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Through optometric testing and analysis of your child’s symptoms, your child’s Doctor
has determined the need for a complete analysis of his or her visual efficiency skills by Dr.
Anthony McDonald. Dr. McDonald is a behavioral optometrist who specializes in the diagnosis and treatment of learning – related vision problems and stress – related vision problems.

Through optometric testing and analysis of your child’s symptoms, your child’s Doctor
has determined the need for a complete analysis of his or her visual efficiency skills by Dr.
Anthony McDonald. Dr. McDonald is a behavioral optometrist who specializes in the diagnosis and treatment of learning – related vision problems and stress – related vision problems.

Please familiarize yourselves with the enclosed sheet entitled “Information About Your
Visual Efficiency Exam” so you are aware of the possible visual deficiencies Dr. McDonald
will be addressing and the symptoms which accompany them. A consultation will be scheduled following the exam during which Dr. McDonald will discuss the results of the testing
with you and your child and offer suggestions for treatment. Treatment often involves stressrelieving lenses, vision therapy sessions and home therapy which is performed over a period
of 4-12 months, depending on the visual problem. Visual therapy is often partially covered by
major medical insurance, which our staff will be happy to discuss with you.
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Your input as a parent and your son or daughter’s teachers observations are key factors
in our team evaluation of his/her visual needs. Please, have the parent and teacher checklists
completed and mailed to our office, if possible, prior to your child’s appointment so Dr. McDonald has a chance to review them. If not, we ask you bring them with you on the day of the
appointment. The visual efficiency evaluation requires the patient to be available for approximately 30 minutes. If perceptual testing is needed it will take an additional 30 minutes. After
3-5 days, when the results have been evaluated, a phone consult will be conducted to either
arrange a consultation time or to arrange an appointment for additional testing. Vision therapy
will be discussed during the consultation, if necessary. During the evaluation Dr. McDonald
requires your child’s complete attention and requests that siblings not be present. In most
cases insurance will cover these types of visits so please bring proper information with you.
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We hope this has answered your questions about your child’s upcoming evaluation. In
the event that you need to cancel or reschedule your appointment, please do so at least 24
hours in advance or you will be charged for the appointment. If you have any questions,
please feel free to contact our office (952) 469-3937.
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Visual Activity
The Snellen fraction, 20/20, 20/30, etc., is a measurement of sharpness of one’s sight. They
relate to the ability to identify a letter of a certain size at a specified distance. They give no
information as to whether meaning is obtained from visual input, how much effort is needed
to see clearly or singly, and whether vision is less efficient when using both eyes as opposed
to each eye individually.
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Optics (Refractive error)
An important part of any vision evaluation is a determination of the refractive error or optics
of the eye. This refers to whether the child is nearsighted (has myopia), farsighted (has
hyperopis), or is astigmatic. When a significant degree of refractive error is present, we often
prescribe eyeglasses to manage these problems.

Optics (Refractive error)
An important part of any vision evaluation is a determination of the refractive error or optics
of the eye. This refers to whether the child is nearsighted (has myopia), farsighted (has
hyperopis), or is astigmatic. When a significant degree of refractive error is present, we often
prescribe eyeglasses to manage these problems.

In adequate eye movement control may cause a person to lose his or her place and skip or
omit small words while reading, or having difficulty reading from a distance.

In adequate eye movement control may cause a person to lose his or her place and skip or
omit small words while reading, or having difficulty reading from a distance.

Eye Focusing (Accommodation)
Another skill that is important for school, sports, or work performance while reading is focusing ability. The skill allows rapid and accurate shifts from one distance to another with instantaneous clarity, such as that from desk to chalkboard. It also permits a person to maintain a
clear focus at the normal reading distance.
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Another skill that is important for school, sports, or work performance while reading is focusing ability. The skill allows rapid and accurate shifts from one distance to another with instantaneous clarity, such as that from desk to chalkboard. It also permits a person to maintain a
clear focus at the normal reading distance.

Symptoms of a focusing problem may include blurred vision, fatigue, or headaches while
reading, or an inability to achieve clear distance vision after reading.

