Jon L. Yang, M.D. & David S. Yee, M.D.

Date H #:
Patient Information (PLEASE PRINT ANSWERS) {EA&¥ GEREIFEER)

Name: Last First Middle Date of Birth Age
P4 A HEA TR
Sex: M/F Social Security# Home Phone Cell Phone
MRl 5B/ 2 TR EREL FHETRE
Street Address City State Zip Code
(EEei1S

Name of Emergency Contact Relationship Their Phone Number
fSSS T PN BAL{RAVRE (% it APy B a5

Insurance Information. Please list all information.

BRMARER. FERATA .

Primary Medical Insurance Name of Policy Holder DOB of Policy Holder
FERE IR TS PN trbgtrA A4 HiY
Name of Subscriber Date of Birth of Subscriber

O P 44 Ol = H AR H B

Primary Care Physician Phone Number

FRRE T2 B4 B

Secondary Medical Insurance BB Vision Insurance AR R



Jon L. Yang, M.D. & David S. Yee, M.D.

Eye History

1.What is the reason for your office visit today? Please describe the main
problems with your eyes. {5 KB/ 5 A= A R IREEEE? 55 HH.

2. Do you wear glasses? Yes/No  {R#E(HR$RIE? 75 /4t
If Yes, do you wear (circle all that apply): distance glasses/reading
glasses/bifocals/progressives? AR E AR §3, (REGTRIRSS, LRSS,
ARSI R IR (5T

3. Do you wear contact lenses? Yes/No What brand?

REFSIIRSRNE? /i EERT-?

4. When was your last eye or vision exam? Where and why were you seen?

IR BB RS AR R R ? FE R N Ry EL P R A2

5. Do you have the following: /i DL T BYREARTE?

Blurred or reduced vision? Yes/No HE ISR B R T N RE? A /45
Eye pain?Yes/No  [RJg? /4

Eye itching? Yes/No R RE? 7/

Eye tearing? Yes/No  HREFRAR/K? 7 /4

Eye crusting or discharge? BRBE&EHIEA 73 404)? H /H

Flashes of light? Yes/No  [R[E R ZIPHE? A/

Floaters? Yes/No HRHE REZ1? A/

Eye surgery? Yes/No HEHE R 1l ? A /4

If Yes, when and what type of eye surgery?

YNSRA HGEIRIE AT, AR (T oA SR 2

Eye injury? Yes/No HREG =15 A /i
Glaucoma?Yes/No  F¢HR? A /4
Cataract? Yes/No  [HN[&E? A/
Other eye problems? Yes/No HAFIIRRS M RE? A /4
If yes, what type of other eye problems?

UNSRAT HoAth HHRIS R, Al B PR




Jon L. Yang, M.D. & David S. Yee, M.D.

Current eye drops or ointments. Please list them IR /R IFAE AR &% /K S iR 6%
B i 5HH.

1.

Uk wN

What is the address and phone number of your pharmacy?

URAESE it I FIEE
Medical History
1. Do you have any drug allergy? Yes/No

0O N O U1 B WN

If Yes, what drug allergy?

IREEEYBRENE? A/ WRA, S ESEEY)?

. Do you have diabetes? Yes/No {RE FEFRFIE? 75 /4t

. Do you have hypertension? Yes/No /A & [T ERIE? 75 /4t

. Do you have high cholesterol? Yes/ No /[R5 = HE[EENE? A /4

. Do you have thyroid disease? Yes/No {5 B ARRREE R IE? 75/

. Do you smoke? Yes/No {RIHFANE? /A& /4

. Do you drink alcohol? Yes/No {/RI&;FIE? /5 /4t

. Is there any family history of the following? /75 DA N HY S EE R SR IE?

Cataract? Yes/No HN[&=? A /4
Glaucoma? Yes/No & ¢HR? 7 /4t
Retinal Problems? Yes/No fR4EME I RE? /5 /4
Blindness? Yes/No HRAE? 7 /4i
Hereditary or family diseases or conditions? Yes/No E A& {H B SRR ? A /4
Other family eye problems? Yes/No HAth 52 iEIRYE ? & /4

If yes, what other family eye problems?




Jon L. Yang, M.D. & David S. Yee, M.D.

Authorization to Release Medical Record
| agree and authorize the office of Dr. Jon L. Yang and Dr. David S. Yee to release my
medical information upon the request of my insurance company, my primary care
physician, other physicians | see or other agencies for determining my insurance
coverage and benefits, to further assist in my medical care by other physicians and for
services | receive from other agencies.

BRERSES
HEEI AT P R ECR D R AR TRAV R Orbe, REEREA, FAM B A= s AR
YR N B AL B FE R LA TS (B e FRAY B et Ores, B Bh R T E iy B AR B TRAY %
B R A ELAAAR R RS AR .

Patient Signature and/or legal guardian and Date:

T N\ Bl A\ s R I

Financial Agreement
The office of Dr. Jon L. Yang and David S. Yee will submit a request for payment on your
claim to your designated insurance carrier and/or company. However, in the event that
your insurance carrier and/or company denies your claim, or the services are applied to
your deductible, you will be responsible for all professional charges in full. By signing
this agreement, you are assuming responsibility of all unpaid charges.

| have read, understand, and agree to the above financial statement. | understand that
charges not covered by my insurance company, as well as applicable copayments and
deductibles, are my responsibility.

TEEE
b e E AR AD R A G L A RAY RIR A R BRI HRAT2 2. AIRIRAVIRIR 2
FIA ST AR S TR 2 B RAORbR B B8, IR iR e 2 R E IR
W2 HEFRES, MEABREEAAZA (THIREIH.

ORI, HENEE L LT, FH AR Z R T AR A A ST
YRS, Hebrba LA ESRE AT E (41,

Patient and/or legal guardian Signature and Date:

i A BTSN\ %x 4 R H:




Jon L. Yang, M.D. & David S. Yee, M.D.

Pupil Dilation Informed Consent

Pupil dilation is very commonly done to enable a complete eye exam. This
technique allows the doctor to observe the peripheral area of the retina that
would otherwise be hidden from view and also to detect other eye problems.

Pupil dilation is accomplished through the use of eye drops. The effects of
the eye drops will last from 3 to 5 hours, but may be longer. Your near vision will
become blurred, and you will also be sensitive to light. Your distance vision will
usually not be blurred, but may seem a little distorted. You will be given a pair of
sunglasses after the dilation upon request. You are allowed to drive if desired
after the dilation, but you should use extra caution, and this applies to all other
physical activities as well.

Complications from dilation are extremely rare. If you experience any
unusual pain or discomfort after the dilation, please contact our office
immediately. The doctor, staffs, or office will not be held liable for any accidents
or injuries affecting the patient while dilated, and you have the right to refuse
dilation as well as any other medical procedures provided by our office.

| hereby agree to have my eyes dilated.

Patient Signature and Date:
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Jon L. Yang, M.D. & David S. Yee, M.D.

Patient Name:
DOB:

Authorization to Release Medical Record
| agree and authorize the office of to
release my medical information to the office of Dr. Jon L. Yang and Dr. David S.
Yee to further assist in the medical care that | receive from of Dr. Jon L. Yang and
Dr. David S. Yee.

BRERSES
IR AEET [ A A iy B AR R B AR
TEBEIRATR B DU B (h e BeR e e B A B TR R

Patient Signature and/or legal guardian and Date:

T A B N\ % 4a s H




