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Heartland Eye Consultants 

Adult Patient Demographics 

Last Name: _______________________________________ First Name: _________________________________ M.I. _______ 

Street Address: ________________________________ Apt #______ Gender:   M  F    Date of Birth: _____/______/_______ 

City: _____________________ State: ________ Zip Code: ____________     Soc. Sec. No. ________-_________-____________ 

Cell: (_____) __________________     Home: (_____) _________________________    Work: (_____)_____________________  

Please provide your email address for appointment purposes only:  Email:____________________________________________ 

Marital Status:   Single     Married     Divorced     Separated     Widowed     

Primary Language:   English     Spanish     French     Other________________     I decline. 

Race:  American Indian or Alaska Native  Asian   African-American   Pacific Islander   White   Other Race    I decline 

Ethnicity:   Not Hispanic or Latino     Hispanic or Latino    Other________________      I decline to answer this question. 

Special Needs:   Hearing Impaired     Wheelchair     Translator     None   Other__________________________________     

Occupation: __________________________________________     Employer: ___________________________________________ 

Employer’s Address: ___________________________________     City, State, Zip: _______________________________________ 

Is this visit a result of an accident or illness that occurred at work?    Yes      No 

Were you referred to our office by a doctor or doctor’s office?   Yes   No   If  yes, who?  ________________________________ 

Who performed your last eye exam? ____________________________________________________     Date: ______/______/_____ 

Family Physician: __________________________________________  Approx Location: ___________________________________ 

Emergency Contact: _______________________   Relationship: ______________  Phone: __________________________________ 

       (Not living in household)         (Area Code) 

If the patient is married, please complete spouse information: 

Spouse’s Last Name:_______________________First Name:___________________ M.I.____ Birthdate: _______/______/________ 

Cell Phone: __________________   Home Phone:_____________________ Work Phone: _______________________EXT________ 

SSN:___________________ Employer: ________________________ Occupation________________Title: ____________________ 

Employer’s Address:____________________________________ City__________________ State_________Zip________________ 

____________________________________________________________________________________________________________ 

The person requesting services is the responsible party. 

We will file major medical insurance coverage for you if you provide us with a copy of your current card.   

For patients without insurance coverage, you will be responsible for payment.  Please indicate your preferred method of payment:   

 Cash  Check  Credit Card (Mastercard or Visa.  We do not accept Discover or American Express) 
 

Photo Release:  I hereby grant Heartland Eye Consultants, L.L.C. and Developmental Vision Associates, P.C. permission to have my 

photograph taken for patient information. This does not allow them to use my likeness in photographs and/or video in any of its 

publications or media.  

AUTHORIZATION TO RELEASE INFORMATION TO YOUR INSURANCE COMPANY AND  

ACKNOWLEDGEMENT OF PERSONAL RESPONSIBILITY FOR PAYMENT 

I hereby assign all medical benefits (to which I am entitled) to the doctor caring for me.  This includes major medical benefits, 

Medicare, Medicaid, private insurance and any health plans in which I am enrolled.  This assignment will remain in effect until 

revoked by me in writing.  I understand that I am financially responsible for all charges whether or not they are paid by my insurance 

and that 15% APR will be applied to all accounts not paid within 30 days. I hereby authorize the holder of my medical and patient 

registration records to release any information need to process my insurance claims.  I understand that I am the guarantor of this 

account. 

$15   Fee may incur if a copy of my medical records are requested in writing and will be provided whomever I designate. 

$25   Fee will incur for all returned checks. 

$50   A deposit will be required to schedule an appointment if you fail to keep an appointment or if you repeatedly reschedule 

your appointment with less than a 48 hour notice.  This deposit will be credited to your bill if you keep your appointment 

as scheduled.  However, you will forfeit the deposit if you No Show or reschedule again with less than a 48 hour notice. 

**I authorize communication of my medical records to be released to: _______________________________________________ 

Authorized Signature: _____________________________________________Date of Signature: __________________ 

 

PLEASE INITIAL __________ You have read and are aware of the HIPAA privacy policy and agree with its provisions. 
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ADULT VISION HISTORY QUESTIONNAIRE 
Please fill out this questionnaire carefully.  Please bring it with you to your appointment.  Thank you! 

 

Full Name________________________________DOB____/____/______Age ______  Male  Female 

 

Occupation: __________________________________________________________________ 

 

PRESENT SITUATION 

Why do you believe you need a visual evaluation?      

      

How long has this problem/difficulty existed?       

***************************************************************************************** 

STRABISMUS: Do you have an eye that turns in, out, up or down?  If no, skip this section  

 

At what age was it first noticed or suspected that an eye was turning?    

Was there trauma/disease that preceded or accompanied the onset of the eye turn?   Yes       No 

 If yes, please explain:    

Did the eye begin turning    suddenly?      gradually? 