Symptoms of a focusing problem may include blurred vision, fatigue, or headaches while
reading, or an inability to achieve clear distance vision after reading.

Eye Teaming (Binocular Vision)
In order for an individual to have comfortable vision, the two eyes must work together in a
very precise and coordinated fashion. If this does not occur, it may result in double vision or
an inability to perform a visual task for a prolonged period of time. There are several different
types of eye-teaming problems that can occur. In one type, one eye may actually turn in or out
intermittently, or even all of the time. This type of problem is rather easy for an observer to
notice. The more common form of eye-teaming occurs when the eyes have a “tendency” to
turn out, in, up, or down and lack the ability to compensate for this “tendency.”
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Visual-Motor Skills
Good hand-eye coordination skills are essential for the accurate production of written language symbols. To accurately reproduce a visual stimulus, a person must be able to see that
the pattern is made up in a very specific manner. This ability is referred to as “analytical
skills.” Then to reproduce the pattern, the child must call upon these “analytical skills, integrate this information with other systems, and then generate a motor response. The developmental Test of Visual Motor integration is utilized to assess these skills
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Deficiencies in the area of Visual-Motor integration skills may make handwriting more difficult, resulting in poor spacing, inability to stay on the line, and excessive erasure. The child’s
ability to complete written work within an allotted period of time may also be affected.
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Symptom Check List

Please mark any of the symptoms listed below that you have observed in your child and/or
yourself.
If student; grade level: _________________________________________
History of concussions? If yes, how many: _________________________
Referred by: _________________________________________________
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Please mark any of the symptoms listed below that you have observed in your child and/or
yourself.
If student; grade level: _________________________________________
History of concussions? If yes, how many: _________________________
Referred by: _________________________________________________

