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More than what you see

Welcome to Our
Low Vision Clinic

Your low vision appointment is:

Time Date

1238 S Street
Sacramento, CA 95811
P: (916) 452-8271 | F:(916) 492-2487
lve@societyfortheblind.org
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LOW VISION EVALUATION CHECKLIST: Please make sure all
boxes are checked before arrival.

Complete the medical history questionnaire and
bring a copy of your current medication list

Read & sign the Refraction or D.O.R. Form (if included)

Read & sign both HIPAA/Privacy Policy &
Assumption of Risk and Waiver of Liability Forms

Bring all medical insurance cards

Bring all glasses and a list of items you currently use

Bring any forms you need signed or filled out by the
doctor (lost forms or forms filled out at a later date will
incur a fee).

If paying insurance deductible, co-pay, or paying for
exam out of pocket, please bring cash, check or card.

DOR patients: Bring any medical information you
have about your current eye condition or (have your
doctor) fax documents to 916-492-2487.
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MEDICAL HISTORY QUESTIONNAIRE

Name: Birth Date: / /
Address:

Preferred Contact Phone: Home/Cell/Work (circle one)
Other Phone: Home/Cell/Work (circle one)

Email Address:

Emergency Contact Name: Phone number:

Guardian Name (If applicable):

Last Eye Exam Date: / / Last Medical Exam Date: /___/
Medical doctor’s name: Phone:
Eye doctor’'s name: Phone:

Are you a veteran?| |Yes| [No Who filled out this intake?

Ocular Medical History:

What eye condition do you have? For how long? Which eye(s)?

Please list any medications you use for your eye condition(s):

Please list any trauma to eye(s) or eye surgery (indicate dates):




Functional Vision Questionnaire:

Do you wear glasses? Yes No
Do you use other vision aids besides glasses? Yes (please bring to appt.) No
Please check if you have difficulty with any of the following:

Seeing street signs Light Sensitivity Reading

Watching television perating appliances Walking

Taking medications perating a computer Writing

Enjoying hobbies sing a telephone Driving

VISION NEEDS TO ADDRESS: What specifically do you need help with?
What would you like to learn to do yourself again?

(e.g. watching TV, playing a sport, working, reading my Bible, sewing, travelling/driving,
using my phone or computer, cooking, playing cards, shopping, reading menus, etc.)
Priority 1:
Priority 2:
Priority 3:
Other or explain:

Do you travel independently? Yes No Do you drive?| |Yes No

If you drive, under what conditions? Daytime Nighttime| |Freeway
City streets Familiar places| |New places

What is your living situation? Alone Spouse Other family member

Assisted living Other (please explain):

Employment Status

Employed full time Employed part time Retired
Unemployed and interested in returning to work
Unemployed and receiving disability benefits

Unemployed and not interested in returning to work

If applicable, what is your occupation?
If applicable, what specific difficulties are you having with your job due to your vision
loss?




General Medical History
Do you smoke?| _|Current smoker|__|Former smoke Never smoked

Do you drink alcohol?__[Yes[ [Nolf yes, explain

Do you use illegal drugs?| |Yes| |No If yes, explain —

Have you ever been exposed to or infected with] |Gonorrhea| [Hepatitis

HIV Syphilis
Do you have any allergies to medications? Yes No

If yes, please list:

List all medications that you are currently taking and what you take them for (or bring a
list). Include oral contraceptives, aspirin, over-the-counter medications, and home
remedies:

List all major injuries, surgeries and/or hospitalizations and dates (or bring a list):

Family History
Please note any family history for the following conditions and the relationship to you
(parents, grandparents, siblings, children; living or deceased):

CONDITION RELATIONSHIP CONDITION RELATIONSHIP
Arthritis Stroke
Cancer Heart disease
Diabetes mellitus High Cholesterol
Endocrine disease Hypertension
Glaucoma AMD
Hereditary eye Low Vision or

conditions Blindness



Review of Symptoms: Please check the box if you currently, or have ever had any
problems in the following areas:

SYSTEM
CONSTITUTIONAL

Fever

Weight Loss/Gain

CARDIOVASCULAR

Heart Pain

High Blood Pressure

Vascular Disease

EARS/NOSE/MOUTH

Hay Fever

Sinus Congestion

Runny Nose

Post-Nasal Drip

Chronic Cough

Dry throat/mouth

SYSTEM

RESPIRATORY

Chronic Bronchitis

Emphysema

Asthma

GASTROINTESTINAL

Diarrhea

Constipation

GENITOURINARY

Genital/Kidney/Bladder

MUSCULOSKELETAL

Rheumatoid Arthritis

Muscle Pain

Joint Pain

INTEGUMENTARY (SKIN)

Skin issues

SYSTEM

NEUROLOGICAL

Headaches
Migraines
Seizures

PSYCHIATRIC

Psychiatric disorders

ENDOCRINE

Endocrine disorders
Diabetes

HEMATOLOGIC

Anemia
Bleeding problems

ALLERGIC/IMMUNOLOGICAL

Environmental

Is there anything else you would like our doctor to know? If yes, please explain:

FOR SCHOOL-AGED INDIVIDUALS ONLY:

Any developmental delays or birth complications? Explain:

What grade are you in?

