St. Luke Eye Institute


Ophthalmology:


Office Hours:

5311 West Ninth Ave.


John J. Alpar, M.D., P.A.

Monday - Friday

Amarillo, TX 79106



Optometry:



8:30 - 5:00 p.m.

(806)  359-3937



Andrew J. Alpar, O.D., F.A.A.O.








Candace E. Lipshy, O.D., F.A.A.O.







KyLeigh McKeever, O.D.

PATIENT INFORMATION:





DATE:_________________



Miss

NAME:
Mrs.  ________________________________________________________________________________________________


Ms.

Last


First

Middle Initial

Nickname



Mr.

________________
_______________     _______________________





      Pager Number                Cell Phone Number

E-mail address

HOME ADDRESS:
____________________________________________________________________       (_______)_________________




      Street/P.O. Box       
City
    State      Zip Code
    Home Phone #

SEX:     M �     F �    MARITAL STATUS:  �  Single,  �  Married,  �  Divorced,  �  Widowed   

BIRTHDATE:  __________/__________/_________
SOCIAL SECURITY #:  _____________________________________


                         Month    Day    Year
DRIVERS LICENSE #:  _________________________________  STATE OF LICENSE: ___________________________

RESPONSIBLE PARTY:  ____________________________________________________________

EMERGENCY CONTACT: ___________________________________________________________








Name




Phone #

REFERRED BY:  ____________________________________________________________________

EMPLOYER:  ______________________________________________________________________






Name



Address

WORK PHONE #: ___________________ Ext. _____    
OCCUPATION:  ____________________

GRADE (if student):  _________________

SCHOOL:  _______________________________

SPOUSE INFORMATION:  Spouse’s Name:  ____________________________________________


Spouse’s Employer:  ___________________________________________________________







Name



Address


Work Phone #:  _____________________ Ext. ______  Occupation:  ___________________

INSURANCE INFORMATION:  (Please give insurance card(s) to receptionist to copy)

PRIMARY INSURANCE CO.:  ________________________________________

SECONDARY INSURANCE CO.:  _____________________________________

CHECK ALL THAT APPLY TO YOU:
�  Medicare,     �  Medicaid,     


�  Vision Service Plan (VSP),     �  Vision Benefits of America (VBA)
PHARMACY:  Name: _________________________________
Phone: _____________________
[image: image1.jpg]€\ sT.LUKE



 

INSURANCE SIGNATURE ON FILE

I hereby authorize John J. Alpar, M.D. and/or Andrew J. Alpar, O.D. and/or Candace Lipshy, O.D. and/or Kyleigh McKeever, O.D. and/or 9th Avenue Optical. to release to my insurance carrier(s) such information as may be necessary for the completion of my doctor’s claim and I hereby release John J. Alpar, M.D. and/or Andrew J. Alpar, O.D. and/or Candace Lipshy, O.D and/or Kyleigh McKeever O.D. and/or 9th Avenue Optical. from any liability as a result of the release of such information for the purpose of obtaining reimbursement for the services rendered. I agree that, should the amount be insufficient to cover my entire expense or my disability be such that it is not covered by my contract, I will be responsible for payment of my entire bill. If my account is placed with collections, I will be responsible for up to 50% collection fee and taxes. I hereby authorize the named insurance carrier to pay directly to John J. Alpar, M.D. and/or Andrew J. Alpar, O.D. and/or Candace Lipshy, O.D. and/or Kyleigh McKeever O.D. and/or 9th Avenue Optical all benefits due me, if any, by reason of service described in the statements rendered and as provided for in the policy contract with aforementioned insurance carrier.

Patient or Guardian Signature 

Date
During the course of your examination, it might become necessary to dilate your pupils.  There are many conditions which cannot be diagnosed or which would be very difficult to diagnose or treat without a dilated pupil. 

1.) Dilating your pupil adds to the time you will have to spend in the office.  How much time will depend on how fast your pupil dilates.

2.) What kind of drug we use to dilate your pupil will depend on the condition of your eye.  Some drugs dilate the pupil more than others.

3.) How soon your pupil will go back to normal depends on many factors, including the coloring of your eye, as well as the drug used.  Normally the effect of the drug wears off in a few hours, but sometimes it may last one or even two days.

4.) When your pupil is dilated, your eye takes in more light, which can cause considerable glare (especially on a sunny day) and might make walking and driving more difficult.  Colored glasses usually cut down the glare.

5.) Some dilating drops also affect the vision by decreasing the eye’s ability to focus on different objects at different distances.  This, too, can affect your walking and your driving.

The safest and best course is to have somebody with you who can drive you home when your pupil is dilated. If this cannot be arranged, you need to bring some colored sunglasses with you, or we can supply you with some very inexpensive colored lenses, which, of course, you can keep and wear even after the dilation is resolved.

Check one:

     Yes, it is okay to dilate my eyes today.

      I decline dilation today.

______________________________       ____________________

Patient Signature                                        Date

______________________________

Witness

Please continue on back of sheet if more space is needed.

EYE HEALTH HISTORY:

What problem(s) are you having with your eyes?  _________________________________________

____________________________________________________________________________________

Date of last eye exam:  __________   Name of last eye doctor: ______________ City: ____________

Are you being examined today for:

�  GLASSES?      � CONTACT LENSES?

Have you ever worn:  GLASSES?
�  Yes,     �  No
CONTACT LENSES?    �  Yes,     �  No

Check ALL that apply:
                  To YOU

To Family Members (blood relatives)


GLAUCOMA


�


�


LAZY EYE



�


�


CROSSED EYE


�


�


RETINAL PROBLEMS

�


�


CATARACT



�


�


MACULAR DEGENERATION
�


�


EYE SURGERY


�


�


EYE INJURY


�


�


OTHER



�


�



Explain:  _______________________________________________________________

MEDICAL HEALTH HISTORY:

Primary/Family Doctor:  ______________________________________________________________







Name




City

Date of Last Physical Examination:  ____________________________________________________

List and Date of Any Surgeries: ________________________________________________________

____________________________________________________________________________________

Are you pregnant?     �   Yes,     �  No  

If Yes, Due Date:  __________________________

Children:
Name:
  _______________________
Age:   
_______




  _______________________

_______




  _______________________

_______




  _______________________

_______

List any medications you are taking:  ___________________________________________________

___________________________________________________________________________________

List any medications you are allergic to:  ________________________________________________

____________________________________________________________________________________

Check ALL that apply:

      To YOU

To Family Members (blood relatives)


DIABETES



�


�


HIGH BLOOD PRESSURE
�


�


HEART DISEASE


�


�


CANCER



�


�


OTHER



�


�



Explain:  _______________________________________________________________

List your hobbies or recreational activities:  ______________________________________________

____________________________________________________________________________________
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