______ Frequent squinting

______ Frequent squinting

______ Bothered by light

______ Bothered by light

______ Holding a book very close to the eyes (i.e. 7”-8” away)

______ Holding a book very close to the eyes (i.e. 7”-8” away)

______ Avoidance of close work

______ Avoidance of close work

______ Covering/Closing one eye while reading

______ Covering/Closing one eye while reading

______ Finger used to trace lines in a book

______ Finger used to trace lines in a book

______ Frequently skips lines or loses place while reading

______ Frequently skips lines or loses place while reading

______ Letter or lines “run together” or “jump” when reading

______ Letter or lines “run together” or “jump” when reading

______ Tilting or moving the head back and forth when reading

______ Tilting or moving the head back and forth when reading

______ Omitting, miscalling or repeating words when reading aloud

______ Omitting, miscalling or repeating words when reading aloud

______ Sub-vocalization during reading; murmuring or silent moving of the lips

______ Sub-vocalization during reading; murmuring or silent moving of the lips

______ Confuses similar words/letters

______ Confuses similar words/letters

______ Reversals of letters or words past the second grade

______ Reversals of letters or words past the second grade

______ Poor Spelling

______ Poor Spelling

______ Poor Handwriting

______ Poor Handwriting

______ Tasks/Homework takes longer than they should

______ Tasks/Homework takes longer than they should

______ Reads well, but has a difficult time recalling what was read

______ Reads well, but has a difficult time recalling what was read

______ Short attention span when reading

______ Short attention span when reading

______ A drop in scholastic or athletic performance

______ A drop in scholastic or athletic performance

______ Poor hand-eye coordination

______ Poor hand-eye coordination

______ Fatigues easily with everyday tasks

______ Fatigues easily with everyday tasks
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Checklist Of Observable Clues
To Classroom Vision Problems
1. APPEARANCE OF EYES
One eye turns in or out at any time
Reddened eyes or lid
Eyes tear excessively
Frequent styes on lids
2. COMPLAINTS WHEN USING EYES AT DESK
Headaches in forehead or temples
Burning or itchy eyes after reading or
deskwork
Print blurs after reading a short time
Complains of seeing double (diplopia)
Words move or “swim” on the page
3. BEHAVIORAL SIGNS OF VISUAL PROBLEMS
A. EYE MOVEMENT ABILITIES (Ocular
Motility)
Head turns as reads across page
Loses place frequently during reading Needs
finger or marker to keep place
Short attention span in reading or copying
Frequently omits words
Writes up- or downhill on paper
Rereads or skips lines unknowingly
Orients drawings poorly on page
B. EYE TEAMING ABILITIES (Binocularity)
Repeats letter within words
Omits letters, numbers or phrases
Misaligns digits in number columns
Squints, closes or covers one eye
Tilts head extremely while working at desk
Odd working posture at desk activities
C. EYE-HAND COORDINATION ABILITIES
Must feel things “to get the idea”
Eyes not used to “steer” hand movements
(extreme lack of orientation, placement of
words or drawings on page)

Writes crookedly, poorly spaced; cannot stay
on ruled line
Misaligns both horizontal and vertical series of
numbers
Uses hand as “spacer” to control spacing and
alignment on page
Repeatedly confuses left-right directions
D. VISUAL FORM PERCEPTION (Visual
Comparison, Visual Imagery, Visualization)
Fails to recognize same word in next sentence
Reverses letters and/or words in writing and
copying
Difficulty recognizing minor differences
Repeatedly confuses words with similar
beginnings and endings
Fails to visualize what is read silently or aloud
Whispers to self for reinforcement while read
ing silently
Uses “drawing with fingers” to discriminate
similarities and differences
E. REFRACTIVE STATUS (Nearsightedness,
Farsightedness, Focus Problems, etc.)
Quickly loses interest while reading
Blinks excessively at desk tasks or reading
Hold book too closely; face too close to desk
Makes errors in copying from chalkboard to
paper
Makes errors in copying from page to paper
Squints to see chalkboard, or requests to
move nearer
Rubs eyes during or after short periods of
visual activity
Blinks to clear chalkboard after reading or
writing
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Date:
Patient Name
Address:

Gender:

Date:

Date of Birth:

Patient Name

Street: _________________________________________ City, State Zip: _______________________________
/

SSN

/

Address:

 Home Phone  Work Phone  Cell Phone  E-mail  U.S. Mail Home Phone #2
(recommend US mail)

Work Phone #2

Cell Phone #2

Extension

/

 Home Phone  Work Phone  Cell Phone  E-mail  U.S. Mail Home Phone #2
(recommend US mail)

Work Phone #2

Email2

/

Communication
Under Preference please mark how you would prefer to receive communication about your eye care services.
Preference DOES NOT indicate your communication preference for confirmation of appointments or sending exam results.
If you wish to continue to receive BLUE Recall post-cards as reminders, please select U.S. Mail.
Selection of other methods does not guarantee we will communicate with you in that manner at this time.
Preference2

Carrier1,2

Date of Birth:

Street: _________________________________________ City, State Zip: _______________________________

SSN

Communication
Under Preference please mark how you would prefer to receive communication about your eye care services.
Preference DOES NOT indicate your communication preference for confirmation of appointments or sending exam results.
If you wish to continue to receive BLUE Recall post-cards as reminders, please select U.S. Mail.
Selection of other methods does not guarantee we will communicate with you in that manner at this time.
Preference2

Gender:

Cell Phone #2

Extension

Carrier1,2

Email2
This allows us to e-mail your Continuity of Care Document (CCD) to your patient portal at the end of your visit.

This allows us to e-mail your Continuity of Care Document (CCD) to your patient portal at the end of your visit.

Information
 Single

Marital Status
Preferred Language

Information

 Married

 Divorced

 Other

2

2

 Single

Marital Status
Preferred Language

 Married

 Divorced

Race

 American Indian or Alaskan Native  Asian  Black or African American
 Native Hawaiian or Other Pacific Islander  White  Decline to Specify

Race2

 American Indian or Alaskan Native  Asian  Black or African American
 Native Hawaiian or Other Pacific Islander  White  Decline to Specify

Ethnicity2

 Not Hispanic or Latino  Hispanic or Latino

Ethnicity2

 Not Hispanic or Latino  Hispanic or Latino

 Decline to Specify

Emergency Contacts / Other Contacts
Emergency Contact?