Do you have an IEP/504 plan? If yes, what does your school provide:

Extra testing time

Preferential seating

| don't have an IEP/504 plan

Large Print Text

Teacher for the Visually Impaired (TVI)
Low Vision Devices (Explain):




What is Refraction?

One of the most important parts of your low vision exam is the refraction.
A refraction, or vision test, allows the doctor to determine whether you can be

Please read:

helped in any way by a new prescription for eye glasses. Itis also how we determine
the best possible visual acuity and function of your eyes.
REFRACTION IS NOT A COVERED SERVICE BY MEDICARE AND MANY
OTHER INSURANCE PLANS.

Your Low Vision Evaluation is covered under medical, not vision,
insurance; thus, the fee charged for refraction at our clinic is

$60.00.

REFRACTION FEES AND OTHER CO-PAYMENTS REQUIRED BY YOUR
INSURANCE ARE COLLECTED AT THE TIME OF YOUR APPOINTMENT.

Please sign:
*| have read the above information and understand that the refraction is a non-

covered service. | accept full financial responsibility for the cost of the refraction and
other fees due at the time of service. | also understand that any exam fees- if paying
out of pocket, co-payment, coinsurance or deductible | may have are separate from

and not included in the refraction fee.

Signature Date

*1 decline the refraction service today and | understand that without the refraction,
the low vision clinic doctor may not be able to fully assess the best potential of my
vision. | understand that | will still be held responsible, at the time of service, for
any exam fees OR co-payments, deductibles or other fees required to be collected

by my insurance company, if any apply.

Signature Date
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Our clinic is required by the Health Insurance Portability and Accountability Act to
maintain the privacy of your health information and provide you with a copy of our
Notice of Privacy Practices. We may use and disclose your healthcare information to
provide, coordinate, or manage your health care with other providers. For example,
your healthcare information may be provided to the physician or agency that referred
you to our office. We may also provide your healthcare information to our agency’s

teaching staff for continuity of care.

DO YOU WANT TO DESIGNATE A FAMILY MEMBER OR OTHER INDIVIDUAL
WITH WHOM WE MAY DISCUSS YOUR MEDICAL CONDITION? IF YES, WHOM? |
give permission for my healthcare information to be disclosed for the purposes of
communicating results, findings and care decisions to the following individual(s):

Name Relationship Phone
Name Relationship Phone
Name Relationship Phone

Patient/Representative may revoke or modify this specific authorization in writing at
any time.

| acknowledge that | have received the clinic’s Notice of Privacy Practices, which
describes the ways in which the clinic may use and disclose my healthcare information
for its treatment, payment, healthcare operations and other described and permitted
uses and disclosures. | understand that | may contact the Privacy Officer designated
on the notice if | have a question or complaint. To the extent permitted by law, |
consent to the use and disclosure of my information for the purposes described in the

clinic’s Notice of Privacy Practices.

Print Name

Signature Date




Assumption of the Risk and Waiver of Liability Relating to
Coronavirus/COVID-19

The novel coronavirus, COVID-19, has been declared a worldwide pandemic by
the World Health Organization. COVID-19 is extremely contagious and is believed to
spread mainly from person-to-person contact. As a result, federal, state, and local
governments and federal and state health agencies recommend social distancing and
have, in many locations, prohibited the congregation of groups of people.

Society for the Blind (“Society”) has put in place preventative measures to
reduce the spread of COVID-19; however, Society cannot guarantee that you and/or
your child(ren) will not become infected with COVID-19. Further, attending Society
could increase your risk and/or your child(ren)’s risk of contracting COVID-19.

By signing this agreement, | acknowledge the contagious nature of COVID-19
and voluntarily assume the risk for myself and/or that of my child(ren) that I/we may be
exposed to or infected by COVID-19 by attending Society and that such exposure or
infection may result in personal injury, iliness, permanent disability, and death. |
understand that the risk of becoming exposed to or infected by COVID-19 at Society for
the Blind may result from the actions, omissions, or negligence of myself and others,
including, but not limited to, Society employees, volunteers, and program participants

and their families.

I voluntarily agree to assume all of the foregoing risks and accept sole
responsibility for any injury to me and/or my children (including, but not limited to,
personal injury, disability, and death), iliness, damage, loss, claim, liability, or expense,
of any kind, that | or my child(ren) may experience or incur in connection with my or my
child(ren)’s attendance at Society or participation Society programming (“Claims”). On
behalf of myself and/or on behalf of my children, | hereby release, covenant not to sue,
discharge, and hold harmless Society for the Blind, its employees, agents, and
representatives, of and from the Claims, including all liabilities, claims, actions,
damages, costs or expenses of any kind arising out of or relating thereto. | understand
and agree that this release includes any Claims based on the actions, omissions, or
negligence of Society, its employees, agents, and representatives, whether a
COVID-19 infection occurs before, during, or after participation in any Society program.

Signature of Adult Client or Parent/Guardian Date

Print Name of Parent/Guardian Name of Child(ren)
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