
Dr. Jason Ri,er, OD 
Bryden Family Vision 

939 Bryden Avenue, Lewiston, ID 83501 

PaEent InformaEon 
First Name      Street Address       
Last Name      City        
Phone Number     State        
Email        Zip Code       S.S. 
Number      D.O.B.        
Circle One:  Male/Female    Circle One:  Married/Single/Widowed/Child 
Employer:      OccupaFon:       
Circle One: Indian or NaFve, African American, Hawaiian/Pacific Island, Asian, White, Hispanic

Guardian InformaEon (if paEent is under 18 years of age) 
First Name      Street Address       
Last Name      City        
Phone Number     State        
Email        Zip Code       

Primary Insurance InformaEon 
Policy Holder InformaEon:    Primary Insurance: 
Name                     Carrier        
Address                        Policy Number       
D.O.B.                      Group Number      
S.S. Number      Phone Number     

Secondary Insurance InformaEon    AddiEonal Insurance InformaEon 

Carrier        Carrier       
Policy Number       Policy Number      
Group Number      Group Number     
Phone Number      Phone Number    

Financial Assignment 
I understand and agree that health 
insurance policies are an 
arrangement between an insurance 
carrier and myself. I understand and 
agree that all services rendered to 
me and charged are my personal 
responsibility for Fmely payment. I 
understand that if I suspend or 
terminate my care, any fees for 
professional services rendered to 
me will be immediately due.  

Acknowledgment of NoEce of Privacy PracEces (NPP) 
(Included on back of this page) 

 Yes, I have read or had explained to me by this office the 
NPP and I wish to conFnue my care under said terms. 

 No, I have not read this office’s NPP but I was given the 
opportunity to read it and declined. I wish to conFnue my 
care under said terms. 

 The NPP could not be read due to the emergent nature 
of the care needed.





 



PaEent History 

Vision CorrecEon History (please check all that apply) 
 Amblyopia (lazy eye)     FluctuaFng Vision      Redness 
 Blurred Vision-Distance    Foreign Body SensaFon     Sandy/GriYy feeling 
 Blurred Vision-Near     Halos       SensiFvity to light 
 Burning      Regular Headaches     Strabismus (crossed eye) 
 Double Vision      InfecFon or eye or lid     Tired eyes 
 Drooping eyelid(s)     Itching       Watery Eyes 
 Dryness      Loss of peripheral vision 
 Eye pain and/or soreness    Loss of vision 

Glasses History (please check all that apply) 
What glasses do you own? 
 Backup pair   Safety Glasses    Incorrect prescripFon 
 Bifocals   Single Vision     Need spare glasses 
 Distance   Sports Glasses    Need sunglasses with UV 
 Progressive   Trifocals     Problems with current glasses 
 Reading        Problems with night vision 
 Other:     
How many hours a day do you spend using a computer?   

Contact Lens History (please check all that apply) 
What brand of contacts do you wear?        Interested in LASIK 
How old are your current contacts?            Problems with current 
How o^en do you replace them?                    contacts 
What soluFon do you use?                           Interested in colored  
Do you wear them full or part Fme?             contacts 
            I have never worn them,  
               but I am interested in  
               contacts

Family History (please check all that apply) 
 Blindness   Glaucoma 
 Cataracts   Hypertension 
 Diabetes   Macular DegeneraFon 
 Eye turn/lazy eye  ReFnal Detachment

Personal Ocular History (please check all that apply) 
 Cataract Surgery   PRK 
 Glaucoma    Radial K 
 Lasik Surgery   Secondary Cataract 
 Macular DegeneraFon 

Do you have any quesEons or concerns? 
               
               
               
               
          



PaEent InformaEon 
 

Date of last eye exam:     Last Eye Doctor:     
Primary Care Physician:     LocaFon:                
List of Current MedicaFons: 
                
                
              
Allergies: 
                
              

Do you have any of the following? (please check all that apply) 
 Allergies  Asthma  ArthriFs  Anxiety  Blood Disorder  Cancer  Depression 
 Diabetes  Epilepsy  GastrointesFnal   Heart Disease  Headaches/Migraines 
 High Blood Pressure   High Cholesterol   HIV/AIDS   Joint/Muscle Pain 
 Kidney Disease/Disorder  Psychiatric    Thyroid Disorder 
 Other:              

Have you had any recent surgeries, injuries or hospitalizaEons? 
                
                
                
                
           

Please Circle All That Apply: 

Tobacco Use: None Former Smoker Light Smoker(<1 pack per day) Heavy Smoker(>1 pack per day)  

Alcohol Use: None Socially 1-2 Drinks Daily Above Average Use 

NarcoFc Use: None RecreaFonal Use Chemical Dependence  

WOMEN: Are you pregnant? YES/NO

Referral InformaEon 
 Social media    
Internet 
 Referred by a doctor  Driving By 
 Referred by a friend   Phone 
Book 

Preferred Method of CommunicaEon: 
 Personal Phone Call 
 Text Message 
   Best # to reach you at:      
 Email 
    Address:       