Does the eye turn   in?     out?       up?      down?  (Check all that apply)   

Is the eye turn getting  worse?   better?   or is there  no change?   

Is it always the same eye that turns?   Yes     No   

              If yes, which eye?  Right    Left   

Is the eye turn always present? Yes     No   

 If no, under what conditions is it present? (I.e. when tired, ill, etc.) _________  

Does the eye always turn the same amount?   Yes    No 

 If no, explain: ________________________________________________________________________ 

Do you notice if the eye turns more when you look: 

 at objects up close?  Yes     No   

 at objects in the distance?  Yes     No   

 to your left?   Yes   No   

 to your right?  Yes   No   

 up?  Yes   No   

 down?  Yes   No   

Does one pupil ever appear to be larger than the other?  Yes      No   

Do you ever notice one or both eyes shaking rapidly?  Yes      No   

 

****************************************************************************************** 

BRAIN INJURY: Have you ever experienced any type of brain injury?  If no, skip this section  

 

Type/cause of injury?    

When did the injury occur?    

Did you lose consciousness?   Yes       No 

 If yes, how long:    

Were you hospitalized?   Yes       No 

 If yes, how long:    

Have you completed any types of therapy?  Physical Therapy    Occupational Therapy     Speech Therapy 

 Other:    

Are your symptoms   worse?    better?   or is there  no change?   
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Since the injury do you experience any of the following? 

 

    Yes  No If yes, when? 

 

Vision loss           

Photophobia (sensitivity to lights or glare)        

Bothered by fluorescent lights        

Phonophobia (sensitivity to sound)         

Dizziness/Imbalance/Vertigo        

Miss-judge where objects are        

Symptoms exacerbated or induced by visually  

 busy environments or motion        

Avoid crowds/can’t tolerate  

 “visually-busy” environments        

Bothered by movement in side vision         

Difficulty making decisions/processing          

Slowed thinking         

Misplace/lose things         

Difficulty with word/name retrieval         

Forgetfulness        

Confusion        

Irritability        

Feeling anxious or tense        

Feeling depressed or sad        

More easily frustrated        

Numbness or Tingling         

Difficulty sleeping or disrupted sleep patterns         

Walk or bump into things on the side        

Forget food on one side of plate        

Forget to shave or put cosmetics on one of the face        

 

****************************************************************************************** 

 

Do you experience any of the following? 

    Yes  No If yes, when? 

 

Headaches        

Double vision        

Blurred vision at distance/near        which?  

Red or itchy eyes         

Burning/dry eyes           

Watery eyes           

Strained or tired eyes          

Nausea associate with visual tasks           

Tilt head          

Squinting, covering or closing one eye          

Loss of interest or short attention span 

 for any close work           

Difficulty sustaining reading / writing          

General fatigue worse than family/friends         
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     Yes  No If yes, when? 

 

Lose place on line when reading          

Skip lines when reading           

Repetition/Omission of words when reading          

Falling asleep when reading           

Motion sickness / car sickness          

General difficulty with comprehension          

Comprehension decreases over time         

Letters or words appear to move or float 

 around when reading           

Difficulty aligning columns of numbers         

Difficulty hitting or judging moving targets  

 in sports        

Difficulty driving          

Inconsistent performance in work or sports          

Poor general coordination / clumsiness           

Poor fine motor coordination          

Difficulties with short/long term memory         

Comments on any items above:        

      

      

      

 

Do you believe your vision hampers your daily activities or limits your potential in any way?  Yes      No   

If yes, please explain:__________________________________________________________ 

________________________________________________________________________________   

COMPUTERS 

Do you use a computer in your work, school, or leisure time activities?  Yes      No   

How many hours do you spend in front of a computer screen each day?    

How do your eyes feel after working at the computer?    

Do you wear “computer glasses” for computer work?  Yes      No   

Please describe any problems you have with computer work:   

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

 

HOBBIES/SPORTS 

Are you seriously involved with athletics? Yes      No    If no, skip to the next section. 

Do you believe you are achieving up to your potential in sports/athletics?  Yes      No   

 

 

PERSONAL AND FAMILY MEDICAL HISTORY 

Current medications used including vitamins and supplements:    

__________________________________________________________________________________________ 

For what condition(s)?    
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Are you allergic to any medications?  Yes      No   

 If yes, please list:    

Current state of health (explain):    

 

Are there any problems with any of the following?  (Please check if there is a history) 

  You   Family   Who?   You   Family   Who? 

