Welcome to our Office!
Please fill out this form so that we may update your records. All information will be kept confidential.
Today’s Date: __________________________    Date of Birth: ____________________  Age: ______
Name: First___________________________ Init._____ Last___________________________________
Gender: ( Male  (  Female    Marital Status: ______________________  SSN# ____________________
Address: Street______________________________________________________ Apt# _____________

 City_____________________________________________ State___________ Zip_________________
Phone: Home _______________________Work ____________________Cell _____________________
Preferred:    ( Home ( Work ( Cell        Can we text you with updates and reminders? ( Yes ( No
Please enter Email Address below:                         Strictly for office use. Your address is NEVER shared.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Parent/Guardian Information for Minors

	Name:_________________________________________________ Date of Birth:__________________________


Insurance Information

Vision Insurance: ________________________________ Insurance ID# ________________________  

Subscriber’s Name: First ______________________________ Last _____________________________ 
Subscriber’s SSN ________________________________ Subscriber’s DOB: ____________________
Health History – past or present
Any questions left blank will be considered not applicable.
	Self / Relative

(    ( Diabetes

(    ( High BP              

(    ( Heart disease       

(    (Thyroid disease   

(    ( Cancer

(    ( Blindness

(    ( Crossed eyes       

(    ( Glaucoma

(    ( Cataracts

(    ( Macular degen

(    ( Retinal disease    

(    (  HIV/AIDs
Other ___________
	Eyes    
(   Routine Eye Exam
(   Blurred vision   

(   Double vision   

(   Headaches

(   Light sensitivity   

(   Eye Pain/Soreness                  

(   Discharge                               

(   Itching/Burning                      

(   Flashes/Floaters                     

(   Prominent Eyes

(   Eye Injury/Surgery

(list)_______________                     

Other ______________
	Respiratory

( Asthma                                   

( Chronic Bronchitis                

( Emphysema                            

Musculoskeletal

( Arthritis                                 

( Muscle Pain                           

( Joint Pain                               

Constitutional                                  ( Fever                                      

( Weight Loss/Gain

Genito-urninary

( Genitals

( Kidney/Bladder
	Neurological

( Migraines                                 

( Seizures  

Integumentary-Skin
( Rosacea                                 

( Acne      
Gastrointestinal

( Diarrhea    

( Constipation                                                                          

Ear, Nose, Throat

( Sinus Congestion                   

( Post-Nasal Drip                      

( Sore Throat                            

( Tinnitus (Ringing)                       
	Vascular/Cardiovascular               

( Chest Pain                               
( Vascular Disease                    

( High Cholesterol                             

Endocrine

( Thyroid/Glands   
Hematologic/Lymphatic                 

( Anemia                                   

( Bleeding/Bruising                   

Allergic      
(  

Psychiatric                          
(   
Other _______________  


List current medications:  ​______________________________________________________________
Allergies to medications: ____________________________________ Seasonal: __________________
Pregnant or nursing?  □ yes  □ no   If yes, due date ​​​​__________________________________________
Do you use cigarettes/tobacco?  □ yes  □ no      Alcohol?  □ yes  □ no      Other substance?  □ yes  □ no   
Please list your hobbies: _________________________________________________________________
Please See Back of Sheet.
David M. Goldberg O.D., P.C.

Robert W. Stetekluh O.D.

6301 Little River Turnpike, Suite 110

Alexandria, VA 22312

Phone (703) 750-1585

Fax (703) 750-1587
To Whom It May Concern:

I hereby authorize the office of David M. Goldberg, my vision care provider, to apply for benefits on my behalf for covered services rendered by them.  I also assign my benefits and request that all payments from ______________________ (insurance provider) be made directly to the office of David M. Goldberg.  I agree to assume responsibility of full payment pending any remaining balance that is not covered by my insurance provider. 
I certify that the information I have reported with regard to my coverage is correct.  I further authorize the office of David M. Goldberg to release to my insurance and its agents any information related to this or any related claim. 

________________________________   
Member Name (Please Print) 

         
X_______________________________   _____________
Member Signature                                                    Date
David M. Goldberg O.D., P.C.

Robert W. Stetekluh O.D.
Patient Acknowledgement of Privacy Notice
I have read, received, or understand this practice’s H.I.P.A.A. PRIVACY POLICY.  I understand that if I have any questions or complaints regarding my privacy rights, I need to contact the practice.  I further understand I will be provided with any updates, amendments, or modifications to this Privacy Notice.

____________________________________   

Patient or Representative Name (please print)

X ___________________________________   _____________


Patient or Representative Signature                                    Date

(    Patient is a Minor

(    Patient refused to sign.
(    Patient was unable to sign 

Explain: _____________________

___________________________






