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Administrative Directive

Students at SFUSD schools needing FREE resources for EYE
EXAMS/GLASSES

Poor vision in school age children can interfere with coordination, acquisition of
skills, achieving developmental milestones, and the ability to learn properly. Early
detection and correction of vision problems can alleviate some of these problems

with less interference in the child’s ability to learn.

The following organizations provide free and/or low cost vision care and
glasses for SFUSD students who qualify:
e Children’s Vision First
¢ California Vision Project
e |lensCrafters *
*NOTE: Lenscrafters’ Hometown Day is Thursday, October 14", 2010 (see the
attached instructions for referrals and write “Hometown Day” on the One Sight
Program referral form when making referrals to the Hometown Day event).

Eligibility

1) Students have either failed the school based vision screening or have
demonstrated a need for vision care.

2) Family has economic need and no health insurance that covers eye exams and/or
glasses.

OR

3) The family has economic need and has vision insurance but has lost/damaged

their glasses and is unable to get new glasses under their current insurance plan.

To Apply
Instructions and applications attached. For questions, please contact:

Nurse of the Day
Student Support Services Department
242-2615
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Children’s Vision First

(Formerly JVQ California)
1007 General Kennedy Ave. Suite 210
San Francisco, CA 94129
415.561.7793 phone

415.409.0587 fax

Principals

Students in your schools have an opportunity to participate in the new Children’s Vision
First vision program, which provides free eye exams and glasses for children who are in
need and do not have health insurance.

The Children’s Vision First program is designed to be simple and also flexible enough to
empower the teachers and health care providers in your schools to identify children who
are in need of help and are not being served through existing resources.

Children Who Are Eligible:

e Have failed school based vision screening (grades K: 20/40, grades 1-12: 20/30).
e Have no health insurance that covers eye exams and glasses.

* Have no economic resources to provide for adequate vision care. (These students
are usually eligible for, or are already participating in, the Free or Reduced Lunch
Program.)

Making Referrals:

» Referrals can be made by any school employee who can verify the child’s eligibility.
This is usually the nurse, health clerk or teacher.

 Since not all grades are screened, teachers are especially vital in referring children
from those grades not being screened.

e Teachers must make sure that any child suspected of having vision problems is
brought to the attention of the school nurse or vision screener for testing.

e Each child failing the vision screening must then be qualified for eligibility for the
Children’s Vision First program.

¢ Qualification includes confirmation that the child has no vision insurance and is
without economic means for adequate vision care.

» After a child has been qualified, a Children’s Vision First Referral Form is filled out
and faxed to Children’s Vision First.

e Children’s Vision First will assign the student to a doctor in his or her neighborhood
and mail the doctor’s information to the child’s parent/guardian. A copy of this letter
is faxed to the school contact that referred the child.

e The parent must call their assigned doctor to schedule the appointment.

e The child then receives a free eye exam, and if glasses are required, CVF will
manufacture free, quality new glasses and send them to the doctor for dispensing.

Better vision is one of the easiest things we can do to improve a child’s potential.
If you have any questions, please call Children’s Vision First at 415.561.7793

Keeping CHILDREN in focus



Children’s Vision First

(Formerly JVQ California)
1007 General Kennedy Ave. Suite 210
San Francisco, CA 94129
415.561.7793 phone

415.409.0587 fax

Attention: Teachers
Good Newsl!!

Students in your school have the opportunity to participate in the Children’s Vision First program,
which provides free eye exams and glasses for our most vulnerable children.

