
 GARY L. ETTING, O.D. AN OPTOMETRIC CORPORATION
Gary L. Etting, O.D., F.C.O.V.D. Mark C. Park, O.D. Vasudha Bhutani, O.D.

6345 Balboa Boulevard Building 3, Suite 250, Encino, California 91316 818-344-3937 FAX 818-344-1229 2001 South Barrington, Suite
318, Los Angeles, California 90025 310- 477-4009 FAX 310- 477-5002

WELCOME TO OUR OFFICE

We would like to offer these suggestions to make your visit to our office a pleasant and educational
one.

We would appreciate it if you would arrive 15 minutes prior to the first appointment to complete any
necessary paper work.

Please bring your glasses with you whether you currently wear them or not.   If you are currently
wearing contact lenses, please wear your contacts.

We request that you reschedule your appointment if the patient is ill or is having a severe allergy
attack.  When a person has a cold or infection, the mucus membranes in the eyes swell and any
findings on that day will not be valid.  Young patients should be totally free of any childhood disease.

We test the eyes free of drugs, so there will not be a problem with driving after the examination.

The initial exam will take approximately 1 to 1 _ hours.  Parents will be in the doctor’s office
observing the testing.  In order to have your full attention during the testing period, please make
arrangements to leave siblings at home  if at all possible. One parent or guardian is required to
accompany a child, however we request  that both parents attend the examination  in an effort
to better appreciate the testing process and results. If the patient is coming for vision therapy
sessions, you are welcome to bring siblings.

Payment is expected at the time of services.  There are additional charges for reports.

At this time, the only insurances for which we are planned providers are Vision Service Plan-
Signature Plan and VSP Exam Plus.  We need to know prior to your appointment if you are a
VSP patient.  Please call the office before your scheduled appointment time if you have not already
given us your VSP information.  All deductibles and co-payments are due at the time of service.

We appreciate you scheduling an appointment with us, and look forward to meeting your visual
needs.

The building charges $0.90 for each 20 minutes of parking. We do not validate.

DIRECTIONS ON REVERSE
Rev. 3/06



         N

                                              

                                                W                         E

DIRECTIONS
  S

6345 Balboa Boulevard  Building 3,  Suite 250
Encino, California  91316

818-344-3937

         118  RONALD REAGAN FWY                                                          118  RONALD REAGAN FWY

          SHERMAN  WAY                                                                             SHERMAN  WAY

              B  4
             A  0

                           L  5
  VANOWEN ST.         B             VANOWEN ST.

              O     
              A     S

 A
  VICTORY BLVD.                          B                       N       VICTORY BLVD.

                                                          L    
              V      D

        D       I
           # 3      E
6345 Balboa Blvd.              G

           O
  BURBANK BLVD.             BURBANK BLVD.

 F
 W

VENTURA FWY (101)                                                                  Y VENTURA FWY (101)
 

                     

                     ENTRANCES ARE ON VICTORY AND BALBOA

     IF GOING NORTHBOUND ON BALBOA YOU MAY NOT MAKE A LEFTHAND TURN   INTO THE
     DRIVEWAY.  PLEASE USE THE VICTORY ENTRANCE.

                             Rev. 3/06



 GARY L. ETTING, O.D.   AN OPTOMETRIC CORPORATION
Gary Etting, O.D., F.C.O.V.D.

6345 Balboa Boulevard  Building 3,  Suite 250,  Encino, California  91316   818-344-3937   FAX  818-344-1229
2001 South Barrington,  Suite 318   Los Angeles, California 90025   310-477-4009  FAX  310-477-5009

WELCOME TO OUR OFFICE

We would like to offer these suggestions to make your visit to our office a pleasant and
educational one.

We would appreciate it if you would arrive 15 minutes prior to the first appointment to
complete any necessary paper work.

Please bring your glasses with you whether you currently wear them or not.   If you are
currently wearing contact lenses, please wear your contacts.

We request that you reschedule your appointment if the patient is ill or is having a severe
allergy attack.  When a person has a cold or infection, the mucus membranes in the eyes
swell and any findings on that day will not be valid.  Young patients should be totally free of
any childhood disease.

We test the eyes free of drugs, so there will not be a problem with driving after the
examination.