 Yes

 No

 Decline to Specify

Emergency Contacts / Other Contacts
 Yes

 No

Emergency Contact?

Salutation

Salutation

First Name

First Name

MI

MI

Last Name

Last Name

Relation

Relation

Home Phone #

Home Phone #

Work Phone #, EXT

Work Phone #, EXT

Cell Phone #

Cell Phone #

Release Medical Info

 Other

2

 Any  Medical Info Only  Financial Info Only  Any  Medical Info Only  Financial Info Only

Release Medical Info

 Yes

 No

 Yes

 No

 Any  Medical Info Only  Financial Info Only  Any  Medical Info Only  Financial Info Only

Signature: _____________________________ (authorizing the release of specified information to the above contacts)

Signature: _____________________________ (authorizing the release of specified information to the above contacts)

Revised 06/19/2014

Revised 06/19/2014

Page 1 of 4

Page 1 of 4

PATIENT HEALTH HISTORY INFORMATION

PATIENT HEALTH HISTORY INFORMATION

PLEASE REVIEW, MAKE NECESSARY CHANGES AND SUPPLY ANY MISSING INFORMATION

PLEASE REVIEW, MAKE NECESSARY CHANGES AND SUPPLY ANY MISSING INFORMATION

Primary Care
Physician

Reason for
Last Visit

Last Eye
Doctor

Approximately when
was your last visit

Primary Care
Physician

Approximately when
was your last eye exam

Last Eye
Doctor

What are your visual symptoms? Please MARK any that apply:

Reason for
Last Visit

Approximately when
was your last visit
Approximately when
was your last eye exam

What are your visual symptoms? Please MARK any that apply:

 Blurred Vision @ Distance

 Burning Eyes

 Floaters, Floaters or Spots

 Headaches

 Blurred Vision @ Distance

 Burning Eyes

 Floaters, Floaters or Spots

 Headaches

 Blurred Vision @ Near

 Itchy Eyes

 Halos

 Loss of Vision

 Blurred Vision @ Near

 Itchy Eyes

 Halos

 Loss of Vision

 Double Vision

 Red Eyes

 Poor Night Vision

 Droopy Lid

 Double Vision

 Red Eyes

 Poor Night Vision

 Droopy Lid

 Eye Strain or Tired Eyes

 Watery Eyes

Other:

 Eye Strain or Tired Eyes

 Watery Eyes

Other:

 Eye Pain/Soreness

 Sand/Gritty Feeling

 Eye Pain/Soreness

 Sand/Gritty Feeling

 Eye Infection

 Mucous Discharge

 Eye Infection

 Mucous Discharge

Review Of Systems

Review Of Systems

Please MARK any current illnesses, symptoms or problems
Constitution:
 None
 Insomnia
 Cancer
 Development Delay
 Sleeping all of the time
 Other
Respiratory/Lungs:
 Asthma
 Bronchitis
 Emphysema
 COPD
 Other

 None

Bones/Joints/Muscles:  None
 Fibromyalgia
 Ankylosing Spondylitis
 Back Pain
 Rheumatoid Arthritis
 Other

Please MARK any current illnesses, symptoms or problems

Cardiovascular:
 None
 High Blood Pressure
 Stroke
 Heart Disease
 High Cholesterol
 Coronary Artery Disease
 Other

 None

Urinary/Reproductive:
 Bladder Infections
 Kidney Stones
 Other

 None

Respiratory/Lungs:
 Asthma
 Bronchitis
 Emphysema
 COPD
 Other

Skin/Hair/Nails:
 Eczema
 Rosacea
 Psoriasis
 Skin Cancer
 Dryness
 Other

 None

Neurological:
 Multiple Sclerosis
 Epilepsy
 Cerebral Palsy
 Tumor
 Migraines
 Other

 None

Bones/Joints/Muscles:  None
 Fibromyalgia
 Ankylosing Spondylitis
 Back Pain
 Rheumatoid Arthritis
 Other

 None

 None
Endocrine/Hormonal:
 Type 1 Diabetes
 Type 2 Diabetes
 Thyroid (Hyper/Hypo)
 Hormonal Dysfunction
 Gestational Diabetes
 Pre-Diabetes
 Other

Blood/Circulation:
 Anemia
 Leukemia
 Lymphoma
 Other

 None

Allergic/Immunologic:
 Aids or HIV
 Rheumatoid Arthritis
 Lupus
 Other

Other:

 None

Are You Pregnant?

