
PATIENT INFORMATION 

Date: 
~-------

KRIST AN SPARKS 0.0. 

NATHAN KOHLER 0.0. 

PatientLegal Name: 
GIVE PATIENTS NAME A~S;;-I;;;T~A;-;P;;;P:;;E-;-AR;;-S;;-O;:;N=IN:;;S;;::U;;;RA:-;-;;;N;:;CE=c-;-A;;-RD;;---AL-;-;-;L;-cR;;-E;:;:C;:;:O::-;RD=s;-;w:;-;I;:;L-;-L--;Ac;P;;oPE;;-A:-;R;;-U:;-;N;;D;o;E;;;R;;-T:;;;HA;;-;-;T;;;-N;;A-;-M;;-;;;E-;O;:;N:::L-;-Y;--

Sex:· Male Female Marital Status: Single Mitrried Divorced Widowed 

Address:-~---~~-----~-- City: ______ State: ___ Zip: ___ _ 

Billing address (if different than above): ________________________ _ 

Phone: Ceii __________ Home __________ Workc__ ________ _ 

Preferred Method of Contact: Cell Home Work 

Patient's Data: If Married: 

Patient's Date of Birth: Spouse Name: ---------------
Patient's SS#: Spouse Date of Birth:------------

Patient's Employer: Spouse SS#: ----------------

Occupation: Spouse Employer:--------------

Ifminor,nameofParen~: _____________________________________ ___ 

Name of Person Responsible for this account if other than patient ________________ _ 

Payment Information: 

___ Private Pay 
___ Vision Insurance 

Medica! Insurance ---
Primary:-:-::------------------
Member's Name:-:----------------
Member's Unique I.D.: ---------------
Group Number:-----------------

Reason for To day's Exam _____________________________ __ 

Date of Last Vision Exam ____________ Dr.: ---------------------

Date of Last Medical Exam ____________ Dr..: -----------------------------

Please list any medications you are currently taking and for which condition: 
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Do you or anyone in your immediate family (Parents, grandparents, siblings, children) have any of the 
following: 
(Please circle and INCLUDE whom has/had the condition.) 
Autism High Blood Pressure Blindness 
Caocer Stroke Cataracts 
Diabetes Glaucoma Keratoconus 
Heart Condition Thyroid Condition 

Do any of the following conditions apply to you? 
ADD/ADHD Cornea Traosplaot Head Injury 
Anxiety Drug allergies Seasonal Allergies 
Asthma Frequent Headaches Pregnaocy 

Have you ever had any of the following conditions involving eyes? 

Macular Degeneration 
Turned out "Lazy" eye 
Vision related learning Disability 

Sinus Trouble 

(Please circle all that apply) 
Double Vision Eyes itch/bum/water Light Sensitivity 

Poor Distaoce vision Eye infections/Disease Flashes of light 
Eye Injury Floaters in Vision Poor Near vision 

Severe pain/eyestrain 
Temporary vision loss. 
Vision Therapy 

What hobbies or sports do you enjoy?---------------------

Do you work at a computer? NO YES Hours per day (average) ___ _ 

Do you currently wear glasses? NO YES . Reading/Distaoce/Sunglasses/Computer/ Progressive 
(Please circle all that apply) 

Do you currently wear contacts? NO YES Soft/Disposable/ Hard/ Non Disposable 
(Please Circle) 

0 I authorize the release of my medical aodlor other information pertaining to my (or minor child's) care by Dr. 
Kristao Sparks or Dr. Nathao Kohler. 

***We are in compliaoce with Protected Health information, if you would like to see the disclosure form, please 
request a copy. Please sign your acknowledgements ofthis form.*** 

YEARLY UPDATE 
Printed Name Relationship 

Initial/Date ·----
Initial/Date 
Initial/Date ___ _ 

Initial/Date ____ _ 
Date Initial/Date ----Signature 

Please check the reason you chose us for your vision care 

Previous Patient:.,----------- Mailer: ------:-----School Referral: ______ _ 
Physiciao Referral: QuestDex: Newspaper: ---------
Family Referral: Yellow Book: Other: -----------Page2 


