
          

DO YOU HAVE A LIVING WILL?   YES   NO         DO YOU HAVE A POWER OF ATTORNEY? YES   NO          FALL RISK? YES   NO 
SURGERIES (LIST ALL OPERATIONS): _____________________________________________________________________ 

__________________________________________________________________________________________________ 

MEDICAL HISTORY:           CIRCLE IF YOU ANSWER YES, PLEASE EXPLAIN 

1. High/Low Blood Pressure (# of years)______   YES NO _______________________________ 

2. High Cholesterol/Triglycerides    YES NO ________________________________ 

3. Heart Attack, Chest Pain or Angina    YES NO ________________________________ 

4. Heart Problems (Heart murmur, pacemaker,   YES NO ________________________________ 

bypass surgery, heart failure, mitral valve prolapses)  

5. Stomach or Intestinal Problems (acid reflux, hiatal  YES NO ________________________________ 

hernia, ulcers) 

6. Lung Problems (asthma, emphysema, persistent   YES NO ________________________________ 

cough, chronic bronchitis, COPD) 

7. Sleep Apnea Do you use CPAP?    YES NO ________________________________ 

8. Diabetes (insulin/oral meds) # of years_____  YES NO ________________________________ 

Type 1 or 2, Last Fasting BS_______ Last A1C_________/Date_______________  

9. Do you have an infectious disease (hepatitis, HIV/AIDS,  YES NO ________________________________ 

MRSA, TB) 

10. Kidney Problems       YES NO ________________________________ 

11. Thyroid Problems      YES NO ________________________________ 

12. Blood Clots, Clotting Problems, Bleeding   YES NO ________________________________ 

13. Stroke (numbness/weakness)    YES NO ________________________________ 

14. Epilepsy or Convulsive Seizures    YES NO ________________________________ 

15. Cancer       YES NO ________________________________ 

16. Lupus       YES NO ________________________________ 

17. Arthritis       YES NO ________________________________ 

18. Rheumatoid Arthritis     YES NO ________________________________ 

19. Psychological/Emotional Problems (depression,  YES NO ________________________________ 

anxiety) 

20. Problems with Motion Sickness    YES NO ________________________________ 

21. Problems with Anesthesia (you or blood relative)  YES NO ________________________________ 

22. Females Only: Do you still have cycles?   YES NO ________________________________ 

23. Males Only: Prostate Disease-enlarged/cancer  YES NO ________________________________ 

24. Flu Vaccine       YES NO When? __________________________ 

25. Pneumonia Vaccine      YES NO When? __________________________ 

26. Shingles Vaccine       YES NO When? __________________________ 

27. COVID Vaccine       YES NO When? __________________________ 

DO YOU:  OFFICE USE ONLY 

28. Wear dentures or partials/crowns    YES NO 

29. Drink alcohol or use drugs (how much) _________  YES NO 

30. Smoke (how much) _________Quit (when)________ YES NO    

31. Communication barrier due to medical condition  YES NO    

 

__________________________________________________________ 

Patient Signature       Date 

__________________________________________________________ 

Doctor Signature      Date   PA TIENT STICKER 

PATIENT STICKER 

PATIENT NAME: DATE OF BIRTH:                          AGE: SEX:  M/F        
______/_______/_______ 

 Email Address:                                         WEIGHT:           HEIGHT: PRIMARY PHONE #: 

(_______)____________-__________ 

DATE OF SURGERY: 

PROCEDURE: 

PT INFORMED: NPO, DRIVER NEEDED, PRE-OP 

GTTS AS INSTRUCTED BY SURGEON 

ARRIVAL TIME:   

NURSE: 

ANESTHESIA: 

NURSE: 

ANESTHESIA: 

 

North Georgia Eye Associates and Gainesville Eye Center, LLC 



          

North Georgia Eye Associates and Gainesville Eye Center, LLC 

PATIENT NAME: BIRTHDATE: 

____/_______/_______ 

AGE: SEX: M   F 

 

LIST ANY PROBLEMS YOU ARE HAVING WITH YOUR EYES OR YOUR GLASSES: ____________________________________ 

__________________________________________________________________________________________________ 

PAST EYE SURGERIES/DATES: __________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

DO YOU HAVE A HISTORY OF ANY OF THE FOLLOWING:     CIRCLE  IF YOU ANSWER YES, PLEASE EXPLAIN 

1. Do you have cataracts?     YES NO ________________________________ 

2. Have you had cataract surgery? (If so when, where   YES NO ________________________________ 

and what surgeon?)        ________________________________ 

3. Glaucoma? (If YES, type of treatment/drops )  YES NO ________________________________ 

4. Trauma/Injury (when/what type of injury)   YES NO ________________________________ 

5. Ocular Herpes       YES NO ________________________________ 

6. Severe Dry Eyes       YES NO ________________________________ 

7. Retinal Detachment      YES NO ________________________________ 

8. Macular Degeneration     YES NO ________________________________ 

9. Abnormal vision during youth    YES NO ________________________________ 

 

