
Broadway Vision Source 
 

 
 

Registration Form 
 

Name (please print)__________________________________________________________________ 
    First     M.I.   Last 
 
Address______________________________________________ Today’s Date: ____/____/____ 
 
City/State/Zip Code:____________________________________ Home Phone:_________________________ 
 
Guardian (If Applicable):_________________________________ Work Phone:_________________________  
 
Birth Date:____/____/____   Social Security #_____/_____/______ Cell Phone:__________________________ 
           
Employer:_________________________________   e-mail address:_______________________ 
 
Occupation:________________________________ 
 
How did you learn about our office? 
 
� Our Office Website �  VSP Insurance Website  �   Advertisement 
� Yellow Pages  �  Walking By    �   Another Doctor 
� Another Patient   �  Your Insurance Company   

 
(Please list their name so that we may thank them)_____________________________________________________ 
 
Person to be called in case of emergency (local friend or relative to be notified): 
 
Name:______________________________________________________ Relationship:_______________________ 
 
Phone:________________________ 
 
Last Medical Exam: ____/____/____       Last Eye Exam: ____/____/____  
 
Name of Last Eye Doctor:_________________________________ Dr’s Phone Number: ______________________ 
 
Name of Primary Care Doctor:______________________________Dr’s Phone Number: ______________________ 
 
Reason for your office visit today (please be as specific as possible): 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
Please indicate if you have an interest in any of the following: 
 
�  Contact Lenses  �  Refractive Surgery (LASIK)   
 
 
 



 
 
 
 
 

 
Payment and Insurance Information 

Please present your insurance card to our receptionist 
 

For those with no insurance, payment in full for professional services is required on the day of your 
examination. 

• Payment of ½ the total cost of any merchandise (eg; glasses, contact lenses) is required when 
the order is placed.  The balance is due in full upon receipt of the merchandise. 

• We do not provide payment plans 
• We accept cash, debit or credit cards (Visa or MasterCard) 

 
For those with health/vision insurance, please note the following: 
 
1. Vision insurance is an exclusive coverage, separate from major medical health insurance.   
2. Insurance eligibility information given to us by your insurance company is not guaranteed to be 

accurate.  Any balance that is left unpaid by your insurance company is the sole responsibility the 
patient/guardian.   

 
Primary Health Insurance:__________________________________________Group #:___________________ 
 
Subscriber Name:_____________________________________________Subscriber #:___________________ 
 
Secondary Health Insurance:________________________________________ Group #:___________________ 
 
Subscriber Name: _____________________________________________Subscriber #:___________________ 
 
Name of Vision Insurance Company:____________________________________________________________ 
 
I authorize Broadway Vision Source or the insurance company to release information required to process my claim.  I 
authorize my insurance benefits to be paid directly to Broadway Vision Source.  I accept financial responsibility for 
all account balances over 30 days.  I understand an annual interst rate of 12%, 1% per month, or a minimum rebilling 
fee of $2.00 per month will be applied to all patient-responsible balances over 90 days. 
 
Signed (Guarantor):________________________________________________________Date: ____/____/____ 
 
 
 
 
 
 
 
 
 
 
 

Medical History 
 



Name:_______________________________________________________________ Today’s Date: ____/____/____ 
 
Do you have any allergies or adverse effects to medications?  � no � yes   If yes, please explain:____________ 
 
______________________________________________________________________________________________ 
List any medications you take (including contraceptives, aspirin, over-the-counter medications, and home remedies): 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
List major injuries, surgeries, and/or hospitalizations you have had:________________________________________ 
 
______________________________________________________________________________________________ 
 
List any of the following that you have had:  crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal disease, 
cataracts, eye infections or eye injury:___________________________________________________ 
 
Are you pregnant and/or nursing? � No � Yes 
Do you wear glasses?    � No � Yes  If yes, how old is your present pair of lenses__________________ 
Do you wear contact lenses?   � No � Yes  If yes, how old is your present pair of lenses__________________ 
Type of contact lenses:  � Rigid � Soft � Extended Wear � Other  Are they comfortable? � No  � Yes 
 