Children are eligible for the Children’s Vision First free vision care program if they:

e Have failed the school based vision screening
e Have economic need and no health insurance of any kind that covers eye exams and glasses

Making Referrals:
e Make sure the child qualifies: Has no health insurance and is in economic need.
¢ Along with the standard school notification, every child who fails the school vision screening
should be sent home with a Children’s Vision First “Free Eye Care” letter. This letter is only a
tool to help identify children who qualify for our program. Teachers should follow up and
collect these letters and return them to the school nurse or health clerk. (Unless it is the
teacher who will be filling out the Referral Forms)

o Verifying eligibility requirements with the parent/guardian by phone is equally acceptable.

e Once a child is qualified a Children’s Vision First Referral Form is filled out and
faxed to Children’s Vision First: 415.409.0587 Nurses and vision screeners usually fill out and
fax the Children’s Vision First Referral Form, however, at some schools it is the teacher who fills out
and faxes the Referral Form.

e Any way you establish that a child is qualified is valid. (Phone or collect info thru “Free
Eye Care” sent home to parents)

o The Referral Form is all we want or need.

e Forall grades not being screened, it is up to the teacher to make sure that any children
suspected of having vision problems are brought to the attention of the vision screening team
for testing.

What Happens Next?

e When the Referral Form is received by Children's Vision First, a doctor is assigned and a letter
with instructions for contacting the doctor is mailed home to the child’s parent/guardian.
A copy of this letter will be faxed to the referrer for record keeping and follow up.
The parent must call their assigned doctor to schedule the appointment for an exam.
If eyeglasses are prescribed, Children’s Vision First manufactures quality new glasses and
sends them to the doctor for dispensing. All doctor services and Children’s Vision First
eyeglasses are FREE OF CHARGE.

Follow-up with parents/guardians in the process of verifying insurance and making and keeping
doctor appointments is extremely helpful. Better vision is one of the easiest things we can do to
improve a child’s potential.

Nurse/Vision Screener: Phone:

For further information and/or to obtain the Referral Form, please contact the Nurse of the
Day at 415.242.2615, or call Children’s Vision First at 415.561.7793.

Keeping CHILDREN in focus




Children’s Vision First

(Formerly JVQ California)
1007 General Kennedy Ave. Suite 210
San Francisco, CA 94129
415.561.7793 phone

415.409.0587 fax

Guidelines for School Nurses and Health Clerks

Children are eligible for the Children’s Vision First free vision care program if they:

¢ Have failed the school based vision screening
¢ Have economic need and no health insurance of any kind that covers eye exams and glasses

Who can make a Referral?

¢ Any school employee who can verify the child’s eligibility can make referrals to our program.
Generally school teachers, health clerks, nurses and secretaries make referrals to Children’s
Vision First.

How do | make a Referral?
1) Make sure the child qualifies: Has no health insurance and is in economic need.

¢ Along with the standard school notification, every child who fails the school vision screening
should be sent home with a Children’s Vision First “Free Eye Care” letter. This letter is only a
tool to help identify children who qualify for our program. Teachers should follow up and
collect these letters and return them to the school nurse or health clerk.

o Verifying eligibility requirements with the parent/guardian by phone is equally acceptable.

e Any way you establish that a child is qualified is valid. (phone or collect info thru “Free
Eye Care” sent home to parents) Once a child is qualified just fill out a Referral Form.
The Referral Form is all we want or need.

2) For all children who qualify, fill out a Children’s Vision First Form. You only need to fill in the left
side of the form with the child’s information and your contact information. (It is extremely
important to print very clearly)

3) Fax the completed Children’s Vision First Referral Form to 415.409.0587.
What Happens Next?

e When the Referral Form is received by Children’s Vision First, a doctor is assigned and a letter
with instructions for contacting the doctor is mailed home to the child’s parent/guardian.
A copy of this letter will be faxed to you for record keeping and follow up.
The parent must call their assigned doctor to schedule the appointment for an exam.
If eyeglasses are prescribed, Children’s Vision First manufactures quality new glasses and
sends them to the doctor for dispensing. All doctor services and Children’s Vision First

eyeglasses are FREE OF CHARGE.
Important Reminders:

o Each CVF Referral Form must be filled out and signed by school personnel.
o Only refer eligible children. Doctors are donating their time. Therefore, you must refer only
those students who truly qualify. Only one exam per calendar year is allowed.

Replacing Broken or Lost Eyeglasses:
e A second pair or a replacement pair for lost or broken glasses may be purchased for $35.00.

For further information and/or to obtain the Referral Form, please contact Nurse of the Day at
415.242.2615, or call Children’s Vision First at 415.561.7793.

