Welcome to BCEC!
Who Are You?
Name: ___________________________________________________

DOB: ____/____/____

Age: _______

SSN: ____________________________________________________

Name You Go By: __________________________

About You:
Address: ________________________________________________________________________________________________
City: _________________________________
Phone: (

) ___________________________

Alternate Phone: (

State: _______________________
This is: Cell / Home / Work

) _____________________ This is: Cell / Home / Work

Sex: Male / Female / Other

Zip:____________________

Email: __________________________________

Marital Status: Single / Married / Divorced / Widowed / Other

I am Currently: Employed / Student / Retired / Disabled / Not Employed / Other
Occupation: ________________________________________

Employer / School: ____________________________________

Race: American Indian or Alaskan Native / Asian / African American / Hispanic / White ( Hispanic ) / White ( Not Hispanic or Latino )
Native Hawaiian / Other Pacific Islander / Other: _______________________

About Your Insurance:
Primary Medical Insurance: _____________________________________

Self / Spouse / Parent / Other

Secondary Medical Insurance: ___________________________________

Self / Spouse / Parent / Other

Vision Benefit Plan: ____________________________________________

Self / Spouse / Parent / Other

Contacting You:
Please select the way(s) in which you would like Blount County Eye Center to attempt to contact you for appointment reminders,
questions on your account, eyewear job status, etc. :

Phone / Email / Mail / Text

More About You Today:
How did you hear about us? ___________________________________________________________________________________
Primary Care Physician: ______________________________ Last Exam: _______________________
Preferred Pharmacy & Location: ____________________________________________________________________
Last Eye Exam: _________________________________________ Where? __________________________________________
Do you wear glasses? Yes / No

If so, are you happy with them? Yes / No

Are you wanting to shop our optical for glasses today? Yes / No
Do you wear contact lenses? Yes / No

If so, are you happy with them? Yes / No

Are you wanting to learn more about contact lenses today? Yes / No
Are you interested in: LASIK / Vision Therapy / Low Vision Services / CRT Lenses
Any other questions for your doctor today? _______________________________________________________________________

If all of the information listed is accurate, please sign below and thank you for choosing BCEC!
Signature: _________________________________________________

Date: ____/____/____

Eye & Health History
Name: ________________________________________________________
DOB: ____/____/____

ID#: ____________

Age: __________________

Today’s Visit:
Accompanied Today by: __________________________________ Relationship to Patient: _______________________________
Last Eye Exam: _________________________________ Where?: _____________________________________
Were you referred to BCEC today by another doctor?

Yes

No

Who?: __________________________________

Briefly describe why you are seeking an eye exam today?

Medication:
Please list all medications you are currently taking including all eye drops. Include any over-the-counter medications and / or supplements. Please indicate if you’ve provided a current list for today’s exam.
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Medication Allergies: ________________________________________________________________________________________
Other Allergies: _____________________________________________________________________________________________

Vitals:
Height: ____________ ft. ______________ inches

Weight: ________________ lbs.

Social History:
Smoking History:

No history of smoking
Current Smoker

Amount per day: ______________

Former smoker

Amount per day: ______________

Drug Use:

Yes

No

Drugs: _______________________________________________________________________

Alcohol Use:

Yes

No

Frequency: ___________________________________________________________________

Family Medical History:
Does a member of your family have or have they had any of the following conditions?
Please indicate who next to the appropriate condition.
Cancer: ___________________

Diabetes: ___________________

Cataracts: ___________________

Glaucoma: ___________________

Macular Degeneration: ___________________

High Blood Pressure: ___________________

Other: _______________________________________________________

Review of Systems:
Check any of the following conditions that apply to you: (

Constitution:
Cancer
Headache
Developmental Disabilities
Ear / Nose / Throat:
Sinus Condition
Hearing Loss
Dry Mouth
Laryngitis
Neurological:
Migraines
Epilepsy
Tumor
Stroke
Multiple Sclerosis
Cerebral Palsy
Autism Spectrum Disorder

List provided... )

Respiratory:
Bronchitis
Sleep Apnea
Asthma
Emphysema
Cigarette Smoker
Chronic Obstruction

Integumentary:
Rosacea
Shingles
Psoriasis
Eczema
Cold Sores
Endocrinology:
Type 1 Diabetes
Type 2 Diabetes
Thyroid Condition
Hormone Disorder

Gastrointestinal:
Colitis
Crohn’s Disease
Celiac Disease
Acid Reflux
Ulcer

Psychological:
ADD / ADHD
Depression
Anxiety
Bipolar Disorder

Gastrourinary:
Kidney Disease
Prostate Disease / Cancer
STD
Benign Prostate
Hypertrophy
Pregnant
Nursing
Herpes
Chlamydia

Cardiovascular:
Heart Disease
High Blood Pressure
Vascular Disease
Congestive Heart Failure

Musculoskeletal:
Fibromyalgia
Arthritis
Muscular Dystrophy
Gout

Blood Disorder:
Anemia
High Cholesterol
Large Volume Blood Loss
Ulcer
Allergic / Immunologic Conditions:
Lupus
Rheumatoid Arthritis
Sjogren’s Syndrome
Drug Allergies
Environmental Allergies

Other Medical Conditions: ______________________________________________________________________________________
Surgical History: _____________________________________________________________________________________________
If all of the information listed is accurate, please sign below and thank you for choosing BCEC!