 Yes

 No

Are You Nursing?

Do you use a computer?

 Yes

 No

Hours per day

Head or Eye Injuries

 Yes

 No

Eye Surgeries

Revised 06/19/2014

Constitution:
 None
 Insomnia
 Cancer
 Development Delay
 Sleeping all of the time
 Other

Stomach/Intestines:
 Chron's
 Colitis
 GERD
 Diverticulitis
 Other

Psychiatric:
 ADHD
 ADD
 Depression
 Dementia
 Other

If yes, please explain:

 None
Ears, Nose, Throat:
 Ringing in Ear
 Hearing Loss
 Upper Respiratory Tract Infections
 Other

 Yes

 Yes

 No

 No

If yes, please explain:

 None

Urinary/Reproductive:
 Bladder Infections
 Kidney Stones
 Other

 None

Skin/Hair/Nails:
 Eczema
 Rosacea
 Psoriasis
 Skin Cancer
 Dryness
 Other

 None

Neurological:
 Multiple Sclerosis
 Epilepsy
 Cerebral Palsy
 Tumor
 Migraines
 Other

 None

 None

 None
Endocrine/Hormonal:
 Type 1 Diabetes
 Type 2 Diabetes
 Thyroid (Hyper/Hypo)
 Hormonal Dysfunction
 Gestational Diabetes
 Pre-Diabetes
 Other

Blood/Circulation:
 Anemia
 Leukemia
 Lymphoma
 Other

 None

Allergic/Immunologic:
 Aids or HIV
 Rheumatoid Arthritis
 Lupus
 Other

Other:

 None

Are You Pregnant?

 Yes

 No

Are You Nursing?

Do you use a computer?

 Yes

 No

Hours per day

Head or Eye Injuries

 Yes

 No

Eye Surgeries
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 None
Ears, Nose, Throat:
 Ringing in Ear
 Hearing Loss
 Upper Respiratory Tract Infections
 Other

Stomach/Intestines:
 Chron's
 Colitis
 GERD
 Diverticulitis
 Other

Psychiatric:
 ADHD
 ADD
 Depression
 Dementia
 Other

If yes, please explain:
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 None

Cardiovascular:
 None
 High Blood Pressure
 Stroke
 Heart Disease
 High Cholesterol
 Coronary Artery Disease
 Other

 Yes

 No

 Yes

 No

If yes, please explain:
Page 2 of 4

Diabetic Information

Diabetic Information

Type of Test

Results

Type of Test

Results

SMBS: Self Monitoring Blood Sugar test

Date of Last Recorded Test:

SMBS: Self Monitoring Blood Sugar test

Date of Last Recorded Test:

HgbA1c: Hemoglobin A1c test

Value:

Value:

Location / Timing:

Location / Timing:

Date of Last Recorded Test:

HgbA1c: Hemoglobin A1c test

Date of Last Recorded Test:

Value:

Value:

Location / Timing:

Location / Timing:

Past / Present Ocular History
Please MARK any past or present ocular illnesses, symptoms or problems
Please list any additional past or present ocular illnesses, symptoms or problems

Past / Present Ocular History
Date Diagnosed

Please MARK any past or present ocular illnesses, symptoms or problems
Please list any additional past or present ocular illnesses, symptoms or problems

