WELCOME T0 OUR OFFICE

Joanne Gronquist, O.D., F.A.A.O. Tem Gronquist, O.D.

Name (Mr. Mrs. Miss Ms. Dr.)

Street
City State Zip
Tel (H) (W)

Email address

Employer (or School)

Occupation (or grade)

Referred by

Family members who are patients of Dr. Gronquist

Today’s Date
Birth Date Age

Social Security #

Spouse’s (or parents’) Name

Person responsible for account

Address if different

Emergency contact

Date of last eye exam by Doctor
Have you ever had your eyes dilated? Y
Would it be convenient to dilate today? Y

Do you wear glasses? Y N
Ageofglasses
Do you wear contact lenses? Y N
Type/Brand
Care system
MEDICAL HISTORY
Allergies (Please list) Yes No
Major Surgeries/Hospitalizations (Please list)
Arthritis Yes No
Cancer Yes No
Diabetes Yes No
Heart Disease Yes No
High Blood Pressure Yes No
Sinus condition Yes No
Eye Infections Yes No
Eye Diseases Yes No
Eye Injury Yes No
Eye Surgery Yes No
Retinal Conditions Yes No
Lazy Eye Yes No
Cataracts Yes No
Glaucoma Yes No
Regular exercise Yes No
Other
Primary Care Physician

Reason for today’s visit:

Interested in:

O Contact Lenses O Glasses/Sunglasses
O LASIK O Vision Therapy

O Low Vision Aids

FAMILY HISTORY
Relationship
Blindness Yes No
Cataract Yes No
Crossed Eyes Yes No
Glaucoma Yes No
Macular Degeneration Yes No
Retinal Conditions Yes No
Arthritis Yes No
Cancer Yes No
Diabetes Yes No
Heart Disease Yes No
High Blood Pressure Yes No
Kidney Disease Yes No
Lupus Yes No
Thyroid Disease Yes No

Other

CURRENT MEDICATIONS (Rx and Over the Counter)
Name of Medication

Antihistamines Yes No
Blood Pressure Yes No
Heart Pills Yes No
Insulin Yes No
Oral Contraceptives Yes No
Eye Drops Yes No

Other Yes No




CREDIT POLICY

Our credit policy is designed to hold down costs without having to sacrifice the quality of our
care. Please read this policy carefully. If you have any concerns or questions, we will be
happy to discuss them with you.

1. PAYMENT — Payment is expected at the time services are received unless
specific credit arrangements are made in advance.

2. BILLING — We will bill for patients who have VSP and Medicare. The patient is
responsible for any co-pays, deductibles and non-covered charges. Please ask our
office manager regarding coverage with other insurance companies.

3. INSURANCE CLAIMS — Our statements are designed to simplify processing of
insurance claims. You are required to pay your account balance and your
insurance carrier may reimburse all or a portion of your balance. Please inquire
with your insurance carrier as to the amount of reimbursement.

4, DELINQUENT ACCOUNTS — Accounts over 30 days will be subject to a
monthly finance charge of 1.5% (18% a.p.r.) added to the balance of your
account. Accounts over 90 days old are considered delinquent and will be subject
to legal collection procedures.

5. PAYMENT METHODS — We accept cash, checks, Visa and Mastercard.
Returned checks are subject to a $15.00 service fee plus the amount of the
returned check.

I guarantee payment to Dr. Gronquist for services and materials provided. I further agree, in
the event of non-payment, to bear the cost of collection and/or court costs and reasonable
legal fees should they be required. I also understand that payment is due at the time of the
examination or at the time of dispensing the materials. There is an annual finance charge of
18% added to all past due accounts.

Method of Payment:
_ Cash/Check/Credit Card Medicare #

_ Vision Insurance _ Medical Insurance

Signature of person responsible for payment Date