Diabetes ___      ___      __________ High Blood Pressure    ___      ___      __________               

Glaucoma ___      ___      __________ Cataracts     ___      ___      __________               

Thyroid Disease ___      ___      __________ Heart Disease     ___      ___      __________               

Blood Disorder ___      ___      __________ Hormone Disorder    ___      ___      __________               

Multiple Sclerosis ___      ___      __________ Allergies     ___      ___      __________               

Breathing ___      ___      __________ Stomach/Intestines    ___      ___      __________               

Ears/Nose/Mouth ___      ___      __________ Blindness     ___      ___      __________               

Amblyopia ___      ___      __________ Strabismus    ___      ___      __________               

Brain Tumor ___      ___      __________ Cancer     ___      ___      __________               

 

 

If there is any other information that you believe would be helpful to the doctor for your evaluation/treatment 

please explain: ____________________________________________________________________________ 

_________________________________________________________________________________________ 

 

 

_______________________________________ _____________ 
 Signature                     Date 

 

Please give this form to the Patient Care Coordinator when you are finished.  Thank you! 
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                                                                                  9900 Nicholas Street ○ Suite 250 ○ Omaha, NE 68114 

            402-493-6500 ○ Fax:  402-493-4370  

                                                                                   

 

 

 

Codes for Pre-Approval 

 
Thank you for choosing Heartland Eye Consultants! As you may already know, your insurance may require pre-

approval from your primary care physician for each of the visits to Heartland Eye Consultants. As a 

convenience to you, below are the codes that may be needed for pre-approval for you/your child’s visits at 

Heartland Eye Consultants (Tax ID # 34-2048045): 

 

New Patient Examination (Insurance Code): 99204 

Refraction (CPT Code): 92015  

 

Eye Teaming Examination (Insurance Code):  99214 

Electro-diagnostic Eye Movement Test (Insurance Code):  92499 

 

Visual Perceptual Testing 4 units (Insurance Code): 96116 & 96121 

Parent Consultation (Insurance Code):  99358 

Progress Examinations (Insurance Code): 99214  

(These will be administered every 6-8 weeks after therapy begins) 

Post-Therapy Re-Evaluations (Insurance Code):  99213 

 

Optometric Neurorehabilitative Therapy, if prescribed will be provided through our sister company 

Developmental Vision Associates, P.C. (DVA).  DVA is a separate company that is a non- participating 

provider with all insurance companies.  This means that all fees will be paid by the patient and any 

reimbursement from the insurance company will be paid directly to the patient.   

 

The code for therapy for Developmental Vision Associates (Tax ID# 20-8120553) is 92065 & 92499. 

 

 

 

If you have any questions please don’t hesitate to call our office at (402)-493-6500. 
 

 

 

 

 

 

 

 

 

Heartland Eye Consultants, LLC  

9900 Nicholas Street, Omaha, NE  68114  (402)493-6500   Fax: (402)493-4370         
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EXPLANATION OF FEES  

 

Dear Patient:  

 

Headaches, poor academic performance, ADD/ADHD and eye strain are often caused by undiagnosed and 

untreated visual problems 15% of the time.  You may have already come to the conclusion that glasses are not 

the answer to your problems.  We have over 45 years combined experience in visually-related learning 

disorders at Heartland Eye Consultants.  It is important to understand that the kind of vision care the doctors 

provide goes beyond routine eye care. Their neuro-developmental examination is best thought of as a step-by-

step process that methodically collects pieces of a puzzle that are then assembled to reveal the whole visual 

function.  This letter describes the examinations needed to thoroughly evaluate all systems that can contribute to 

these often frustrating problems. 

 

There are three levels of vision examination that need to be completed.  The first level is a thorough 

examination of the eyes (with dilation).  It is performed to determine the best possible prescription, if needed, 

and to rule-out any eye disease. This exam is covered by most major medical insurance policies.  We do not 

participate in “vision/eyeglass” plans; therefore you may be responsible for a portion of your examination.  

Insurance codes that are typically used are:  99204 and 92015. 

 

The second level of vision testing is done to determine if eye-teaming abnormalities exist that may be disturbing 

your child during reading or writing activities in school or at home.  These issues can cause loss of place, poor 

comprehension or recall while reading, double vision, blur, headaches, etc. Most of this exam is covered by 

most major medical insurance policies.  The insurance codes used are:  99214 and 92499. 

 

The third level of vision that is examined tests your ability to process and utilize your vision.  These tests may 

not be recommended.  This evaluation utilizes standardized, objective developmental visual perceptual tests 

with analysis of the results and consultation with the doctor.  The testing is done in one to two sessions and 

includes assessments of vision that is not covered in any other type of evaluation done by psychologists or your 

primary eye doctor.  We are not testing visual acuity, knowledge or IQ, but rather your ability to use vision to 

learn.  These tests are covered by some insurance companies and not by others.  The insurance codes used are 

96116, 96121 and 99358.  Some insurance companies have reclassified mild developmental delays as non-

medical and therefore deny payment for testing or treatment.  It is not an indication of the tests’ worth or 

significance to you.  It is simply a choice the insurance company made to lower your monthly premiums. 

 

We look forward to helping you find the answers to your questions about your vision problems.  Helping you 

attain trouble-free reading and learning is one of our passions at Heartland Eye Consultants!  

 

Sincerely, 

 

Patient Care Services  

 


