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Welcome to 

MOORESTOWN EYE ASSOCIATES 
Optometric Physicians 

 
Les Friedman, OD              Kimberly K. Friedman, OD                  

TITLE:       Mr.      Mrs.      Ms.      Dr. 
 
LAST NAME      FIRST NAME   MI:   

ADDRESS : _______________________________________________________________________ 

CITY/ST/ZIP:                  

HOME PHONE: (          )______________________WORK PHONE: (          )      

CELL PHONE: (        )_____________________ EMAIL:___________________________________ 

SOCIAL SECURITY#:                  DATE OF BIRTH: ____________________     

OCCUPATION:              

FAMILY DOCTOR: ___________________CITY:________________________________________                                                 

VISION INSURANCE:_______________________________________________________________ 

MEDICAL (HEALTH) INSURANCE:___________________________________________________ 

Does your health insurance require REFERRALS for specialist visits?     YES     NO    

ARE YOU HAVING ANY PROBLEMS THAT BROUGHT YOU IN TODAY?

________________________________________________________________________________ 

LIST ALL MEDICATIONS THAT YOU TAKE (over the counter and prescription):  
________________________________________________________________________________ 

LIST ALLERGIES TO ANY MEDICATION: 
________________________________________________________________________________ 
 
HOW DID YOU HEAR ABOUT OUR OFFICE: 
insurance       internet       newspaper         doctor       other:________________________________ 
 
WHEN WAS YOUR LAST COMPREHENSIVE EYE EXAMINATION?  
(not school or pediatrician screening) 
________________________________________________________________________________ 
 

OVER  PLEASE 

DATE______________________________ 



 

 

             

Moorestown Eye Associates has a high resolution Digital Retinal Imaging System. The doc-
tors recommend that you have a retinal photographic image taken periodically to help monitor 
your eye and overall health. The charge for this screening image is $15.  

□ I accept    □ I decline 
Note: If you require more extensive imaging due to the presence of certain eye conditions, insurance may pro-
vide coverage. We will discuss this with you should the need arise. 

INSURANCE SIGNATURE AUTHORIZATION  

I request that payment of authorized insurance benefits be made on my behalf to Moorestown Eye 
Associates, LLC for services furnished to me.  I authorize Moorestown Eye Associates, LLC to release to my 
insurance company any information needed to determine benefits payable for related services.   
I understand that I am responsible for all charges for  which  my insurance company does not pay.   
 
Signature:        Date:      
 

HIPAA COMPLIANCE ACKNOWLEDGEMENT OF RECEIPT 

I acknowledge that I have received a copy of the Notice of Privacy Practices of this office. 

Signature:        Date:      

                      YES        NO 
 
ARE YOU EXPERIENCING: 
Blurred vision with your glasses?     □  □ 
Blurred vision with your contact lenses?     □  □ 
Blurred/Uncomfortable vision at the computer?     □  □ 
 
DO YOU CURRENTLY HAVE AN INTEREST IN: 
Laser Vision Correction?       □  □ 

New Glasses?       □  □ 

Contact Lenses?       □  □ 

Prescription Sport Goggles?       □  □ 
Prescription Sun Glasses?       □  □ 
Prescription Swim Goggles?     □  □ 
    
DO YOUR EYES ROUTINELY FEEL: 
Dry or Burny?       □  □ 
Itchy or Sandy Feeling?       □  □ 
Filled with Mucous or a Film in the Tears?     □  □ 

 