Keeping CHILDREN in focus



Children’s Vision First

(Formerly JVQ California)
1007 General Kennedy Ave. Suite 210
San Francisco, CA 94129

FREE VISION CARE

Dear Parent/Guardian,

The vision screening performed at your child's school has determined that your child needs further eye
care.

If you have NO MEDICAL INSURANCE and are in extreme ECONOMIC NEED, you may qualify for the
Children’s Vision First vision program.

If you have MediCal, Kaiser, PacifiCare, Healthy Families or any other medical insurance, please get
immediate help for your child through your own medical insurance. Your school nurse may be able to assist
you if necessary. The inability to see clearly puts school age children at a disadvantage that may follow
them for a life time and is easily correctable.

Please fill out this form and check all that apply from the questions below, then RETURN THIS LETTER TO
YOUR SCHOOL to help us establish if your child qualifies. Just checking a box does not result in being
qualified. IF your child qualifies, you will receive a letter from Children’s Vision First within 2 weeks
assigning you to a doctor in your neighborhood and asking you to call to set up an appointment right
away to receive a free eye exam and glasses.

Child’s Name: Date of Birth:
First Middle Last

Grade: Name of School:

Parent/Guardian Name:

Phone: Phone 2:

Address:

Street Address / Mailing Address City State Zip

Language Spoken in Home:

Please [X] check all that apply:

[] NO MEDICAL INSURANCE

[] EMERGENCY MediCal ONLY

[] My child is, or has been eligible for the Free and Reduced Lunch Program

[] 1f we qualify, we can get to UC Berkeley School of Optometry to receive our services

Parent/Guardian Signature:

School Nurse/Vision Screener: Phone:
(Or Alternate School Contact)

**Teachers, Nurses, and Secretaries: This letter is a tool to help you qualify
children for the Children’s Vision First program. Qualification can also be established by phone
with the parent/guardian. IF a child qualifies, school personnel must fill out and fax a Children’s
Vision First Referral Form. Please contact the Nurse of the Day at 415.242-2615 for further
information or to obtain the Children’s Vision First Referral Form.



Children’s Vision First

(Anteriormente JVQ California)
1007 General Kennedy Ave. Suite 210
San Francisco, CA 94129

SERVICIOS GRATIS DE OPTOMETRIA

Estimados Padres/Guardianes:

La seleccion de la vision realizada en su escuela ha determinado que su nifio necesita el cuidado adicional
de ojo.

Si usted no tiene SEGURO MEDICO y esta en NECESIDAD ECONOMICA extrema, usted puede calificar
para el Programa de la Visién de Children’s Vision First.

Si usted tiene Médico, el Kaiser, PacifiCare, o cualquier otro seguro médico, obtiene ayuda inmediata para
su nifio por su propio seguro médico. Su enfermero de la escuela puede ser capaz de ayudarlo si es
necesario. La incapacidad para ver pone claramente en la escuela niios de edad en situacién
desventajosa que los pueden seguir para un tiempo de vida y son facilmente corregidos.

Llene por favor esta forma y chequee todo que aplica de las preguntas abajo, entonces VUELVE ESTA
CARTA A SU ESCUELA para ayudarnos establecer si su nifio califica. Sl su nifio califica, usted recibira
una carta de Children’s Vision First dentro de 2 semanas que asignan usted a un doctor en su vencimiento
y poderlo llamar para establecer una cita para recibir un examen libre de ojo y lentes.

Nombre de hijo/a: Fecha de Nacimiento:
Primer Segundo Nombre Apellido

Grado: Nombre de escuela:

Padre/Guardian Nombre:

Teléfono: Teléfono 2:

Direccion:

Direccién de Calle/ Direccion Postal Ciudad Estado Codigo Postal

Language Hablado en Casa:

Favor [X] marque a todo lo que apliqué:

[J NO TIENE SEGURO QUE CUBRE

[] SOLO TIENE MediCal EMERGENCIA

[] Esta o ha sido elegible para el programa gratis de almuerzo

[ siQualifica, puede llegar a la Escuela de Optometria en la Universidad de Berkeley para recibir
cuidado de los ojos

Firma de Padre/Guardian:

Enfermera de la Escuela: Teléfono:
(O Alternado Contacto de la Escuela)

**Teachers, Nurses, and Secretaries: This letter is a tool to help you qualify
children for the Children’s Vision First program. Qualification can also be established by phone
with the parent/guardian. IF a child qualifies, school personnel must fill out and fax a Children’s
Vision First Referral Form. Please contact Nurse of the Day at 415.242-2615 for further
information or to obtain the Children’s Vision First Referral Form.



