Sz»,{)‘ ALDERWOOD VISION THERAPY CENTER, PLLC
N7 16006 Ash Way Suite 101
{ Lynnwood, WA 98087

Phone: (425) 787-5200 Fax: (425) 787-5252

Welcome to our office and thank you for making an appointment for a comprehensive vision
examination. On the following pages you will find a “Welcome To Our Office” form and symptom
checklist. Please either return the completed forms to our office before your scheduled
appointment, or bring them with you to the examination.

Thank you again for your cooperation in providing this complete history.
We look forward to seeing you!

Nancy G. Torgerson Kristi A. Jensen Willow F. Thompson
Doctor of Optometry Doctor of Optometry Doctor of Optometry




DRIVING DIRECTIONS

Alderwood Vision Therapy Center, PLLC
16006 Ash Way, Suite #101
Lynnwood, WA 98087
(425) 787-5200

Southbound on I-5 coming from Everett, WA
1. Take exit #183, towards 164th St. S.W.
2. Keep RIGHT to stay on Ramp
3. Bear RIGHT (West) onto 164th St SW, then immediately turn RIGHT (North) onto Ash Way
4. Our building will be on your left at 16006 Ash Way #101, Lynnwood, WA 98087

Northbound on I-5 coming from Seattle, WA
1. Take exit #183
2. Turn LEFT (West) onto 164th St SW
3. Turn RIGHT (North) onto Ash Way
4. Our building will be on your left at 16006 Ash Way #101, Lynnwood, WA 98087

Northbound on I-405
1. Merge onto I-5 North
2. Take exit #183
3. Turn LEFT (West) onto 164th St SW
4. Turn RIGHT (North) onto Ash Way
5. Our building will be on your left at 16006 Ash Way #101, Lynnwood, WA 98087

From the Edmonds Ferry:
Go on road from ferry until you see I-5 North and take that. Then follow the instructions

above for Northbound I-5.

Our office is located in a separate building at the north end of Newberry Square.
Look for the sandwich board on the sidewalk!



“/~ &% WELCOME TO OUR OFFICE fitsuees sy o ruc

Lynnwood, Washington 98087

Please fill out completely Phone: (425) 787-5200 Fax (425) 787-5252
TODAY’S DATE: / /
|
iTDRDiEETss: CITY, STATE: ZIP:
mI)LFiEsGs: CITY, STATE: ZIP:
DOB: / / AGE: SEX: M F | OCCUPATION:
HM PHONE: ( ) CELL PHONE:  ( ) WK PHONE:  ( )
IN CASE OF RELATIONSHIP PHONE:
EMERGENCY CONTACT: TO PATIENT:
HOW DID YOU HEAR ABOUT OUR OFFICE? MAY WE SEND A THANK-YOU LETTER? Y N
E-MAIL ADDRESS:
PERSON RESPONSIBLE FOR ACCOUNT: ADDRESS: RELATIONSHIP TO PATIENT:

PLEASE REMEMBER TO BRING YOUR INSURANCE CARD(S) WITH YOU TO YOUR APPOINTMENT.
FIELDS WITH * ARE REQUIRED

VISION INSURANCE: YES NO INSURANCE COMPANY: INSURANCE PHONE: ( )
*SUBSCRIBER: DOB: I.D. # (incl. letter prefix): GROUP #:

*SGN: INSURANCE ADDRESS:

MEDICAL INSURANCE: YES NO INSURANCE COMPANY: INSURANCE PHONE: ( )
*SUBSCRIBER: DOB: I.D. # (incl. letter prefix): GROUP #:

*SGN: INSURANCE ADDRESS:

IF WE ARE PROVIDERS WITH YOUR INSURANCE COMPANY, WE WILL BILL THEM DIRECTLY. IF NOT, WE REQUIRE PAYMENT
AT THE TIME OF SERVI CE AND WILL GIVE YOU THE PROPER RECEIPT FOR YOU TO SUBMIT FOR REIMBURSEMENT.
COPAYMENT IS ALSO REQUIRED AT THE TIME OF SERVICE.

