Izumi Yamamoto, MD
Hawaii Eye Clinic, Inc.
1441 Kapiolani Blvd., Suite 1910
Honolulu, HI 96814

HAWAII EYE CLINIC Tel: (808) 943-7000

Confidential Information

SECTION 1: TELL US ABOUT YOURSELF/ Z A& A 1F#

| Mr.  Mrs.
Patient Name: Ms. Dr.
Last First MI Nickname
*Address: |
City, State, Zip:__ |
*Date of Birth: _IMale __Female *Social Security No.:
*Cell Phone: ( ) - *Email:
Work Phone: ( ) - | Home Phone:  ( ) -
Employer:
Marital Status: " Married [ Single Divorced = Widowed
Ethnicity: Japanese Caucasian Chinese ' Korean | Filipino - African American Hispanic ' [Mix
Preferred Language: English Japanese

SECTION 2: INSURANCE INFORMATION (Copy Required) /{RBRIF#

Primary Insurance

Insurance Company: | _ Self Dependant
Subscriber’s Name: Subscriber’s DOB:_
Relationship:

Secondary Insurance

Insurance Company: _ | Self Dependant
Subscriber’s Name: Subscriber’s DOB:_
Relationship:

SECTION 3: EMERGENCY CONTACT /¥R E#g it

Name: Relationship:
Primary Phone: ( ) - Cell Phone: ( ) -
Work Phone: ( ) | -
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SECTION 4: RESPONSIBLE PARTY (if different from yourself)/ K FEE 2 & T, BEIARAANLX
PNBEEFES GE

Mr. Mrs.
Name: Ms. Dr.

Last First MI
Address:
City, State, Zip:,

Date of Birth: Male __ Female Social Security No.:

Relationship:

Primary Phone: ( ) - . Cell Phone: ( )

Employer: Occupation:

Work Phone:  ( ) - Ext

SECTION 5: AUTHORIZATION FOR RELEASE (If you would like us to discuss your confidential
medical information with anybody else such as your children, please list)

I authorize release of confidential medical information to the following contact persons:

Name: Name:
Primary Phone: ( ) - . Primary Phone: ( )
Relationship: Relationship:

I hereby authorize Tzumi Yamamoto, M.D. or her representative to release to my insurance company
or representative any information including the diagnosis and the records of any treatment or
examination rendered to me during the period of such medical or surgical care. I assign my insurance
benefits including Medicare, HMSA and or any other health insurance plan payable to Hawaii Eye
Clinic, Inc. The assignment will remain in effect unless revoked by me in writing. I understand that I
am financially responsible for all charges whether or not paid by said insurance.

T2, "IATA 27V =y 7, Inc., IWARNSH, MD. £72132ORBAD, FRORBEE-
IXZEDOMREENICK L, EFREEEROBRREZT D2 L 2K T 5, EFREEFEREIEL. 2070 =y
ZIZTEBWTTOIE AL, ZWNAE. WS 2 WIEABIRIRONERE, HDHW0IE, RIEGE
KICH BB NIESR A G T, FAIX Medicare 72 E/AHITEBERR, HMSA 72 S FAROREBERIR D2 B Y Z N
TATA 7V =v7,INCAZGEE L, RO O NEENTATA 27 ) =y 7, inc.~< 2
L EIKHET D, ZORBRSILNCOEEIIRAERIC L > THEMTH2ETHI TH S, REEESD A
WOFEZDPDLT, RRANTALT A7 U=y, Inc. TRIITZERET R UKL WEELRD D
L EIKHET D,

Signature of Patient/Legal Guardian: Date:
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Izumi Yamamoto, MD
Hawaii Eye Clinic, Inc.