Signature: _____________________________________________________

Date: ____/____/____

Practice Policy Agreement
Your Name: ______________________________________
ID#: _______________________DOB: _____/_____/_____

Account, Payment & Refund Policies
I understand that all fees for products and/or services not covered by insurance and co-pays are due at the time of service. I understand that
any balances not covered by my insurance will be my responsibility. Outstanding balances will be sent in statement form via USPS. Delinquent accounts will be turned over to collections when necessary, and I will be responsible for both my account balance as well as any fees
incurred on behalf of BCEC from the collections agency. Orders for eyewear products cannot be placed until payment is made. Professional
fees for exams cannot be refunded once performed. Product refunds over $25 must be processed and will be issued by check. In the event
of returned eyewear there may be frame and/or lens restocking & return fees. By signing below I acknowledge understanding and acceptance of these policies. Initials: _________

Authorization for Insurance Payments
We request your signature on file in the event the office files insurance for you. This clause applies to all insurance and vision benefit carriers.
This signature will serve as authorization for the lifetime of the patient for which it is on file. I request that payment of authorized carrier of
Medicare benefits be made either to me or on my behalf to Blount County Eye Center for any services furnished me by this/these doctors. I
authorize any holder of medical information about me to be released to the Centers for Medicare and Medicaid Services and its agents any
information needed to determine these benefits or the benefits payable for related services. Initials: _________

Notice of Privacy Practice Acknowledgement
I have had the opportunity to receive a copy of this practice’s Notice of Privacy Practices. The notice provides the uses and disclosures of my
protected health information that may be made by this practice, my individual rights, how I may exercise those rights, and the practice’s legal
duties with respect to my protected health information. I understand that the practice may change the terms of its Notice of Privacy Practices
and that any changes apply retroactively to information created while the current notice is in effect. I understand I can obtain this practice’s
current Notice of Privacy Practices upon request. Initials: _________

Vision vs. Medical Eye Health Exams
Both vision plans and medical insurances cannot be billed on the same date of service without risk of
denial and balances being transferred to patients. Our physicians will address the most pressing eye health issue and bill appropriately,
but this may require multiple visits to completely care for your eye health care needs. You will be informed when this is the case.
Initials: _________

Please Sign Here: __________________________________________________________________ Date: ____/____/____
Relationship to patient if guardian: ________________________________________________________________________

Retinal Health Evaluations at BCEC
One of the most important parts of today’s comprehensive eye exam is the examination of the inside part of your eye, the retina. A healthy
retina is critical to your vision and needs to be examined for such conditions as macular degeneration, glaucoma, retinal holes, retinal
detachments and complications from diabetes, high blood pressure and high cholesterol.

There are two methods for the BCEC Eye Doctors to properly evaluate your retina:

Dilation of the Pupil:
This traditional procedure allows your eye doctor a 3D evaluation of the retina using eye drops to
enlarge and stabilize your pupils. They then use a high powered microscope and magnifying
lenses to view inside of your eyes. The drops used will cause your vision to be blurred and
your eyes to be sensitive to lights/sunlight for 2-4 hours in most cases. Patients with
diabetes or retinal symptoms should be dilated on a yearly basis.

Eidon HD Retinal Imaging:
This technology offers an ultra-wide view of the retina and allows your eye doctor to instantly
evaluate your retinal health. In many cases in otherwise healthy patients, dilation is not required
if photos are evaluated. These digital images can be stored for future use in detection of subtle
retinal changes. They can also be sent to other physicians in the event that you ever require co-managed care.

* The most thorough retinal evaluation would be to have both procedures performed as they compliment each other in detecting sight
threatening conditions.

The eye doctors at BCEC highly recommend at least one of these tests to complete your comprehensive eye exam.
During my comprehensive eye exam today, I would like (please select one):

___ Dilation (Included in your exam)

___ Eidon HD Retinal Imaging (Additional $25 charge not covered by most insurances)

___ Neither Procedure. By choosing this option you agree to the following: I have chosen to have neither test performed against the
recommendation of the BCEC eye doctors. I will not hold the physicians or practice responsible for any disease or pathology that goes
undetected due to the lack of diagnostic information that could have been obtained through retinal imaging or dilation.

Signature: __________________________________________________________ Date: _____/_____/_________

