SEEMA J. ICE, M.D./ CARL K. SHIN, M.D.

OPHTHAI MOIL OGY & OPHTHAI MIC. SLIRGFRY

2141 MENTOR AVE
PAINESVILI F_OHIO 44077

(440)354-6900

PATIENT INFORMATION FORM
Welcome to our office. Please complete this form and return it to the receptionist so your chart can be prepare

DATE
PATIENT'S SOCIAL SEY AGE RIR
NAME SECURITY # M F /
STRFFT CITY STATF ZIP
ADDRESS PHONE #
OCCUPATION FMPIOYFR FMPI. OYFR ADDRFSS
NAMF OF SPOLISF FMPIOYFR
NAMF OF FATHFR FMPILOYFR

IF UNDER 18 YEARS OF

AGE OR A STUDENT NAMF OF MOTHFR FMPILOYFR

MAY WE LEAVE A MESSAGE ON YOUR ANSWERING MACHINE?[YES {ZINO | MAY WE LEAVE A MESSAGE WITH A FAMILY MEMBER? [C

NAME OF INSURANCE & POLICY NUMBER

AUTHORIZATION FOR MEDICARE OR OTHER INSURANCE CARRIER PAYMENTS TO CARL K. SHIN, M.D., INC.

I AUTHORIZE THE USE OF THIS FORM ON ALL MY INSURANCE SUBMISSIONS AND RELEASE OF INFORMATION TO ALL MY
INSURANCE COMPANIES. | AUTHORIZE MY DOCTOR TO ACT AS MY AGENT IN HELPING ME OBTAIN PAYMENT FROM MY INSURAN(

COMPANY AND DIRECT PAYMENT TO MY DOCTOR

SIGNATURE

DATE /

PAYMENT OF FEES IS THE RESPONSIBILITY OF PATIENT USUALLY DUE AT THE TIME OF
SERVICE, UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE

MEDICAL INFORMATION

WHO REFERRED YOU TO

EAMILY DOCTAOR'Q NAME

OUR OFFICE?
ARE YOU HERE BECAUSE OF AN EYE O.YES _[JNO DATE OF ONSFET ARE YOI HERE FOR A REGLII Al
INJURY? IF SO, DID IT OCCUR AT WORK? Ovee Ono / / CHECK-UP? O vES

IF YOU ARE HAVING PROBLEMS WITH
YOUR EYE(S) PLEASE DESCRIBE:

NO YOLI WFAR Gl ASSFS? O ves O NO

DATE OF YOUR DO YOLLLISE FYF DROPS
DO YOU WEAR CONTACT | ENSES? Oves Ono  |LASTEYE EXAM? JAmA ROUTINELY? 7 vpg
MEDICATIONS

PLEASE LIST

NAMES:

ARF YOLI ALL FRGIC TO ANY MEDICINE?2 Olyrs  OINO
IESO PIEASE|IST

nO Yol sMokrF2| O vyFs

MM NX/NALL LIANICT /IAD NINAX/NALLTVED LIAVIT . Atttz a1t =i am ammi

MNIN ANIN/ANIC INLNX/NALID CARALLN/ LI



UV TUU NMAVE (VN VIV TUU CVEN MNAVLE). (LHEUKALL THAT AFPFLY) VI ANTUNLC 1IN TUURN FAIVIILT M

YE L1 11 YES L1111 YES L1111
LI T1 r‘llr\‘lq LT T 11 M IN'[?IIIII
NIARFTFS CATARACT CATARACT
LI T [ [ IT T T [ L
ARTHRITIS Gl AUCOMA Gl ALUCOMA
HE NN [ (A III(]MI [ (| IIIqMI
THYROIN NDISFAS MACLII AR DFGF ATION MACLII AR DFGF ATION
LT T T T M [ LT 11 M mE.
SKIN DISFASF I AZY FYF | AZY FYF

| | LI 11 (| | L1 1 (| ol
HFART ATTACK CROSSFD FYF CROSSFD FYF

(| (| | (| LT T 1011 | mEEEN.
AINS/HIV COl OR Rl INDNFSS COl OR Rl INDNFSS

| | L1 11 | 0 LI T T 11 | mEEEE-.
STROKF FYF SIIRGFRY FYF SUIRGFRY

| | L1 11 (| | LI 111 (| ol
HFPATITIS FYFE INILRY NDIARFTES

(| (| HE NN | mE.
HIGH Rl 0ON PRFSSIIRF HG—HIRI") N PRFSSIIRF

]
OTHFR I | NFSSFS? THFR Il | NFSSFS?
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