The initial exam will take approximately 1 to 1 _ hours.  Parents will be in the doctor’s office
observing the testing.  In order to have your full attention during the testing period, please
make arrangements to leave siblings at home if at all possible.   We request that both
parents attend the examination with the child in an effort to better appreciate the testing
process and results.  At the least, one parent or guardian is required to accompany a child
for the examination. If the patient is coming for vision therapy sessions, you are welcome to
bring siblings.

Payment is expected at the time of services.  There are additional charges for reports.

At this time, the only insurances for which we are planned providers are Vision Service Plan-
Signature Plan and VSP Exam Plus.  We need to know prior to your appointment if you
are a VSP patient.  Please call the office before your scheduled appointment time if you
have not already given us your VSP information.  All deductibles and co-payments are
due at the time of service.

We appreciate you scheduling an appointment with us, and look forward to meeting your
visual needs.
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GARY L. ETTING, O.D. AN OPTOMETRIC CORPORATION
Adult Form

Gary L. Etting, O.D., F.C.O.V.D. Mark C. Park, O.D. Vasudha Bhutani, O.D.
6345 Balboa Boulevard Building 3, Suite 250, Encino, California 91316 818-344-3937 FAX 818-344-1229 2001 South Barrington, Suite 318,

Los Angeles, California 90025 310- 477-4009 FAX 310- 477-5002

PLEASE COMPLETE BOTH SIDES OF THIS FORM
PATIENTÕS NAME Mr.
/Mrs./Miss/Ms___________________________________Birthdate______________SS#_________________
Home Address______________________________City/ZIP______________________________ Email____________________
Home Phone_______________________________Cell Phone________________________Driver’s License________________
Business Name__________________________________Present Position__________________How long with firm___________
Business Address________________________________________________________Work Number______________________
SPOUSEÕS NAME Mr./Mrs./ Ms____________________________Social Security #______________________________________
Home Address________________________________________City/ZIP_____________________________________________
Home Phone_______________________________Cell Phone_______________________Birthdate_______________________
Business Name__________________________________Present Position __________________How long with firm__________
Business Address________________________________________________________Work Number______________________
PERSON RESPONSIBLE FOR THIS ACCOUNT ________________________SS#________________Relationship__________
Address (if different from above)____________________________________________________ Phone____________________
Emergency Contact_____________________________________Phone Number________________Relationship____________

WHO REFERRED YOU TO OUR OFFICE?____________________________________________________________________

WHAT IS THE REASON FOR THIS EXAMINATION? ____________________________________________________________

WHICH OF THE FOLLOWING VISUAL PROBLEMS DO YOU HAVE?
___Blurred distance sight ___Blurred near sight ___Head tilt
___Poor night vision ___Must move reading material farther away ___Words/numbers “float” on page
___Bothered by bright lights ___Eye strain when working on computer ___Motion/car sickness
___Double vision at far ___Double vision when reading ___Cover or close one eye
___Visual problems when driving ___Eyes water ___Crossed or turned eye
___Get sleepy reading ___Poor depth perception ___Other _________________
___Eyes become red/itch ___Headaches/eye fatigue when reading or doing close work

WHICH OF THE FOLLOWING VISUAL PERFORMANCE PROBLEMS DO YOU HAVE?
___Head movement when reading ___Omission of words when reading or copying ___Skip lines when reading
___Transposing of letters or numbers ___Loss of attention when reading ___Confusion of what is seen
___Difficulty-sustaining nearpoint tasks ___Short attention span with visual tasks ___Poor sports performance
___Difficulty aligning columns ___Poor comprehension of reading material ___Achievement below potential

Have you been told that you have:    ___ADD       ___ADHD       ___Dyslexia ___Other learning disability

VISUAL HISTORY:
Name Of Previous Eye Doctor______________________________________Date Of Last Exam______________________
Do you wear (indicate date of last prescription): glasses for reading__________   distance__________   computer_________
contact lenses_________    sunglasses__________
Have you ever had or been recommended to have Vision Therapy?  If yes, please indicate when and with whom__________
___________________________________________________________________________________________________
Please check any of the following areas in which you or a blood relative have had a problem or condition:

Self Family Self Family
Blindness  (  )   (  ) Halos  (  )   (  )
Loss of vision  (  )   (  ) Glaucoma  (  )   (  )
Distorted vision  (  )   (  ) Retinal detachment  (  )   (  )
Double vision  (  )   (  ) Eye injury  (  )   (  )
Blurred vision  (  )   (  ) Dry eyes  (  )   (  )
Crossed/turned eye  (  )   (  ) Watery eyes  (  )   (  )
“Lazy eye”  (  )   (  ) Red eyes  (  )   (  )
Cataracts  (  )   (  ) Achy eyes  (  )   (  )
Flashes /Floaters  (  )   (  ) Burning sensation  (  )   (  )
Macular degeneration  (  )   (  ) Sandy or gritty feeling  (  )   (  )
Mucous discharge  (  )   (  ) Eye pain/soreness  (  )   (  )
Chronic eye infections  (  )   (  ) Glare/light sensitive  (  )   (  )
Styes                 (  )   (  ) Eye injury/surgery  (  )   (  )

Other symptoms/problems______________________________________________________________________________

Other symptoms/problems______________________________________________________________________________



NAME___________________________________________FILE #______________________DATE_____________

Please check any of the following areas in which you or a blood relative has had a problem or condition.

Self Family  Self Family
Allergies Immunological
Hay fever  (  )   (  ) Autoimmune diseases  (  )   (  )
Medication (indicate reaction)  (  )   (  ) Rheumatoid arthritis  (  )   (  )
Cardiovascular Lupus  (  )   (  )
Heart disease  (  )   (  ) Multiple sclerosis  (  )   (  )
Heart pain  (  )   (  ) Skin
Vascular disease  (  )   (  ) Eczema  (  )     (  )
Constitutional Symptoms Psoriasis  (  )   (  )
Fever  (  )   (  ) Musculoskeletal
Weight loss/gain  (  )   (  ) Arthritis  (  )   (  )
Ears, Nose, Mouth, Throat Muscle pain  (  )    (  )
Sinus problems  (  )   (  ) Joint pain  (  )   (  )
Chronic cough  (  )   (  ) Neurological
Dry throat/mouth  (  )   (  ) Headaches  (  )   (  )
Chronic ear infections  (  )   (  ) Migraines  (  )   (  )
Endocrine Seizures  (  )   (  )
Diabetes  (  )   (  ) Psychiatric
Thyroid problems  (  )   (  ) Nervous disorders  (  )   (  )
Other glands  (  )   (  ) Panic attacks  (  )   (  )
Gastrointestinal Depression  (  )   (  )
Diarrhea  (  )   (  ) Compulsive behavior  (  )   (  )
Constipation  (  )   (  ) Respiratory
Ulcers  (  )   (  ) Tuberculosis  (  )   (  )
Genitourinary Shortness of breath  (  )   (  )
Genitals  (  )   (  ) Emphysema  (  )   (  )
Breasts  (  )   (  ) Asthma  (  )   (  )
Kidneys  (  )   (  ) Lung cancer  (  )   (  )
Bladder  (  )   (  )
Prostate  (  )   (  ) What is the frequency of use with the following:
Hematologic/Lymphatic Tobacco_________ Alcohol__________
Anémia  (  )   (  ) Drugs (marijuana, etc.)_______________
Bleeding problems  (  )   (  )
Swelling  (  )   (  )

What do you enjoy doing for recreation?
___Reading      ___Sewing      ___Computers ___Drawing      ___Television      ___Cards
___Tennis      ___Golf      ___Running ___Basketball      ___Baseball      ___Volleyball
___Other_______________  ____________________________________________________________

____I authorize the release of reports/examination records.
____I DO NOT authorize the release of reports/examination records.
____I understand that I am responsible for ALL charges incurred in the office and that payment is due at the time of
        service.  Billing of insurance companies (except certain restricted VSP programs) is my responsibility.
____I understand that I will be charged for any appointments missed or cancelled less than 24 hours in advance.

 Print Name___________________________________Signature__________________________________Date_____
                  Rev. 3/06

Please list any illnesses or medical conditions that were not covered in the above list:___________________
______________________________________________________________________________________
Please list any medications, nutritional supplements or homeopathics that you have recently used or are
currently using and the dosages:___________________________________________________________
Please list any specific treatments or surgeries you have had:______________________________________
______________________________________________________________________________________
Have you ever been exposed to or infected with: __Hepatitis   __HIV   __Herpes   __Gonorrhea   __Syphilis



GARY L. ETTING, O.D.  AN OPTOMETRIC CORPORATION
Gary L. Etting, O.D., F.C.O.V.D.