Children’s Vision Fir__st

1007 General Kennedy Ave. Suite 210
San Francisco, CA 94129
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**Teachers, Nurses, and Secretaries: This iétter is a tool to help you qualify
children for the Children’s Vision First program. Qualification can also be established by phone
with the parentlgugrdlan. IF a child qualifies, school personnel must fill out and fax a Children's
Vision First Refeiral Form. Please contact the Nurse of the Day at 415.242-2615 for further
information or to obtain the Children’s Vision First Referral Form.
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Procedure for Replacement of Lost or Damaged Glasses
for SFUSD Students

Student has lost or damaged
their glasses

4 v
Student has visSi:)zdi?\r;E:‘::ce
Medi-Cal Vision
Insurance other than
Medi-Cal
A 4 v

Medi-Cal will replace frames within two
years of initial coverage. Frame
replacement may be covered for reasons
other than loss, theft or destruction in
circumstances beyond a recipient’s
control.

Parent/Guardians must give provider a
signed statement that explains the
circumstances of the replacement and the
reason the existing frame cannot be used.

or
Complete enclosed application and bring to
provider.

Many insurance programs have a
replacement program for lost or
damaged glasses. Family must
contact insurance directly to inquire if
they have a replacement program.

If no replacement program exists,
family is responsible for the
replacement of the glasses.

If the family is unable to purchase

y

y

insurance and is una
glasses due to econ

Student has no Medi-Cal or vision

ble to purchase new
omic circumstances

v

v

Student has current
vision prescription
(examined by eye
doctor within past

year 12 months)

Family can obtain
prescription by
contacting office of

. eye doctor
new glasses due to economic _
circumstances, please follow
directions for “Student has no
Medi-Cal or vision insurance”.

Contact one of the

following programs
available for free or low
cost eye (information for
these programs located in
this WAD):

® LensCrafters Gift of Site
® Children’s Vision First

® (California Vision Project

In most cases, school site
must initiate contact to
organizations on student’s
behalf.

.
Inform organization that
student has current vision Stud

Student has NO
current vision
prescription

Y

Contact one of the
following programs
available for free or low
cost eye care (information
for these programs located
in this WAD):

® LensCrafters Gift of Site
® Children’s Vision First

® (California Vision Project

In most cases, school site
must initiate contact to
organizations on student’s
behalf.




Medi-Cal Vision Care Bulletins-VC317- July 2004
Eye Appliances

This section contains general information about eyeglasses and contact
lenses and program coverage (California Code of Regulations [CCR], Title
22, Section 51317

Lost, stolen, broken or significantly damaged eye appliances may not be
replaced unless a recipient or recipient’s
representative supplies the provider with a
signed statement. The statement must certify
that a loss, breakage, or damage was beyond
the recipient’s control and must include the
circumstances of the loss or destruction and
the steps taken to recover the lost item. A
recipient’s signed statement must be retained
in the recipient’s file for at least three years.

Date:

Dear Doctor

The following explains the circumstance of the lost/stolen/broken
glasses:

Parent/ Guardian signature
Address
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CALIFORNIA VISION PROJECT (CVP) APPLICATION FORM
The California Vision Project provides free eye exams to eliglble low-income working families.
Services are donated by volunteer optometrists throughout California.

Eligibility requirements: All eligibility requirements must be met {n order to qualify (PLEASE READ)

At least one adult in the household must be employed (full-time or part-time);

The person(s) seeking an eye exam must have no public or private insurance that covers eye exams;

Applicants must not have had an eye exam in the last 2 years; and

Applicants are low-income and are unable to pay for eye care,
10.00 non-refundable administrative fee (per perso

can be made pavable to “The California Vision Foundation”
Please answer all questions below. Verification may be requested.

