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Patient Name Preferred name or nickname (if applicable)

Street Address City State Zip

Home Ph# Cell# Birth Date Parent/Guardian (if applicable) 

Occupation Employer Work#

Email How did you hear about us?
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PAT I E N T M E D I C A L H I S TO R Y

a family member have problems with any of the following (please check all that apply):
SELF / FAMILY SPECIFY SELF / FAMILY SPECIFY
Ƒ Ƒ Cardiovascular Dz

Ƒ Ƒ
List other Eye Conditions/Surgeries:

CL Fit $

O C U L A R     H E A L T H    E V A L U A T I O N

ve checking your eye health is just as important as your vision!  Many health problems such as glaucoma, cataracts, diabetes, 
ion, high cholesterol and tumors can be detected even before the onset of symptoms or loss of vision.  At Swell Vision Center, 

we provide 2 different options for you to choose from in order to assess your ocular health. 

tion:   A great way to open your pupils for the doctor to have a better view of the inside of your eyes.
Causes light sensitivity and blurry vision for about 4 hours. Included as part of your routine eye exam. 

 Wellness Scans (doctor recommended):  Don’t like eye drops?  Don’t want blurry vision for 4 hours?

The Optos Monaco is a fast and educational way to evaluate the inside of your eyes by taking  
both a panoramic image of your retina and an OCT scan (cross section) of both your macula and 
optic nerve!  It also provides a permanent record for your file.   
Additional $59 fee. Not covered by most insurances. 

se not to be dilated or to receive the Optos Monaco retinal imaging, you agree not to hold Dr. Craig Scibal, Dr
ks, or Swell Vision Center liable for any delay in diagnosis or treatment that may occur.   
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List other Medical Conditions:

dications: 

: 

r today's visit

 that apply:       Blurred Vision     Poor Night Vision       Dry Eyes       Flashes/Floaters        Itchy Eyes        Red Eyes

er problems/concerns _________________________________________________________________________

ear glasses?  � Y /�   N Do you wear contacts?  � Y /    N
an on purchasing eyewear/contact lenses from Swell?       Y /       N /        Unsure

RTC:  1wk/1-3mo/6mo/1yr Tech day / Dr. day Or
. Meghan 

der trials Y / N Refer:  Y / N
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Swell Vision Center  
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F I N A N C I A L AR R A N G E M E N T S

:

CONTACT LENS EVALUATION POLICY:

 
the 

original exam date and a new exam will be required.

 
 

 
 
 

from service date.

Contact Lens evaluations must be performed within 60 days of the routine health evaluation. A new full 
exam is required after the 60 day period. All contact lens evaluations include unlimited follow ups for 60 
days. Any issues with the contact lenses must be brought to our attention within the 60 days. Following 60 
days, an office visit charge will be incurred. 

Thank you for choosing us for your eye care needs. We are delighted to have you as a patient and appreciate the 
confidence you have placed in us. If you have any questions about this form, please do not hesitate to ask. 
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