6345 Balboa Boulevard Building 3, Suite 250, Encino, California 91316   818-344-3937   FAX 818-344-1229
2001 South Barrington, Suite 318, Los Angeles, California 90025   310- 477-4009    FAX 310-477-5002

COMPUTER USER’S VISION CARE CHECKLIST

Name __________________________________________________ Date_________________

How long have you been a computer operator? _______________________________________

How many hours a day do you use a computer?______________________________________

What color is the print on your monitor?_____________________________________________

Please indicate type(s) of computer work you perform:
(  )  word processing (  )  data acquisition
(  )  programming (  )  other
(  )  data entry

Please enter the working distance:
From your eyes to the center of the computer screen_____________________________
From your eyes to the keyboard_____________________________________________
From your eyes to source documents_________________________________________

Please indicate the position of your computer:
Is the top of the screen-

(  )  above your straight ahead eye level (  )  to your left
(  )  at your eye level (  )  to your right

Is the computer screen located-
(  )  directly in front of you when seated
(  )  to your right
(  )  to your left

Are your source documents located-
(  )  directly in front of you when seated (  )  to your left
(  )  to your right (  )  flat (horizontal) or vertical

Do you experience any of the following lighting problems in your work area?
(  )  glare from windows or other light sources
(  )  reflections on your computer screen
(  )  difficulty reading source documents

What is your light source?_______________________________________________________

Do you wear glasses or contact lenses for computer work? (  )  glasses (  )  contact lenses

Please describe any problems that you have with your current glasses or contact lenses for computer
work.________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
________________________________________________        Rev. 01/07



GARY L. ETTING, O.D. AN OPTOMETRIC CORPORATION
Gary L. Etting, O.D., F.C.O.V.D. Mark C. Park, O.D. Vasudha Bhutani, O.D.
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PLEASE COMPLETE BOTH SIDES OF THIS FORM FOR PATIENTS UNDER 18 YEARS

PATIENTÕS NAME______________________________________  M/F  Birth date___________ Phone____________________
Home Address______________________________________________City/ZIP_____________________________________
School____________________________________________ Grade__________________  SS#________________________
Address/City/ZIP__________________________________________School Phone___________________________________
Teacher/Counselor’s Name__________________________________Principal’s Name________________________________

WHO REFFERED YOU TO OUR OFFICE?___________________________________________________________________
MOTHERÕS NAME______________________________________Home Phone__________________SS#_________________
Address___________________________________________________City/ZIP______________________________________
Business Name_______________________________________Phone_____________________________________________
Business Address___________________________________________City/ZIP______________________________________
Present Position_________________________________________________How Long With Firm?______________________
FATHERÕS NAME_______________________________________Home Phone________________ SS#__________________
Address__________________________________________________City/ZIP_______________________________________
Business Name________________________________________Phone____________________________________________
Business Address__________________________________________City/ZIP_______________________________________
Present Position_________________________________________________How Long With Firm?______________________

Family email___________________________________________________________________________________________
EMERGENCY CONTACT__________________________RELATIONSHIP__________________PHONE_________________

WHO IS RESPONSIBLE FOR THIS ACCOUNT?___________________________________ Relationship_________________
Address (if different from above)_____________________________________________Phone__________________________

What is the reason for this exam?_________________________________________________________________________
Please list any medications/supplements/homeopathics your child takes and the dosages _________________________

SCHOLASTIC STANDING                                         READING ABILITY         SPORTS PERFORMANCE
Good/Average/Poor                    Good/Average/Poor     Good/Average/Poor

What extracurricular activities does your child enjoy?____________________________________________________________
Has your child been evaluated by an educational specialist/therapist/psychologist?  Please indicate name and date:

Have you been told your child has _____ADD     _____ADHD     _____Dyslexia _____Other learning disabilities
Has your child had any special tutoring and/or remedial assistance?  From whom_____________________________________
Where_____________________________________________ When_____________________ How long_________________
Results________________________________________________________________________________________________
Name_______________________________________________File #___________________Date______________________

WHICH OF THE FOLLOWING PERFORMANCE SYMPTOMS APPLY TO YOUR CHILD?
__Loses place when reading __Distorted posture when reading and writing
__Uses finger to keep place when reading __Squints or rubs or covers eye when reading
__Omits small words when reading __Poor handwriting skills
__Confuses small or simple words __Poor at sports, clumsiness
__Holds book too close when reading __Short attention span
__Avoids doing close work, reading, writing __Daydreams during school/homework
__Reversals when reading (was for saw, on for no) __Reversals when writing (b for d, p for q)
__Transposition of letters and numbers 21 for 12) __Poor at spelling
__Does not perform up to his/her potential __Poor self esteem
__Moves head when reading __Poor comprehension
__Fails to recognize the same word in next sentence __Poor copying from chalkboard
__Fatigue, frustration, stress __Responds to new tasks with “I can’t”
__Slow at completing assignments/work __Struggling in school