1. Is anyone in your household currently employed (full-time or part-time)?
2. What is the total number of people in your household (iving with you, including yourself?
3. What was your household's approximate gross annual income before taxes and deductions?
4. How far are you able to travel for your appointment?
Please list any particular cities that you would be able to travel to for your appolntment:

ompany the appllcation. Check orders

D Yes O No

miles

List all family members who are applying for a free eye exam:

Has this person had an E:;;:m:&e;:on have
Name Date of Birth :vy; e::rn; ,in the last government fnsurance
years: that covers eye exams?

1. T § C Yes O No 0 Yes O No
2. /! O Yes O No D Yes 0O No
3. /7 ! O Yes O No 0 Yes 0O No
4, i ! O Yes O No O Yes 0O No

Home address: (Please print) Employer address: (Please print)

Address Address,

Apt. #,
City City
State Iip State Zfp

Daytime telephone number ( )

Work telephone number (

) —

Your completed form will be reviewed to determine your elfaibility. Eligible patients will be natified by mail and will
receive a complete eye exam without cost if a volunteer 1s available in your area.

Mail this completed application to:
California Vision Foundatfon

2415 K Street, Sacramento, CA 95816
If you have any questions please contact Megan Gowin or Michelle Harvey at (800) 877-5738,
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FORMULARIO DE SOLICITUD DEL PROYECTO DE LA VISION DE CALIFORNIA (CVP)

EL Proyecto de la Visién de California ofrece examenes de vista sln cargo a famflfas de trabajadores de bajos ingresos

que cumplen con ctertos requisitos.
Los serviclos son donados por optometristas voluntarios de toda Californfa.

Requisitos que debe cumplir el solicitapte: Todos los requisitos de la elegibilidad se deben cumplir para calificar
(POR FAVOR LEER)

Al menos un adulto de la casa debe tener trabajo (full-time o part-time);

La persona o las personas que sollciten el examen de vista no podrén tener seguro plblico ni privado que cubra

el examen de viste;

El solfeftante no debera haberse realizado un examen de vista en los (ltimos dos afios; y

Los solicitantes son de bajos ingresos y no pueden pagar la atencién oftalmalégica.
rgo de $10.00 administrativo {por persona) tiene que acempan: clo

0 money orders pueden i "The California Vision Foundation"

ara ger procesada. Cheque

Por favor, responda todas las preguntas. En algunos casos podré solicftarse verificacién.

1. JAlguna persona de su hogar trabaja actualmente (full-time o part-time)? Oosi 0O No
2. ;Cudnta gente vive en su casa con usted, inclufdo usted?

3. JCual fue el ingreso anual bruto aproximado de su hogar antes de impuestos y deducciones?

4. JCudn lejos puede viajar para su cita con el oftalmélogo? millas.

Por favor indique algunas de las ciudades especificas a las que podria viajar para su cita con el oftalmélogo:

Indigue guiénes son los miembros de la familia que solicitan un examen de vista gratis:

:Esta persona se hizo | jEsta persona tlene

Nombre: Fecha de un andlisis de la vista | seguro privado o del
! nacimiento en los ditimos dos gobierno que cubra

afios? exémenes de la vista?
1. !/ O sl ONo 0 8 0 No
2 T 0Si ONo 08 0 Neo
3. [ 0Si O No O Sl O No
4, ! OSI O No D Si 4 No

Direccidn del solicitante: (En letra de molde)

Direccién del empleador: (En letra de molde)

Direccion Direccidn,
Nro. de Apto.
Cludad Ciudad
Estado Cadigo postal (Zip) ______ Estado Cédigo postal (Zip)

Nro. de teléfono durante el dfa (

)

Nro. de teléfono del trabajo { -

)

Se examinara su formulario completo para determinar sf usted cumple con las requisitos. Si los cumple, recibira una
netificacién por correo y recibird un examen de vista Integral sin costo sf existe un voluntario disponible en su zona.