Glaucoma

 None  Ocular Hypertension  Open Angle  Suspect  Unspecified

Glaucoma

 None  Ocular Hypertension  Open Angle  Suspect  Unspecified

Cataracts

 None  Other

Cataracts

 None  Other

Macular Degeneration

 None  Dry  Wet

Macular Degeneration

 None  Dry  Wet

Eye Injury

 None  Foreign Body  Burn

Eye Injury

 None  Foreign Body  Burn

Retinal Disease

 None  Other

Retinal Disease

 None  Other

Other Disease

 None  Other

Other Disease

 None  Other

Blindness

 None  Congenital  Injury Related  Legally Blind

Blindness

 None  Congenital  Injury Related  Legally Blind

Strabismus (Crossed Eye)  None  Exotropia (out)  Esotropia (in)  Muscle Surgery  Patching

Strabismus (Crossed Eye)  None  Exotropia (out)  Esotropia (in)  Muscle Surgery  Patching

Amblyopia (Lazy Eye)

 None  One Eye  Both Eyes  Patching

Amblyopia (Lazy Eye)

 None  One Eye  Both Eyes  Patching

Diabetes

 None  Diabetic Retinopathy

Diabetes

 None  Diabetic Retinopathy

Dry Eye

 None  Mild  Moderate  Severe

Dry Eye

 None  Mild  Moderate  Severe

Refractive

 None  Glasses Full-time  Glasses Near  Contact Lenses

Refractive

 None  Glasses Full-time  Glasses Near  Contact Lenses

Other (example)

LASIK or other Laser Vision Correcting Procedure

Other (example)

LASIK or other Laser Vision Correcting Procedure

Other

Other
Family History

Family History

Please list any family members, (grandparents, parents, siblings, children, living or deceased) with these conditions

Please list any family members, (grandparents, parents, siblings, children, living or deceased) with these conditions

Glaucoma

 None  Yes

If Yes, relationship:

Glaucoma

 None  Yes

If Yes, relationship:

Cataracts

 None  Yes

If Yes, relationship:

Cataracts

 None  Yes

If Yes, relationship:

Macular Degeneration

 None  Yes

If Yes, relationship:

Macular Degeneration

 None  Yes

If Yes, relationship:

Eye Injury

 None  Yes

If Yes, relationship:

Eye Injury

 None  Yes

If Yes, relationship:

Retinal Disease

 None  Yes

If Yes, relationship:

Retinal Disease

 None  Yes

If Yes, relationship:

Other Disease

 None  Yes

If Yes, relationship:

Other Disease

 None  Yes

If Yes, relationship:

Blindness

 None  Yes

If Yes, relationship:

Blindness

 None  Yes

If Yes, relationship:

Strabismus (Crossed Eye)  None  Yes

If Yes, relationship:

Strabismus (Crossed Eye)  None  Yes

If Yes, relationship:

Amblyopia (Lazy Eye)

 None  Yes

If Yes, relationship:

Amblyopia (Lazy Eye)

 None  Yes

If Yes, relationship:

Diabetes

 None  Yes

If Yes, relationship:

Diabetes

 None  Yes

If Yes, relationship:

Cancer

 None  Yes

If Yes, relationship:

Cancer

 None  Yes

If Yes, relationship:

Heart Disease

 None  Yes

If Yes, relationship:

Heart Disease

 None  Yes

If Yes, relationship:

Hypertension

 None  Yes

If Yes, relationship:

Hypertension

 None  Yes

If Yes, relationship:

High Cholesterol

 None  Yes

If Yes, relationship:

High Cholesterol

 None  Yes

If Yes, relationship:

Kidney Disease

 None  Yes

If Yes, relationship:

Kidney Disease

 None  Yes

If Yes, relationship:

Other
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Date Diagnosed

Other
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Social History2

Social History2

Alcohol Use:

 Yes

 No

Alcohol Use:

 Yes

 No

Drug Use:

 Yes

 No

Drug Use:

 Yes

 No

 Current Every Day Smoker
 Current Some Days Smoker
 Tobacco User
 Former Smoker
 Never Smoked

Tobacco Status:

 Current Every Day Smoker
 Current Some Days Smoker
 Tobacco User
 Former Smoker
 Never Smoked

Tobacco Status:

Occupation

Occupation

Hobbies

Hobbies
Medications

Medications

Please list all medications you are taking including prescription, over the counter (OTC), supplements and herbal.

