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JUNE CHUN, O.D.

4390 MISSION STREET
SAN FRANCISCO. CALIFORNIA 94112
TELEPHONE: 415-3%3-4966

Patient’s Information Record

LAST NAME FIRST

CITY

PHONE (RESIDENCE)

PHONE (BUSINESS)

Z1P CODE

MIDDLE

CELL PHONE

E-MAIL

DATE OF BIRTH

AGE SOC. SEC. NO.

REFERRED BY.

SPOUSE

OCCUPATION

EMPLOYER

BUSINESS ADDRESS

INSURANCE PLAN: O vsp O MEDICAL [0 OTHER

OFFICE ACCOUNTING POLICY: Unless previous arrangements have been made. payment is cxpecl_ed at the time service is rendered. One
half down on frame and lenses ordered. and the balance on dispensing. Cash. checks. credit cards. and insurance plans accepted.

I. the undersigned. have read and fully understand the conditions and agree to the above terms.

SIGNATURE

DATE

INSURANCE SIGNATURE ON FILE

L cerufy that the information given by me in applying for insurance
and/or Medicare payment is true and correcl. | authorize my doclor
10 uci as my agent in helping me obtain payment of my inswance
und/or Medicare benefits, and | suthorize paymen! of lhese
benelits directly o Dr. June Chun, Optometrist on my behalf for
any services and matenals fumished. | authorize any holder of
medical information about me to release o the Health Care
Fmanu_ng Administation and its agents any information needed to
determine these benefits payable to related services. I | have other
heaith insurance coverage (as indicated in Item 9 of the HCFA-
1300 claim form or electronically submitted claim), my signature
authonzes release of the above medical information to the insurer
o;oagcnuy shown, and suthorizes my doctor 1o acl as my agent, os
above,

Lifetime Patient Signature Date

Acknowledgement of Receipt

Acknowledge that | received a copy of JUNE CHUN, 0.D., 4390 Mission St., San Francisco, CA 94112

Notice of Privacy Practices. Date

Patient name

Signature




Medical History Questionnaire

Name: Today’s Date:

Address: : Phone: =
Work Phone:

Guardian (If Applicable): - : i Occupation:

Email: Preferred Language:

Birth Date: Social Securify #: Race/Ethnicity:

Gender: Date of Last Eye Exam: Date of Last Medical Exam:

Name of Medical Doctor: b Dr.’s Phone:

Medical History

Do you have any allergies to medications? @Ono (Oyes If{ies, explain:

List any medications you take (including oral contraceptives, aspirin, over the counter medications and home remedies):

List all major injuries, surgeries and/or hospitalizations you have had:

Check any of the following that you have had: I crossedeyes (3 lazyeye (Jdroopingeyelid (3 prominent eyes
' O Glaucoma O retinal disease Jcataracts [Jeyeinfections [ eye injury

Are you pregnant or nursing? O no Dyes

Do you wear glasses? Ono O vyes If yes, how old is your present pair of lenses?
Do you wear contact lenses? [Fno Ovyes If yes, how old is your present pair of lenses?
Type of contactlenses: (I Rigid (JSoft [ Extended Wear [JOther Are they comfortable? [Jyes DOno

Family History: note any family history {parents, grandparents, siblings, children; living or deceased) for the following conditions.

Disease/Condition No Yes ? Relationship To You: Disease/Condition No Yes ? Relationship To You
Blindness.....ccceeeveeenen b ) : Gancer. Lo n o i
Cataract i.....c.csisminnes o . Diabetes.....c.coeueucne i e
Crossed EYes....co........ g .00 Heart Disease............ sl s )
Glaucoma....cceeeenpenens B s High Blood Pressure..0 O O
Macular Kidney Disease .......... £ TEVE )
DEgeneration v s s bapuS s s
Reg_n;:si:?;?fffim ao0o Thyroid Disease......... E1 EVEEl
ATRFILIS ..ccoeeeces e g 90 Lher

% Please Turn This Form Over & Complete Side Two *




Social History: This information is kept strictly confidential. You may discuss this portion directly with the doctor if you prefer.