Envie este formulario de solicitud completo por correo a:
California Vision Foundatton
2415 K Street, Sacramento, CA 98816
S1 tiene alguna pregunta, por favor contacte a Megan Gowin o Michelle Harvey al nimero (800) 877-5738,




LensCrafters/EyeExam of California

LensCrafters/EyeExam of California has several community assistance programs and has been
extremely generous with the students of SFUSD.

HOMETOWN DAY As part of the One Sight Program sponsored Hometown Day's yearly
campaign; LensCrafters will be donating free eye exams and prescription glasses to SFUSD
students in need of new glasses. This event is for one day only.

When October 14™, 2010. Eye exams and dispensing of glasses occurs on this day only. In
some situations, students may need to return to LensCrafters to pick up their glasses at a later
date.

Eligibility

o Students have either failed the school based vision screening or have demonstrated a
need for vision care.

e Family has economic need and no health insurance that covers eye exams and/or glasses,
or

o Family has economic need and has vision insurance but has lost/damaged their glasses and
is unable to get new glasses under their current insurance plan.

Procedure

e Contact the Hometown Day Coordinator at one of the LensCrafters/EyeExam of
California stores listed below, request an appointment.

e Complete student referral form (complete with school tax ID number) and fax to
LensCrafters.

e A patient information form (complete with parent/guardian signature) needs to be
completed for all students who will be participating in Hometown Day without their
parent/quardian. This form must be with the student at the time of their exam.

Participating Stores

LENSCRAFTERS, MARKET STREET LENSCRAFTERS, STONESTOWN GALLERIA
685 MARKET STREET 3251 20TH AVENUE SPACE 219

SAN FRANCISCO, CA 94105 SAN FRANCISCO, CA 94132

Ph: (415) 896-0680 Fax: (415) 896-0352 (415) 566-9199

LENSCRAFTERS, PINE & BATTERY LENSCRAFTERS, 280 METRO CENTER

100 BATTERY STREET 53 COLMA BLVD #F2

SAN FRANCISCO, CA 94111 COLMA, CA 94014

(415) 399-1473 Fax: (415) 399-1960 (650) 992-2700 Fax (650) 992-3215



ONE SIGHT PROGRAM

Each of the LensCrafters/EyeExam of California stores donates 2-3 free eye exams and
eyeglasses per month for students in need of eye exams and new glasses. This program is on-

going through out the year.

When Most stores set aside one day per week for One Sight appointments. Stores should be

contacted directly for schedule

Eligibility

o Students have either failed the school based vision screening or have demonstrated a

need for vision care.

e Family has economic need and no health insurance that covers eye exams and/or glasses,

or

o Family has economic need and has vision insurance but has lost/damaged their glasses and
is unable to get new glasses under their current insurance plan.

Procedure

o Contact the One Sight Coordinator at one of the LensCrafters/EyeExam of California
stores listed below, request an appointment.
¢ Complete student referral form (complete with school tax ID number) and fax to

LensCrafters.

e Parent or Guardian of student needs to contact store directly to confirm appointment.

Participating Stores

LENSCRAFTERS, MARKET STREET
685 MARKET STREET

SAN FRANCISCO, CA 94105

Ph: (415) 896-0680 Fax: (415) 896-0352

LENSCRAFTERS, PINE & BATTERY
100 BATTERY STREET

SAN FRANCISCO, CA 94111

(415) 399-1473 Fax: (415) 399-1960

LENSCRAFTERS, SERRAMONTE CENTER
5 SERRAMONTE CENTER

DALY CITY, CA 94015

(650) 992-1615 Fax (650) 992-1617

LENSCRAFTERS, STONESTOWN GALLERIA
3251 20TH AVENUE SPACE 219

SAN FRANCISCO, CA 94132

(415) 566-9199

LENSCRAFTERS, 280 METRO CENTER
53 COLMA BLVD #F2

COLMA, CA 94014

(650) 992-2700 Fax (650) 992-3215

LENSCRAFTERS, THE SHOPS AT TANFORAN
1150 EL CAMINO REAL #265

SAN BRUNO, CA 94066

(650) 583-8693 Fax (650) 583-2097



San Francisco Unified School District
SAN FRANCISCO Student Support Services Department

1515 Quintara St.
San Francisco, CA 94116

UNIFIED SCHOOL DISTRICT 415/242.2615
Fax: 242.2618
Http://'www.healthiersf.org

Lenscrafters One Sight Program of California
Attn: One Sight Coordinator
Fax:

Dear One Sight Coordinator:

I would like to introduce and refer a student to your One Sight Program.