Please list all medications you are taking including prescription, over the counter (OTC), supplements and herbal.

The government requires the doctors report: Name, Dosage, Frequency, and Route for EACH medication.
Please have that available.

The government requires the doctors report: Name, Dosage, Frequency, and Route for EACH medication.
Please have that available.

Name

Strength/Dosage

Frequency

Route or additional information

Name

Strength/Dosage

Frequency

Allergies
Allergy

Route or additional information

Allergies

Onset Date

Reaction

Severity

Allergy

Onset Date

Medical Alerts

Reaction

Severity

Medical Alerts

Please list all medical alerts (i.e., Do Not Dilate, epilepsy)

Please list all medical alerts (i.e., Do Not Dilate, epilepsy)

Contact Lens History

Contact Lens History

Type of contact lenses you currently
wear (gas permeable, soft daily, extended)

Type of contact lenses you currently
wear (gas permeable, soft daily, extended)

Wearing Type (daily, extended)

How often do you replace your
contacts? (daily, weekly, monthly)

Wearing Type (daily, extended)

How often do you replace your
contacts? (daily, weekly, monthly)

Average number of hours that you wear
your contacts

Number of hours worn today

Average number of hours that you wear
your contacts

Number of hours worn today

Glasses History
Do you wear glasses?
Are you planning to get new glasses
today?

 Yes
 No

Glasses History

 All the time
 Sometimes

 Work Only
 Reading Only

 Yes

 No

 Driving Only

Do you wear glasses?
Are you planning to get new glasses
today?

1

1

2

2

Needed if Cell Phone is your communication preference
Required due to the one of the following federal laws: American Recovery and Reinvestment Act of 2009, Patient Protection and Affordable
Care Act of 2010 (ACA)and/or Health Insurance Portability and Accountability Act of 1996 (HIPAA)
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 Yes
 No

 All the time
 Sometimes

 Work Only
 Reading Only

 Yes

 No

 Driving Only

Needed if Cell Phone is your communication preference
Required due to the one of the following federal laws: American Recovery and Reinvestment Act of 2009, Patient Protection and Affordable
Care Act of 2010 (ACA)and/or Health Insurance Portability and Accountability Act of 1996 (HIPAA)
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VISION THERAPY INSURANCE INFORMATION

VISION THERAPY INSURANCE INFORMATION

We are providers for and will submit insurance to Aetna, Araz, Blue Cross/Blue Shield,
Tricare, Patients Choice, Health Partners, Medica, Medicare, Preferred One, Select Care,
UCare for Seniors, United Health Care, Vision Service Plan (VSP) and Workman’s Comp.

We are providers for and will submit insurance to Aetna, Araz, Blue Cross/Blue Shield,
Tricare, Patients Choice, Health Partners, Medica, Medicare, Preferred One, Select Care,
UCare for Seniors, United Health Care, Vision Service Plan (VSP) and Workman’s Comp.

It is necessary for you to contact your insurance company before your appointment. Prior
authorizations and/or referrals may be needed. The procedure codes your insurance company
will need to determine your coverage are:

It is necessary for you to contact your insurance company before your appointment. Prior
authorizations and/or referrals may be needed. The procedure codes your insurance company
will need to determine your coverage are:

92060 Sensorimotor Exam (VEE)
97110 Rehabilitation Vision Care
97530 Orthoptic Therapy
92065 Vision Therapy
Each insurance company has many different contracts. It is not possible for our staff to know
your coverage. Please contact them in regards to your coverage and benefits. Thank you.

92060 Sensorimotor Exam (VEE)
97110 Rehabilitation Vision Care
97530 Orthoptic Therapy
92065 Vision Therapy
Each insurance company has many different contracts. It is not possible for our staff to know
your coverage. Please contact them in regards to your coverage and benefits. Thank you.

