Margaret A Hamilton, O.D.

2194 Hewitt Ave

Kettering, Ohio 45440

937-438-1717

Patient Registration – School Age
Child’s/Patient Name__________________________________Age_____DOB______________

Address_____________________________________City____________________State______

Zip____________ Referred by___________________________Title_____________________

Mother_______________________________ Phone________________Cell________

Email___________________________________Soc. Sec.#  ____________Birthdate_________

Address_____________________________________City____________________State_____

Employer______________________________Occupation______________________________

Father________________________________Phone_______________ Cell_____________
Email___________________________________Soc. Sec.#___________Birthdate__________

Address_______________________________City__________________State__________

Employer______________________________Occupation______________________________

Please document the reason for your visit: ____________________________________________________________________________________________________________________________________________________________
Does anyone else in the family have a similar problem?_____________ Who?________________

Current information

Child’s school:_____________________________Grade______Teacher______________

Does child like school?_______Has a grade been repeated?________

Does child like his/her teacher?________Is work below average?______Subjects______________
Childs easiest subject in school___________________Hardest subject in school______________

Is school satisfied with child’s progress?_________Are you?______

How many hours watching TV & Video games a day?  ______M-F______Weekend
Does child tilt head when writing?_______Does child hold reading material close?____________

Does child move his/her lips when reading?_____Does child follow line of print with finger?______

Does child have blurred vision when reading?___________Blurred distance vision?____________

Does child have headaches?_____________When?______________

Does child eyes hurt?____________________Does childs eyes tire easily?__________________

Other concerns:_______________________________________________________________

_____________________________________________________________________________

Other Testing or Therapy
Include any of the following: Educational, psychological, physical, neurological, speech and/ or hearing, OT, PT. (Results should be forwarded if at all possible, fax: 438-3469)____________________________________________________________________ ___________________________________________________________________________

Visual History

Is there a family history of eye disease such as glaucoma, color blindness, retinitis pigmentosa, blindness or retinal degeneration?_____________________________Whom?_____________
Date of Child’s last eye exam:_________________________Where/Doctor’s name:__________
Vision/eye  diagnoses_____________________________________________________________

Glasses worn?________________(Full time or Part time, Distance, Near) Contacts?___________ 

Special problems such as Tracking, Amblyopia, Other___________________________________
Medical History
List child’s medications?____________________Taken for?____________________________

Allergies: Environmental_______________Medications_______________Food_____Latex____
List any surgeries or injuries child has had ___________________________________________
_____________________________________________________________________________                                           

List all major illnesses or diseases child has had______________________________________

_____________________________________________________________________________

List any family history of diabetes, high blood pressure, heart disease, other:________________

_____________________________________________________________________________

Pediatrician or family doctors name_________________________________________________

Release of information  (Pediatrician automatically permitted to receive information)  

Please give authorization for school or other party to receive vision report by listing here:
Name____________________________________________________________________
Address__________________________________________________________________

City_________________State________Zip_________

To the best of my knowledge, the questions on this form have been accurately answered. It is my responsibility to inform the doctor’s office of any changes in my child’s medical status. I hereby authorize Dr. Margaret Hamilton O.D. to send results of the evaluation on my child (name) as indicated above.  I authorize Margaret Hamilton, O.D., to provide diagnostic & treatment services to my child.  All services, including dilation drops, will be discussed with me prior to their use. Dilation is standard in all children and can last 3-8 hours and rarely longer.  You child may be sensitive to light and we offer complimentary sunglasses.
__________________________________________________    _________________________

Signature of patient (or guardian)




Date

Financially Responsible Party ( person bringing child to the appointment)
Name :_______________________________________________________

Relationship to Patient_____________________Birthdate____________SS#____________________

Address __________________________________City___________State____Zip_________________
E-mail__________________________Home#___________________Cell #__________________
Work#_______________Employer______________________________________________

Insurance Information

Medical Plan:_________________________________

Name of insured_________________________Relationship ________________

Birthdate__________SS#________________Employer_______________________________

Address of Employer___________________City___________State___________Zip_________

Insurance Company________________________ID#___________________GRP#_________
Vision plan:_________________________________________________________