Family History 
Please note any family history (parents, grandparents, sibling(s), children, living or deceased) for the following conditions: 
 
DISEASE/CONDITION  NO YES ?   RELATIONSHIP TO YOU 
 
Blindness    � � � ____________________________________________________ 
Cataract    � � � ____________________________________________________ 
Crossed eyes    � � � ____________________________________________________ 
Glaucoma    � � � ____________________________________________________ 
Macular Degeneration   � � � ____________________________________________________ 
Retinal Detachment/Disease  � � � ____________________________________________________ 
Rheumatoid Arthritis   � � � ____________________________________________________  
Cancer    � � � ____________________________________________________ 
Diabetes    � � � ____________________________________________________ 
Heart Disease    � � � ____________________________________________________ 
High Blood Pressure   � � � ____________________________________________________ 
Kidney Disease   � � � ____________________________________________________ 
Lupus � � � ____________________________________________________  
Thyroid Diease   � � � ____________________________________________________  
Other_______________________ � � � ____________________________________________________ 
 
 
Social History 
This information is held strictly confidential.  However, you may discuss this portion directly with the doctor if you prefer. 
 
Do you drive?  � No � Yes  If yes, do you have visual difficulty when driving? � No � Yes  If yes, please describe: 
 
______________________________________________________________________________________________________ 
 
Do you use tobacco products?  � No � Yes    If yes, type/amount/how long:________________________________________ 
 
Do you drink alcohol?  � No � Yes   If yes, type/amount/how long:_________________________________________ 



Do you use recreational drug? � No � Yes   If yes, type/amount/how long:_________________________________________ 

Have you ever been exposed to or infected with:   �  Gonorrhea  �  Hepatitis   �  HIV  �  Syphilis   

       �  Chlamydia  �  Herpes Simplex Type 2 

 

Review of Systems 
Do you, or have you ever had any problems in the following areas: 

 

SYSTEM  NO  YES ? NO  YES ? 

CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT 
Fever, Weight Loss/Gain � � �  Allergies/Hay Fever  � � � 

INTEGUMENTARY (Skin) � � �  Sinus Congestion   � � � 
NEUROLOGICAL       Chronic Cough   � � � 

Headaches � � �  Dry Throat/Mouth  � � � 
Migraines � � �       RESPIRATORY 
Seizures � � �  Asthma    � � � 
EYES     COPD    � � � 
Loss of Vision � � �  Emphysema   � � � 
Blurred Vision � � � VASCULAR/CARDIOVASCULAR    
Distorted Vision/Haloes � � �  Diabetes    � � � 
Loss of Peripheral Vision � � �  Heart Attack/Stroke  � � � 
Double Vision � � �  High Blood Pressure  � � � 
Dryness � � �  Vascular Disease   � � � 
Mucous Discharge � � �  Elevated Cholesterol  � � � 
Redness � � � GASTROINTESTINAL 
Sandy or Gritty Sensation � � �  Crohn’s Disease   � � � 
Itching � � � GENITOURINARY  
Burning � � �  Genitals/Kidney/Bladder  � � � 
Foreign Body Sensation � � � BONES/JOINTS/MUSCLES 
Excessive Tearing/Watering � � �  Rheumatoid Arthritis  � � � 
Glare/Light Sensitivity � � �  Muscle Pain   � � � 
Eye Pain or Soreness � � � LYMPHATIC/HEMATOLOGIC  
Chronic Infection of Eye or Lid � � �  Anemia    � � � 
Styes or Chalazion � � �  Leukemia   � � � 
Flashes/Floaters � � �  Bleeding Problems  � � � 
Tired Eyes � � � ALLERGIC/IMMUNOLOGIC � � � 

              PSYCHIATRIC   � � � 
             
If you answered YES to any of the above or have a condition not listed, please explain and list medications: 
_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

______________________________________________________________________________________________________. 

 

 

______________________________________________ _______________ 
Doctor’s Signature      Date 


