
_____________________

. 

Do you have an eye doctor? If yes, name of  Eye Doctor:     
  [    ] Yes  [    ] No        Eye Doctor:_________________     

  Did your Eye Doctor send/refer you to the Filutowski Eye 

Institute? [    ] Yes   [    ] No

11.25.2024

Please indicate how you heard about us: K92fm: 104.1fm 106.7.fm Google101.1fm

Other Referral Source: ______________________________________________________________________________



ASC MRNPA MRN

Last Name:
Today's Date:

Are you pregnant or nursing?

Are you HIV/ AIDS positive?

Patient's Height ft in

First Name: MI:
Reason for Today's Visit:

Patient's Weight Patient's DOB

Patient Information

Number of Months:

lbs

[     ] yes     [     ] no
[     ] yes     [     ] no

Previous Eye Injuries:
Previous Eye Surgery:
History Eye Disease:

Family History of Eye Disease:

List:

Dr:

Eye Health History

Treated With:[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no
[     ] yes     [     ] no

What:

What:

Who and What:

When:

Respiratory Difficulty 
(Asthma/Bronchitis/Emphysema)

General Health History

[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no
[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no
[     ] yes     [     ] no
[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no
[     ] yes     [     ] no

[     ] yes     [     ] no
[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no

Anemia

Convulsions/Epilepsy

Fainting Spells

CHF/Murmur

Slow/Fast/Irregular Heart Rate

Heart Attack(s)
Stroke(s)/TIA

Chest Pain/ Angina
Heart Disease

Angioplasty/Pacemaker

Bypass Surgery
High Blood Pressure

Low Blood Pressure

Diabetes

Kidney Disease/Dialysis

Thyroid Disease

Difficulty Swallowing
Other Medical Problems

Smoker

Alcohol Use [     ] yes     [     ] no

Treated With:

Treated With:

Treated With:
When:

When:

Treated With:

Treated With:
Days of Dialysis:

List:

Years: PPD:

Amount:

History of Hepatitis
History of Tuberculosis
History of antibiotic-resistant infection
(MRSA, VRE, etc)

Type:
Infection Health History

Date Last Tested:[     ] yes     [     ] no

[     ] yes     [     ] no
[     ] yes     [     ] no Active Now:

When:

OFFICE USE

History of staph infection
Shingles
C-Diff

[     ] yes     [     ] no
[     ] yes     [     ] no
[     ] yes     [     ] no

When:

Date Last Tested:

Active Now: [     ] yes     [     ] no

[     ] yes     [     ] no

Last BSL: A1C:



Disease or Condition not Listed:
Additional Information

Name of local eye doctor(s) who have treated you:

Primary Care Physician:

Physicians & Pharmacy

Cardiologist:

Preferred Pharmacy

Emergency Contact:

Phone:
Phone:

Phone:
Phone:

[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no

[     ] yes     [     ] no
[     ] yes     [     ] no

[     ] yes     [     ] noPrescription Eye Drops

Prednisone Allergy

Betadine Allergy

Blood Thinners

Latex Allergy

Other Allergies
Current Medications

List:

List:
List:

Reaction:

***This section to be completed by ASC staff***

**** Note: all wheelchair bound patients must be accompanied by an able-bodied assistant at all times who will be 
responsible for transferring the patient.****

[x]______________________________________________________ ( LPN / RN / CRNA / MD )

[x]______________________________________________________ ( LPN / RN / CRNA / MD )

page 2 of 2

ASC MRNPA MRN

OFFICE USE

Patient's Name: Patient's DOB:

Allergies and Medications

Strength Dosage Frequency

Reaction:

Reaction:

Reaction:

Reaction:



______________________ 

11.25.2024

FEE FOR REFRACTION ($50): (For medical/surgical purposes, not for glasses prescriptions) is a billable 
service NOT COVERED by health insurance and is therefore 100% my responsibility.

