pressure Yes/No
Diabetes
Yes/No
Glaucoma
Yes/No

Relation
Relation
Relation

Macular degeneration
Retinal detachment
Cataracts

Yes/No
Yes/No
Yes/No

Relation
Relation
Relation

Personal Eye Information
Do you have any eye conditions or problems? Yes/No What kind?
Have you had any eye operations?
Yes/No Type
Have you had an eye injury?
Yes/No Kind
Do you have glaucoma?
Yes/No
Cataracts?
Macular degeneration?
Yes/No
Retinal detachment?
Do you wear glasses?
Yes/No
Contact lenses?
Additional information
Reviewed by _____________________________
Reviewed by _____________________________

No Changes
No Changes

Date
Date
Yes/No
Yes/No
Yes/No

Dry eyes?
Blurred vision?
Type

Changes noted & initialed
Changes noted & initialed

Yes/No
Yes/No

Date ____________
Date ____________09/12

Jackman Optometry Office Policy
1. There will be a charge for all missed appointments not canceled within 24 hours.
2. We do require full payment at time of service. Our office accepts Cash, Check, Debit,
Visa, Mastercard, Discover, American Express, and CareCredit.
3. There is a No Refund & No Exchange policy on all frames, with certain exceptions.
4. A $30.00 charge will be assessed for all RETURNED/NSF checks.
5. Frame adjustments for glasses are free of charge.
6. In order to utilize your insurance, you must be eligible at time of service.
7. Prescription re-checks within 60 days of exam date will be at no charge. Any re-checks
more than 60 days after the date of the exam, but not more than 11 months, will be
charged at $45 per visit.
8. All contact lens follow-up visits within 60 days of contact lens exam date will be at no
charge. However, any follow-up visits after 60 days, but not more than 11 months, from
the date of the contact lens exam date will be charged at $45 per office visit. Certain
visits, such as for eye pain, allergy, or infection may be covered by your medical
insurance
By signing below, you are acknowledging and accepting our office policies. If you have
any questions regarding this form, then please speak with one of our associates before
signing. Thank you.
Signature ________________________________

Date _______________________

PRIVACY ACT ACKNOWLEDGEMENT
(Please read the attached Privacy Policy)
I acknowledge that I was informed of the Notice of Privacy Practices for Jackman
Optometry. Furthermore, by signing below, I am confirming that I have read and
understood the privacy act.
Signature ________________________________

Date _______________________

ATTENTION PATIENTS:
Retinal Screening Now Available!

Take a picture of the inside of your eye
We are excited to announce that we have
incorporated a new, highly sophisticated
computerized Digital Retinal Imaging
Photography Camera system into our
practice to perform retinal screenings.
Because of the high level of sensitivity of
this device, it can help us better detect
“early” disease such as Glaucoma,
Diabetic
Retinopathy,
Hypertension,
Macular Degeneration, Tumors and other
retinal problems.
Even for the young and older patients,
this photography device can help us
establish a base line photo which we can
then use to compare to your subsequent
photos in the future to detect changes in
your retina.
Jackman Optometry

•

We recommend that all of our patients
receive this evaluation. It is especially
important for those patients that have a
history of glaucoma, macular degeneration,
diabetes, high blood pressure, migraine
headaches, floaters or flashes of light, a
strong eye glass prescription or have
immediate family members who suffer from
glaucoma, diabetes or macular degeneration.
This state of the art photography session
requires an additional 3 to 5 minutes of your
time and there is an additional $45 fee. We
can do this test even if you do not have your
eyes dilated today.

290 w. Town & Country Rd, Bldg F
YOURSITE.COM

•

Orange, CA 92868

•

(714) 543-2022

•

AGE RELATED MACULAR DEGENERATION RISK FACTORS
& VISUAL PERFORMANCE ASSESSMENT
Patient Name:
DOB:

Age:

Exam Date:

AMD Risk Factors

Age-Related Macular Degeneration (AMD) is a leading
cause of vision loss in adults. Its effects may be
permanent and irreversible, and only in some cases
effectively treated. When detected early, AMD is best
managed thru life style changes, improved nutrition, and
careful monitoring by your doctor. We also conduct the
®
QuantifEye exam, a light response test, to determine
your baseline macular pigment optical density (MPOD), an
important AMD risk factor. We screen all patients 21
years and older and track changes over time.