WE ARE PROVIDERS WITH:
Blue Cross Blue Shield, Regence Blue Shield, Premera Blue Cross,
Medicare and Medicaid/DSHS (only open coupon and Regence Healthy Options)
We are not providers with any HMO.

Please sign that you understand the above: Date:

Nancy G. Torgerson

Doctor of Optometry CONTINUED ON BACK




Vision Health History
Please fill out completely

Reason for todavyvébés visit:

Last Vision examination: Results:

Do you wear glasses? Yes No For: constant wear occasional wear near far

Do you wear contact lenses? Yes* No For: full time wear occasional wear

* For Your Information: We refer out for contact lens fitting, dispensing and follow-up.

Type: Soft Rigid Gas Permeable

Visual demands: At work (reading, computer, etc.)

At play (sports/hobbies)

Medications currently taking:

For what condition:

General health: Good Poor

History of eye surgery/LASIK: Yes or No Explain:

Allergies: Yes or No Specify:

List patient's special needs (autistim/developmental delays, etc):

List special concerns:

Family history of:
(Please Circle all that apply)

Diabetes Glaucoma Color Deficiency Amblyopia (lazy eye)
Strabismus (eye turn)  Double-vision High blood pressure Retinal disease
Learning problems Allergies Headaches/Migraines Sinus problems

Macular Degeneration  Retinitis Pigmentosa Other

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION TO PROCESS MY INSURANCE CLAIM OR FOR THE REFERRAL TO ANOTHER DOCTOR.

I ALSO ALLOW MY PAYMENT FROM INSURANCE TO BE SENT DIRECTLY TO ALDERWOOD VISION THERAPY CENTER, PLLC.

Signed: Date:

Nancy G. Torgerson
Doctor of Optometry




Symptom Checklist
Please check all that apply

___ Do your eyes hurt?
___ Double vision?
__ Does vision blur when looking into the distance?
___ Does vision blur when doing near work?
__ Do your eyes water?
__ Do your eyes get bloodshot?
__ Do you get headaches after intense visual activities?
__ Do you feel dizzy or sick to your stomach after intense visual activity?
__ Do you see more clearly with one eye than with the other? Which: R___ L
__ Do you ever see flashes of light?
__ Do your eyes tire quickly when reading, sewing, or working on a computer?
__ Does your comprehension tend to decrease the longer you read?
__ While reading, do you confuse similar letters or words?
__ While reading, do you skip lines?
__ While reading, do you lose your place?
__ Do you read very slowly?
__ Do you often have to re-read a line you have just read?
__ Do you use your finger or a marker to keep your place while reading?
___ Do you have difficulty remembering what you have read?
__ Do you feel sleepy with reading?
__ Do you avoid reading?
__ Do you hold your head close to what you're reading or writing?
__ Do you turn your head a great deal while reading or working on a computer?
__ Do you rub your eyes frequently after or while reading or working on a computer?
__ Do you close or cover an eye? Which? R___ L
__ Do you have trouble with spelling?
__ Do you often reverse letters, words, or numbers?
__Are you restless when working at your desk?
__ Does your distance vision blur when looking up from close work?
__ Does your vision blur when you concentrate?
__ Do you dislike tasks requiring sustained visual attention?
__ Do lights bother your eyes? Indoors___ Outdoors_
__ Do you avoid close work?
__ Do you feel nervous, irritable, restless, or frustrated after sustained visual concentration?
__ When concentrating, do you tend to lose awareness of your surroundings?
__ Do you frequently trip or stumble?
__ Do you have trouble threading a needle?
__ Do you blink a lot?
__ Do you have frequent sties?
__ Do your eyes feel dry?
__ Do your eyelids twitch?
__ Do you find it difficult to use binoculars?
__ Do you feel uncomfortable in crowded areas with a lot of movement?
__ Do you tailgate when driving?
__ Do you have trouble judging distance when parking or when pulling out into traffic?
__ Do you find night driving difficult?
___ Do you get carsickness or motion sickness?
__ Are eye/hand coordination sports (e.g. tennis, racquetball and baseball) difficult?
__ Are eye/body coordination activities such as dancing difficult for you?

Nancy G. Torgerson
Doctor of Optometry