I understand that if I cancel an office visit appointment with less than 48 hours notice or do not show up, I 
will be charged a $50 cancellation fee. I understand that if I cancel my surgery with less than 1 week notice, 
I will be charged a $100 surgery cancellation fee. I understand that if I do not show up to my surgery, I will 
be charged a $200 surgery no-show fee. I understand and agree to pay these fees if assessed.

FEI will file claims only with insurance companies with whom we participate. We will file with no more than 
two (2) insurance companies. If you have additional coverage, you are responsible for filing the claim.

 --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------



__________________ 

• 

• 

•

11.25.2024



____________________ 

11.25.2024



CATARACT CONSULTATION QUESTIONNAIRE ___________ 
PA MRN 

PAGE 1 OF 2 

Patient Name: ______________________________________________________________________ 

VISUAL FUNCTIONING 

Because of your vision, do you have difficulty (even with 
glasses) with the following activities?        

1. Reading small print, such as medicine bottles or food labels? [    ] yes [    ] no 

2. Reading a newspaper or book in good lighting? [    ] yes [    ] no 

3. Seeing your cell phone or tablet? [    ] yes [    ] no 

4. Recognizing people’s faces? [    ] yes [    ] no 

5. Seeing steps, stairs, or curbs? [    ] yes [    ] no 

6. Reading street signs, road signs, or store signs? [    ] yes [    ] no 

7. Doing fine handwork like sewing, knitting, crocheting, or
carpentry?

[    ] yes [    ] no 

8. Writing checks or filling out forms? [    ] yes [    ] no 

9. Playing games such as bingo, dominoes, or card games? [    ] yes [    ] no 

10. Taking part in sports like golf, tennis, or bowling? [    ] yes [    ] no 

11. Cooking? [    ] yes [    ] no 

12. Reading captions on television? [    ] yes [    ] no 

SYMPTOMS

Have you been bothered by… 

1. Poor night vision? [    ] yes [    ] no 

2. Seeing starbursting, rings or halos around lights? [    ] yes [    ] no 

3. Glare caused by headlights or bright sunlight? [    ] yes [    ] no 

4. Hazy and/or blurry vision? [   ] yes [    ] no 

5. Poor vision in low or dim light? [    ] yes [    ] no 

6. Poor color vision? [    ] yes [    ] no 

Continued on next page  

11/25/2024



CATARACT CONSULTATION QUESTIONNAIRE PA MRN: _________

PAGE 2 OF 2 

DRIVING 

1. Do you currently drive a car? [  ] yes (continue) [  ] no (skip to #4) 

2. How much difficulty do you have driving during the day because of your vision?

[  ]  No difficulty [  ]  A moderate amount of difficulty 

[  ]  A little difficulty [  ]  A great deal of difficulty 

3. How much difficulty do you have driving at night because of your vision?

[  ]  No difficulty [  ]  A moderate amount of difficulty 

[  ]  A little difficulty [  ]  A great deal of difficulty 

4. Have you stopped driving because of
your vision?

[  ] yes [    ] no [    ] only at night 

5. If you have stopped driving (day or night), when did you stop?

[  ]   less than 6 months ago [  ]   6-12 months ago [  ]   more than 1 year ago 

WHICH EYE DO YOU FEEL IS MORE AFFECTED BY THE SYMPTOMS INDICATED? 

[  ]   Both eyes equally affected 

[  ]   Right eye more than left [     ]   Left eye more than Right 

[  ]   Right eye only (left eye not affected) [     ]   Left eye only (right eye not affected) 

Cataract surgery can usually be safely POSTPONED until you feel you need better 
vision. If new glasses DO NOT improve your vision and the only way to see better 

is cataract surgery, do you feel your vision is bad enough to consider cataract 
surgery now? 

Right Eye [    ] yes [    ] no Left Eye [    ] yes [    ] no 

This form was read to the patient by: __________________________________ 

Patient Signature: ______________________________  Date:____________ 

Reviewed By (Counselor): ________________________  Date:____________ 

11/25/2024
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