FAMILY HISTORY:             RELATIONSHIP TO YOU 

1. Eye diseases/blindness     YES NO ________________________________ 

(Cataracts, macular degeneration,     Explain:  ________________________________ 

retinal detachment, glaucoma)    Circle:  Mom/Dad/Sister/Brother/Grandparent 

2. Diabetes, Heart disease, hypertension    YES NO ________________________________ 

        Circle:  Mom/Dad/Sister/Brother/Grandparent 

3. Other _________________________________________________________________________________________ 

______________________________________________________________________________________________  

          

HAVE YOU EVER USED:        WHEN/HOW LONG 

Restasis        YES NO ________________________________ 

Xiidra        YES NO ________________________________ 

Refresh        YES NO ________________________________ 

Systane        YES NO ________________________________ 

Other: ____________________________________________________________________________________________ 

 

 

_______________________________________________ 

Patient Signature     Date 

 

_______________________________________________ 

Doctor Signature     Date 

 



          

NORTH GEORGIA EYE ASSOCIATES & GAINESVILLE EYE CENTER LLC 

MEDICATION RECONCILIATION FORM 

Patient Name: __________________________________________________     Date of Birth: ________________________      Phone #: (____________) ____________-____________ 

Primary Care Physician: __________________________________________________________                     Phone #: (_________________) _________________-_________________ 

Referring Physician: _______________________________________________________________                    Phone #: (_________________) _________________-_________________ 

Pharmacy: ___________________________________________________________________________                    Phone #: (_________________) _________________-_________________ 

Allergies: ☐ NKDA ☐ Verified ☐ See attached list Medication 

Information 

Obtained From: 

☐ Patient 

☐ Family member 

☐ Written list 

Medication Reactions / Sensitivities Medication Reactions / Sensitivities 

    

    

    

    

 

Current Home Medication List 

☐ No Home Meds              ☐ Home medication list has been reviewed with patient pre-operatively 

TO BE COMPLETED 

BY NURSE ON DOS 

Current Medication Dosage Route  Last Dose 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

DO NOT FILL OR SIGN BELOW – DAY OF SURGERY ONLY 

Resume pre-operative medications as ordered by Prescribing physician(s). Consult Prescribing physician for any questions or concerns. 

If your If your Prescribing physician instructed you to stop taking any medication prior to your procedure today, please call the 

Prescribing physician for further instructions. 

New Medications to Begin Taking (if applicable) 

New Medication Dose Frequency Quantity 

    
Follow Surgeon’s Discharge Eye    
Drop Instructions Signed by Patient    

    

☐ Written prescriptions given to pt (see attached copies) ☐ Prescriptions called in to pharmacy by surgeon 

RN Signature: ______________________________________ Date: __________________ 

MD Signature: ______________________________________ Date: __________________ 

Patient/Caretaker Signature:  __________________________ Date: __________________ 

 

Patient Sticker 

 



          

  

            

 

 

Refraction Acknowledgement 

 

Yearly refractions are an important part of your eye care.  They are used to determine if vision 
loss is due to a more serious medical issue or simply due to "refractive error", or the need for 
glasses.  Refractions not only help to construct glasses prescriptions, but they also provide 
important measurements for your doctor to understand the shape, size, and health of your 
eyes.  Information from refractions is used to help you to make decisions about surgery, glasses, 
and contacts.  The results of your refraction test from year to year can be used to track the 
health of the eye over time, and to detect and to monitor the progression of diseases such as 
cataracts, retinal disease, and disease of the cornea. 

• A refraction is a diagnostic tool performed in the eye clinic to determine your best-
corrected vision using lenses. 

• Performing a yearly refraction as part of your annual eye exam is important from a 
patient perspective so that you have an up-to-date prescription on file in case you lose or 
break your glasses. 

• Due to historical Medicare rules, refractions are not covered by Medicare nor most 
commercial medical health insurance companies. The cost of this test is $40.00. This is 

separate from your co-pay or deductible and is due at the end of your visit. 

 

By signing below, I acknowledge that I have been informed of the important reasons for doing 
the refraction test and that I understand this service is not covered by my health insurance. 

 

 

 
 

 
____________________________        ______________________________ 

   Patient Signature                                       Patient Name / DOB (please print) 
 
 

____________________________        ______________________________ 
  Staff Member                                             Date 

 