{1 Yes, | would prefer to discuss my Social History information directly with my doctor. (Check box)

Doyoudrive? [Ino (Jyes Ifyes, do you have visual difficulty when driving? Ono Ovyes If yes, please describe:
Do you use tobacco produgs? Ono (lyes Ifyes, type/amount/how long:

Do you drink alcohol? Ono (lyes If yes, type/amount/how long: -
Do you use illegal drugs? Ono Ovyes Ifyes, type/amount/how long:

Have you ever been exposed to or infected with: (3 Gonorrhea ) Hepatitis O HIV 3 Syphilis

Review of Systems: Do you currently, or have you ever had any problems in the following areas?

System NO YES ? System NO YES ?
Constitutional 5 : Ears, Nose, Mouth, Throat
Fever, Weight Loss/Gain ............. O 0. 0 Allergies/Hay FeVer.........ccoeecuene. 0 O ]
integumentary (SKin) ......ccceeveecnee =) 0 0 Sinus CONBEStioN ...ccveruerenerescosnuss a 0 a
_ Neurological Runny NOSE..covuvurnene sesssessesssasies BecaiB a0
HEadaEhes. .o iocsisivne: 2 O o R A Post-Nasal Drip wcooeeeerseinsminsianses g 8.0
MIETRIRES (oo iveitiressibininne g a.n Chronic COUEN..cveeceenreenncannes e
ST e e e sl ' S G Dry Throat/Mouth........coceeuenees. . 8.0
Eyes Respiratory
LOSS OF ViSIOM vmererersersovanossnsorens 0 0 n) AR s et deneasrees =] O O
BIUFTEd VISION...vvvsssnensessaremseseconss e Chronic BronChitis .........coususenesens B alS e
Distorted Vision/Halos .....ccoveeuses [ e - e \Emphysema ................................. 0O 0 0
L0SS Of Side VISION .uusrenerseresseensens o (S Vascular / Cardiovascular
Double ViSION .oeeeveeeereessienionsnes O3 0 0 DIADEEES -l et esssivsintas a m] |
DIVHCSE o S 1 - 0 Heart Pain . n i sneii e i O a a
Mucous DiSCharge........ouewseuseueees = SR i ek = High Blood Pressure.............c..... B Bl e
ROBNESE: o ity e piteas B E e Vascular DiSease ........cowusssvssenne o o 8
Sandy or Gritty Feeling................ 5 Eead e B Gastrointestinal
REling = e el 0 O 0 DRI B Al sty s etk s s a a a
Burning.....- O 0 O CONSHIPAtioN . it ccsissesssornansensens in 0 m]
Foreign Body Sensation.........cew.. B aeiE o Genitourinary
Excess Tearing/Watering ............ 30 S o L | Genitals/Kidney/Bladder............. o SRR S
Glare/Light SENSHIVItY .......ocveeeees (el Bones / Joints / Muscles
Eye Pain OF SOTENESS .useesssemssnses 0 Tl m) Rheumatoid Arthritis .....c.cveeeeneres a m O
Chronic Infection, Eyeorlid......0 O O Muscle Pain <8l B e
Sties or Chalazion ..c...ueesescsencsisee m e B o 8 ek =t
Flashes/Floaters in Vision ........... 2 [l o Lymphatic / Hematologic
ThedEges S a a 0 i e A Ao Lo o O a a
Endocrine Bleeding Problems .....oceeeeeninnnecs O a a
Thyroid/Other Glands ..........ceuvee. 0 0 0 Allergic / Immunologic........cc.cceee.. a O a
PSYChIAtIIC .o.ovccne e seveiaisastaseatinass i} 0 O

If you answered YES to any of the above or have a condition not listed, please explain and list medications:

Doctor’s Signature Date
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