I believe that he/she could greatly benefit from the services that LensCrafters
One Sight Program of California has generously offered to the students of San
Francisco Unified School District. Unfortunately, some of our students are not
insured for vision coverage and the need for eye examinations and glasses is so
important for their success in learning. Your service is very much appreciated.

Below you will find pertinent information regarding the student I am referring.
Please let me know if you need further information. Thank you on behalf of the
children and families of San Francisco.

Name/ Title of Referring Staff Member

School Site
/
Phone Number Fax Number
Date of Referral
Students Name Date of Birth
Home Address
Parent/Guardian Name Phone

Language Spoken at Home

School School Tax ID
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"OF CALIFORNIA
A LICENSEO VISION HEALTH CARE SERVICE PLAN

PATIENT INEFQRIATION

O [ Master,
CIMrs, Oor,
Oms. _
Home Address City State Ip
Prefervod Telephone Number () Home Work Tell (cicieoptieny Szcondary Telaphone Number { )
3 A B0 paderms of Mgy -<~,.4. AOPY JOLF pronid d the call rmw pe # of prereo

W uxe i o
Language Preference: English [ Spanish LI Chinese [T viemamese[ ) Other
Do you need assistance fram an imerprater? £ Yes [ no

Race: L] Wnite [J African American L} Hispanic LI _AsianyPacitic Isiander  TJ Other —
Employer Name Employer Address . Tty State

Your Occupation Referred By

Will you be using any vision bensfits or prognms? [INo [J Yoz ifyas, please fil in the information below,
Vision Pian Nams Mamber ID # Insured's Name Patient’s Rolatlonship to Insured

Would you like ta be bked for yaur services taday through the LERSCRAFTERS acsount? [JYes L[] No
‘mm{z"mm Itmmliliamlfwmrrmsacmm anplication,
PR sy i e e Wi s e, Ny Y it

TTuR%, e, . A '
Are you interestad In kooking at eyeglasses at LersCraftrs todays Y, et E il
1. Doyou have? (please check all that apply) —

(1 eyestrain O pain O double vision
O dry eyss O itchy eyss (J blurred vision with glasses or contacts
(T floaters (O flashes of light [ severe or fraquent headaches
CJ frequent neck and shoulder pain
2. Name of your primary physiclan: Date of last physical: __ Hmo0 Member? O No (O Yes
3. Age of present glasses; : Date of last eye exam;
4. Have you been examined at EYEXAM of Californla before? CINo [CJYes Wnich Office:
5. MHave your eyes been dilatad before? ONo Yes When:
6. Have you had retinal photographs taken betorg? ONo OYes When:
7. Do you or any blood relatives (orandparents, parents, brothers, sisters, children) have? (please check all that apply)
Self Blood Relative Salf Blood Relative
retinal disease 8 & high bleod pressurs a a
cataracts a (] thyraid problems a a
glaucoma (N g asthma a a
diabetes O ;] lung disease a a
high cholesterol a a heart disease a ]
8. Are you pregnant? (If applicable) CINo Oves
9. Are you being treated for any medical condition? OONo OYes Please List
* 10. Are you taking any medications? . ONo CYes Please List
11. Are you allergic to any medication Including eye drops? ONo DYes Piease List

12. Do you have or have you ever had any eye dlseasg, injury or surgery? ONoe Oves
If yes please axplain:

The patient history information that |
have provided above is accurate and
complete to the best of my knowledge.

Signature (If under 18 ysars of age, parent signature requirad)
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