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EYE ASSOCIATES

Dennis D. Golden, O.D.

'105 C0ttage Road. Carlhtrge, TX 75633
office: 903.693.7745

First:

Registration

Today's Date:

Patient's Name/Last: Middle:

Patient's SSN#:

Residence Address: State:

Mailing Address: (Check here if same as above) 

-
Home Telephone Number: Cell Phone/Other Number:

Date of Birth: Month: Day:

Male or Female (Circle One) Marital Status: Single- Married- Widowed Divorced

Employer's Name: Work Telephone Number:

Email:

Responsible Party (Check here is same as above) 

-
Responsible Party's Name/Last: Middle:

Responsible PartY's SSN#: RelationshiD to Patient:

Responsible Party's Date of Birth: Month: Day:

Mailing Address: City: State:

In case of an emergency who may we notify? (other than someone Iiving with you):

Telephone Number:

Please Initial

HIpAA - We cannot release any information to anyone other than the patient without consent from the Patient.

If the patient is a minor, we are allowed to release information to the parent and/or guardian. Please list below

anyone that you give permission to pick up products or receive information about you. This list can be changed

at any time by written or verbal consent from the Patient.

City:

Insurance must be presented at the time of service in order to be utilized. Please understand that insurance is a

contract between the patient and the insurance company. It is the responsibility ofthe patient to know and un-

derstand all benefits prior to their visit. Copayments and/or other fees not covered by insurance will be due and

collected at the end of each visit.

Please List:

Sienature of Patient or Guardian:

Relationship to Patient:Guardian (Printed Name):

Please complete the back of this form.



Date of Last Exam:

Please describe any concerns or problems you have with your eyes:

Do you wear: Glasses Y or N Contacts y or N
If yes, for: Distance Y or N Reading y or N

Are you interested in tryhg contacts today? y or N
Please circle any ofthe following vision/eye problems you have

Poor Vision Double Vision Blurred Vision poor Night Vision
Halos Around Lights Flashes of Lights Floaters Trouble w.ith colors
Color Blindness Headaches Red or Bloodshot Watery Eyes
Eye Pain Discharge (pus' watery) Foreign Body Sensation Swollen Eyelids
ItchyEyes Burning Eyes

Are you light sensitive? Y or N Do you have trouble with glare while driving at night? y or N
Have you ever had problems such as crossed eyes or eyes that turned out? y or N
Have you had any eye injury? Y or N Ifyes, which eye? fught or Left
Please Explain:

List all current medications:

Have you been hospitalized in the past l0 years? y or N
Please provide the reason and month/year for the last 3 hospitalizations:

l.
z.

3.

Please indicate ifyou or any blood relative have had any ofthe following conditions:
You Relative Condition You Relative Condition

Arthritis

Blood Disease

Cancer/Tumor

Diabetes

Heart Disease

Hlpertension

Skin Infection

Shingles

HIV Positive

Cataracts

Glaucoma

Other (Please Name)

Please give the completed form to the front desk. Thank you.


