
 

    Revised 6/2017 

 

                  Jordan Valley Optometry Mobile Unit          

The information requested is very important.  In order for your child to receive vision care provided by the Jordan Valley staff, you 

will need to read this form carefully and complete both sides for your child.  Please make your answers as complete and accurate as 

possible.  This will help us provide the best possible vision care for your child.  This information form becomes part of our permanent 

record and will be held in strict confidence.  If you are unable to complete this form by yourself, please ask for assistance.  Please 

contact your school nurse or the Jordan Valley Clinic – Optometry Assistant at 417-831-0150 Extension 1229, with any questions.   

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          
 

DATE:_______________SCHOOL: ___________________________________________ GRADE:___________ TEACHER:____________ 

 

CHILD’S NAME: __________________________________________________________________________________________________ 

 FIRST          M.I.            LAST   

 

SOCIAL SECURITY #: ______________-_________-______________ DATE OF BIRTH: _______________________________________ 

 

AGE: ______           RACE: _______________________     PREFERRED LANGUAGE: _________________   SEX:    MALE     FEMALE            

 

ADDRESS: STREET___________________________________________CITY: ________________________ ZIP: ___________________ 

 

LEGAL GUARDIAN NAME: ______________________________________________ DATE OF BIRTH:__________________________ 

 

ADDRESS: STREET__________________________________________CITY:_________________________ZIP:____________________ 

 

RELATIONSHIP:__________________________________________________________________________________________________ 

 

HOME PHONE #: _________________________ WORK#:___________________________ CELL# ______________________________ 

 

PEDIATRIC PAST VISION HISTORY 

 

Please check any condition that applies to your child or any members of their immediate family: 

 

 

Medications: 1.______________________________________________________________ 

  2.______________________________________________________________  

  3.______________________________________________________________ 

  4.______________________________________________________________ 

  5.______________________________________________________________ 

Allergies: 1.______________________________________________________________ 

  2.______________________________________________________________ 

  3.______________________________________________________________ 

  4.______________________________________________________________ 

  5.______________________________________________________________ 

Reason for seeking vision care for your child: 

 Routine check-up____  Vision problems ____ Other (please specify) ________________________________ 

 Has your child seen an eye doctor before? Yes _________  No______________ 

 If yes, date of the last eye exam?   ______________________________ 

 Has your child ever worn glasses?  Yes ________   No ______________ 

 Have they ever worn contacts?  Yes_________  No ______________ 

Please have your child bring glasses (and old prescription if available) on the day of eye exam.   

Please leave contacts out on the day of eye exam.  



 

    Revised 7/2016; reviewed 05 09 18 

 

 
Please note the federal government requires us to ask you for this information and it will be used for government reporting purposes 

only. Your name or any other identifying information will not be disclosed and we will not use this information for any other purpose. 

 

Please circle your family size and the range of your annual income.  

 

 
 

INSURANCE 

 
CHILD IS COVERED BY MEDICAID:  YES  NO              MEDICAID #: ________________________ 
 

VISION INSURANCE:                       YES              NO 

 
NAME OF INSURANCE: ____________________________________POLICY#____________________ GROUP#_________________ 

 

INSURANCE BILLING ADDRESS:__________________________________________________________________________________ 
 

NAME OF POLICY HOLDER: ________________________________________________   DATE OF BIRTH: ____________________ 

 
 SOCIAL SECURITY #: ______________ -_________ -______________ RELATIONSHIP:____________________________________ 

     

 

AUTHORIZATION FOR DISCLOSURE:  I give express permission to discuss with the individual(s) I have listed my child’s 

health and financial information: 

Name ______________________________   Relationship  ____________________ Phone #  ________________________  

Name ______________________________   Relationship  ____________________ Phone #  ________________________ 

 

 

MY SIGNATURE BELOW MEANS: 

 I have read and agreed to the above requirements and conditions. 

 I give Jordan Valley Optometry staff permission to examine and treat my child ____________________________(child’s name) 

and if necessary, fit them for eyeglasses. 

 I understand that these policies apply only to services provided by Jordan Valley Community Health Center School-Based 

Clinics. 

 Consent to treat will be valid for one year from date of signature.  

 

Legal Guardian 

 

Signature:  ______________________________________________________________ Date:  _______________________  

 

Printed Name:  __________________________________________________________ Email:________________________ 

   