1441 Kapiolani Blvd., Suite 1910

Honolulu, HI 96814
Tel: (808) 943-7000
HAWAII EYE CLINIC

Confidential Patient History/JFEEICE 4 2 ERE

~ | Mr. _| Mrs.
Name/ 54 Ail: |Ms.| _Dr.
Last/#tE First/4 MI
Occupation/fgZ: Hobbies/ Z #kik:
Referred by/#E /4 Primary Care Dr./ =5
Radio TV Commercial Newspaper/Magazines . Website Friends and Family

SECTION 1: EYE HISTORY/ER (ZE89~ % JRPE

Reason for visit/>EEEH :
Do you wear glasses?/ A 7 & /3T TOE 3172 No ' Yes

for distance/iE < % 7.5 H for computer/ = t° = — % — for near/it <
Do you wear contact lenses/ = > % 77 NIl E 3 5? No Yes

Do you have the following eye problems?/fRIZBH L CUA T ORER EITHRERH D 3022

Tired eyes/IR23E N5 JIN Y Dry Eyes/ K5 A 7 A N
Eye pain, Redness/lIE23@\ >, 77 H _IN Ty Cataract/ 4PN N
Eye discharge, Tearing/ =02, & H _IN LY Glaucomal/fk N _IN
Itching, Sandy sensation/7»W4», ZAZ45 [N _IY Diabetes/} /R 5 _IN
Difficulty reading/A 2358 212 <\ _IN Ty Lazy eye/RI, 554 _IN
Difficulty driving/H0OE#EL A L3 51> TN LY Macular degeneration/#§ BEZE 1 fiE: _IN
Light sensitive, Glare/J:73 £ 5 L\ LN Y Retinal detachment/#@ ki < g _IN
Floaters/{il# h3 4 2. % LN LY Swollen lids/ & 57223 E 5 _IN
Flashing lights/>t723 6 55 < . PO TN Y Droopy eyelids/ & 5723841 5 [N
Double vision/#7s " EIZ Rz 5 [N _Jy Eye trauma/llR D> #M& _IN
Other/%& D1t

Have you had eye surgery or laser treatment?/[R D Fii-o L —F —1GEEZ T2 L13H 0 302

Cataract surgery / 1N i N LY LASIK,PRK/L—3 v 7 [N
Glaucoma surgery/fk N Fi FifF [N _ly Glaucoma laser/fk PN L —4 — ~IN
Eye muscle surgery/EHI D T [N _ly Diabetes laser/f /Ry L —>— [N
Retinal detachment/#8&i% < Fift D 1l _IN Ty Other laser/Z DffLod L —H— _IN
Eyelid surgery/ % 5 7= D F4i7 [N "]y Intraocular Injection/fR PN 4+ TIN
Other/% D1t
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SECTION 2: MEDICAL HISTORY/RE

Do you smoke?/ % /X 2 [ TR N E T

Do you drink alcohol?/337F X8k 7 & F737?

__No [ Yes packs/day [ Used to smoke/& W~ Ty /=

_INo [ Yes

Allergy(Drugs, food, vog etc.)/7 L)L ¥— (K, &5, KkILKM) :

per day

Do you have health problems or following symptoms?/LA T DREE, E2IERBH Y T30 °?

Diabetes/# R SN Y Thyroid problem/F IR iR 5 & _IN Y
High blood pressure/& ifiL/ _N Y Prostate problem/#ij 37 /% £ _IN LY
High Cholesterol/f = L A7 1 — /L _IN Ty Arthritis, Joint pain/V = v~F, BIEw IN [Y
Heart attack, Chest pain/.U: g7 SN LY Autoimmune disease/ B C. 505 ~4 _IN Y
Stroke/fixfFi %€ I’ N[Y Asthma, Emphysema/fiii &, /&4 —IN Y
Headache/E8# LN Ty Allergy/ 7 L /L — itk CIN LY
Other/% DAt

SECTION 3: FAMILY EYE HISTORY/ZZiE®D H DR

Glaucoma/ kN _IN Ty Macular degeneration/ s JE 28 i _IN Ty
Night blindness, Blindness/#% 54E. & [ N _]Y Retinal detachment/#d & g LN LY
Lazy Eyes/#&HHL. 551 _IN Y

Other/# D1t

SECTION 4: CURRENT MEDICATIONS/EEE LI TV 5 BEK

EYE MEDICATIONS/ 5 iR3K

ORAL MEDICATION//fRZE

Name

Al

LorR
A

How often

Name

ARl

How often
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Dry Eye Questionnaires
RIAT7A T 5EME

HAWAII EYE CLINIC

Patient Name Date

Have you been diagnosed with Dry Eye Disease?