(Please check all that apply)

 Family History of Macular Degeneration
 Smoker (current or prior)
 Diabetes
 Cardiovascular Disease
 Light colored eyes
 Cataracts or cataract surgery
 < 6 servings of fruits & vegetables per day
 < 1 serving of cold water fish per week

Visual Performance Challenges may be related to low
MPOD. Zeaxanthin and lutein supplementation has been
scientifically demonstrated to improve MPOD and visual
performance such as improved night driving, diminished
glare discomfort, less visual fatigue, less sensitivity to
bright light, improved near and distant vision, and better
contrast enhancement. We recommend EyePromise
supplements as they are science-based, proven, and
contain the highest level of dietary zeaxanthin and other
ingredients crucial for healthy vision.
Insurance does not cover the MPOD exam however we
consider it important. The cost is minimal and the exam
provides important information about your risk of AMD and
lets us know if low MPOD is a cause of any visual
performance deficits you may be experiencing.

Accept Exam

Discuss with Doctor

Visual Performance Challenges
(Please check all that apply)

For Office Use

 Visual difficulty in low light environments
 Night driving difficulty
 Discomfort due to glare, night or day
 Sensitivity to bright light
 Difficulty seeing objects against their
background (poor contrast sensitivity)

 Difficulty seeing close or distant objects
 Visual fatigue
 Blind spots in your vision

Patient Risk Determination
# of AMD Risk Factors_______
# of Visual Performance Factors______
MPOD Score __________



L/R



< .45

> .45

Lower
Range

Higher
Range

RAF EYEQ 1111

Directions to our office
Our complex is directly across the street from the Eastbound 22 Fwy Main St. off ramp.
We are in Building "F" (the middle building) in the back (South) part of the office
complex, on the first floor. Our office faces west.
You can park right in front of our office if you enter the complex from either Lawson or
Parker, or drive around to the back.
Jackman Optometry
890 W. Town & Country Road
Orange, CA 92868
(714) 543-2022
Directions from points East (Orange, Villa Park, Anaheim Hills):
Take the 22 Freeway West, Exit Main St. and turn right onto La Veta (at the end of
the off ramp). Proceed two blocks and turn right on Parker. Cross over Town and
Country Rd. and turn right into the second driveway (at the Welcome to Santa Ana
sign). Pass the first two buildings on your right (the back wall of the complex should be
on your left)and park . We are in the second building (building "F") facing the third one.
We are on the first floor.
Directions from points West and North (Anaheim, Garden Grove, Fountain
Valley, Placentia, Fullerton, Yorba Linda):
Take the 22 Freeway East, Exit Main St. and stay in the center lane (or else you will
have to turn left or right), cross over Town and Country Rd. Look for the second
driveway on the left and turn left. Pass the first building on your left (the back wall
of the complex should be on your right) and then park. Our office is in the second
building, facing the first building. We are on the first floor.
Directions from points South (Santa Ana, Tustin, Irvine, Newport Beach):
Take the 5 Freeway North, Exit Main St. and turn right onto Main St. Turn right at
the second light, Memory Lane. Turn left at the second light, Lawson
Way/Santiago Park. Turn right into the third driveway you come to. If you miss the
driveway, turn into the next one--just before Town & Country Rd-- and go around to the
back of the complex toward the first driveway). Pass the first building on your left, (the
back wall of the complex should be on your right) and park. Our office is in the second
building, facing the first building. We are on the first floor.

About Your Insurance
There are two types of health insurance that will help pay for your eye care services
and products. You may have both and our practice accepts both:
1. Vision care plans (such as VSP and EyeMed)
2. Medical insurance (such as Blue Cross/Blue Shield and Medicare).










Vision care plans only cover routine vision exams along with eyeglasses and
contact lenses. Vision plans only cover a basic screening for eye disease. They
do not cover diagnosis, management or treatment of eye diseases.
Medical insurance must be used if you have any eye health problem or
systemic health problem that has ocular complications. Your doctor will
determine if these conditions apply to you, but some are determined by your
case history.
If you have both types of insurance plans it may be necessary for us to bill
some services to one plan and other services to the other. We will use
coordination of benefits to do this properly and to minimize your out-of-pocket
expense.
We will bill your insurance plan for services if we are a participating provider
for that plan. We will try to obtain advanced authorization of your insurance
benefits so we can tell you what is covered.
If some fees are not paid by your plan, we will bill you for any unpaid
deductibles, co-pays or non-covered services as allowed by the
insurance contract.

I have read and agree with these policies.
_______________________________________________ ____________________
Patient signature (parent if child)
Please provide your insurance cards to our staff member.

Date

