OF CALIFORNIA su

A LICENSED VISIGN HEALTH CARE SERVICE PLAN
APPLICATION/MEMBER INFQRMATICON - Please Gomiplete at Each Annuat Examination (Please Prini)
Last Name First Name Sex
LW EF

Birthdate Age

Home Address City State Zip

We uss phona calls fo remind patisnis of Iheir app 1
Homa Work Cell (cirde optior) Wa witf 1t tho phona number you provids and the calt may bs va or

Preferred Telephone Number { )
Secondary Telephone Number{ ) Home Work Cell (cird option)  prevecorded.

Language Preference: English [] SpanishD ChlneseD Vietnamese[] Glher
Do you need assistanca from an interpreter? D Yes [INo

Race: L1 White [J African American [ Hispanic  [J Aslan/Pacific Islander L1 Other

Employer Name Employer Address City State

Your Occupation Email Address

Will you be using any vision benefits of programs? 3 Mo [ Yes

if yes, pleasa filf in the information below.

Vislon Plan Name

Member 1D #

Insured’s Nama

Patlent’s Relationship lo Insured

| HEALTH INFORMATION

Watitd oui ke to bie bilied for vour services today throiigh the LENSCRAFTERS sccaunt? £ ]Yes (] No
* Hote to Technlclan: i yas, pleass fill out LENSCRAFTERS account application,

‘Wa will file an Insurance ¢lalm for any plan under whlch wa arg prmriders. If you ha\m a Questlon about whlch plans for which we are provldm, please ask the reoapﬁonls!.
‘Paymenit Is expacted at time of freatment. :

Are you Interested in looking at eyeglasses at LensCrafters today?

1. Do you have? (please check all that apply}

(3 eyestrain (1 pain O double vision
{J dry eyes £ Itchy eyes 3 blurred vislon with glasses or contacts
{} floaters {1 ftashes of light {1 savere or fraquent headaches

[} fraquent neck and shoulder pain

2. Name of your primary physician: Date of last physical: HMG Membar? (3 No [ Yes
3. Age of present glasses: Date of fast eye exam:
4, Have you been examined at EYEXAM of California bafore? CiNo [Yes  Which Office:
5. Have your ayes baen dilated before? CdNo [lYes When;
6. Have you had retinal Images taken before? CONo [Yes When:
7. Do you or any blood relatives (grandparents, parents, brothers, sisters, children) have? (please check all that apply)
Self  Blood Relative Self  Blood Relative Self  Blood Relative
retinal discase/other [ O diabetes | | asthma 1 |
ARMD [} 0 high cholesterol 0 O lung disease [ O
cataracts (] (] high blood pressure [ A heart dissase (] O
glaucoma (I ] thyrold problems O (W]
8, Are you pregnant? {if applicable) [(OKo [OYes  Are you nursing? [ONo [3Yes
8. Do you smoke? CONo [Yes Do you drink alcohal? CINe [JYes
10. Are you being treated for any medical condition? CINo (JYes Please List
11. Are you taking any medications? CiNo [Yes Please List
12. Are you allergic to any medication including eye drops? f1No {JYss Plaasa List
13. Bo you have or have you ever had any eye diseass, Injury or surgery? CONo [ VYes
if yes please explain:

VERIFIGATION

The Informalion that | have provided 2o
accurate and ‘complete ‘1o "the ‘bast ‘of

knowﬂadla. I acknowled that -
received 0&) \ of Californtaj
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