ISETIZRIATA LW INTZ EiTH Y 5032 "1Yes [4No

Do you have any of the following symptoms?

IENT DX 5 RIERIZH Y £ __No

~ On and off blurry vision/2>3" A TR 2 % ~ Excessive tearing//& H

" Redness/H 23R " Tired eyes/H 23N D

~ Burning/ HR L#5 __ Mucous or discharge/ H <23 H %

" ltching/ H 232>\ __ Feeling of sand in the eye/ [ |2 F4)k

~ Light sensitivity/ e 22 L <IE U 5 " Contact lens discomfort/ = > % 7k @ L4k

Any of these symptoms related to the following conditions?

IZD XS RIERIFUTOL 72 ZICRB IV 37?2 " No

" Windy conditions when outside//EAS L < MW T 5 & &

"~ Low humidity (air conditioning, airplanes) i AMEW & & (RITHE, =7 a > B> i R)

" While using computers, watching TV, reading/= > 2 —# —_ i, 7 LEEZRTWHE &R Y

Do you use the following?/LL T D & 5 226 D ZFE T2 No
__Contactlens/z %27 FL > X

" Over the counter eye drops/iilk®O HHE (A TOR, BET -2 0 AL T2 RMERHIE, 72 L)
__ Glaucoma eye drops/f#N = o H 3

__ Anti-allergy eye drops or allergy pills/7 L /L% —H® H 3 H 5 T A%

Have you had 5 £ TIZLL T DO X 5 RFME SN & idH D 3 »? No
~ Cataract surgery/ 1N EE D T4

__ LASIK or PRKIA VB IEFM (L— v 7 PRKZRE)

__ Eyelid surgery/ & S 7=OF (C“EHEEST=OFM, 5725 LT D FH)

| review this form and based on the information contained therein and other available clinical data, | suspect
that this patient has Dry Eye Disease and obtaining a tear osmolarity measurement is medically necessary
for the diagnosis and management of this patient’s ocular problem(s).

Attending physician: (Izumi Yamamoto, MD)

ver 5-2016



Izumi Yamamoto, MD
Hawaii Eye Clinic, Inc.
1441 Kapiolani Blvd., Suite 1910
Honolulu, HI 96814

HAWAII EYE CLINIC Tel: (808) 943-7000

Notice to Patient

1. Refraction charges

One of the most important parts of your eye exam today is refraction. This test helps determine
whether you have refractive errors, such as nearsightedness, farsightedness, or astigmatism.
Refraction helps the doctor determine the best possible visual acuity and function of your eye.
Although your comprehensive eye exam is covered by your medical plan, refraction may
or may not be a covered service depending on your medical insurance plans. Some medical
plans consider refraction a “vision” service not a “medical” service. Our office fee for refraction
is $47+tax. We will bill your insurance company for all services rendered today including
the refraction. If your insurance company does not pay for the refraction, the refraction fee
will be collected in addition to any co-payment, coinsurance or deductible.

If you have a vision plan, refraction will be covered under medical or vision plan. Please call
your insurance company if you have a question regarding your plan’s coverage.

2. Fee for late cancellation and no-show
If you would like to cancel your appointment, please call us 24 hours in advance. A no-show or
late-cancellation fee of $50+tax may be assessed.

3. Fee for returned checks
$30+tax will be assessed for all returned checks.

By signing this form, | acknowledge receipt of this notice.

Patient’'s name (printed) Signature (or legal guardian) Date
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