Other______________________________________________________________________________________________



VISUAL HISTORY:
Name of previous eye doctor_____________________________Date of last exam__________Date of last glasses__________
Have there been any eye injuries and/or surgeries?  Please describe________
_______________________________________
Please check any of the following areas in which your child or a blood relative have had a problem or condition:

Self Family      Self     Family            Self     Family
Blindness  (  )   (  )     Glaucoma                   (  )      (  ) Headache           (  )        (  ) Loss
of vision  (  )   (  )     Retinal detachment       (  )        (  ) Dry eyes    (  ) (  )
Distorted vision  (  )   (  )     Macular degeneration      (  )        (  ) Red eyes (  ) (  )
Double vision  (  )   (  )     Mucus discharge              (  )       (  ) Watery eyes                   (  ) (  )
Blurred vision  (  )   (  )     Chronic eye infections      (  )      (  ) Burning sensation      (  ) (  )
Crossed/turned eye  (  )   (  )     Styes       (  )        (  ) Sandy/gritty feeling (  )        (  )
“Lazy eye”  (  )   (  )     Halos       (  )        (  ) Glare/light sensitive (  )        (  )
Cataracts  (  )   (  )     Flashes/Floaters       (  )        (  ) Eye pain/soreness         (  )        (  )
Other symptoms/problems_________________________________________________________________________________

Has your child had or been recommended to have Vision Therapy?  If yes, please indicate when and with whom.____________
______________________________________________________________________________________________________
MEDICAL HISTORY:
Name of physician_______________________________Last exam_____________Is your child generally healthy?__________

Self Family Self Family
Allergies Hematologic/Lymphatic
Hay fever  (  )   (  ) Anemia  (  )   (  )
Medications (indicate reaction)  (  )   (  ) Bleeding problems  (  )   (  )
Cardiovascular Swelling  (  )    (  )
Heart disease  (  )   (  ) Immunological
Heart pain  (  )   (  ) Autoimmune diseases  (  )   (  )
Vascular disease  (  )   (  ) Rheumatoid arthritis  (  )   (  )
Constitutional Symptoms Lupus  (  )   (  )
Fever  (  )   (  ) Multiple sclerosis  (  )   (  )
Weight loss/gain  (  )   (  ) Skin
Ear, Nose, Mouth, Throat Eczema  (  )   (  )
Sinus problems  (  )   (  ) Psoriasis  (  )   (  )
Chronic cough  (  )   (  ) Musculoskeletal
Dry throat/mouth  (  )   (  ) Arthritis  (  )   (  )
Tonsillitis  (  )   (  ) Muscle pain  (  )   (  )
Chronic ear infections  (  )   (  ) Joint pain  (  )   (  )
Ear tubes  (  )   (  ) Neurological
Endocrine Headaches  (  )   (  )
Diabetes  (  )   (  ) Migraines  (  )   (  )
Thyroid problems  (  )   (  ) Seizures  (  )   (  )
Other glands  (  )   (  ) Psychiatric
Gastrointestinal Nervous disorders  (  )   (  )
Diarrhea  (  )   (  ) Panic attacks  (  )   (  )
Constipation  (  )   (  ) Depression  (  )   (  )
Ulcers   (  )   (  ) Compulsive disorder  (  )   (  )
Genitourinary Respiratory
Genitals  (  )   (  ) Tuberculosis  (  )   (  )
Breasts  (  )   (  ) Shortness of breath  (  )   (  )
Kidneys  (  )   (  ) Emphysema  (  )   (  )
Bladder  (  )   (  ) Asthma  (  )   (  )
Prostate  (  )   (  ) Lung cancer  (  )   (  )

_____ I authorize the release of reports/examination records.
_____ I DO NOT authorize the release of reports/examination records.
_____ I understand that I am responsible for ALL charges incurred in the office and that payment is due at the time of
           service.  Billing of insurance companies (except certain restricted VSP programs) is my responsibility.
_____I understand that I will be charged for any appointments missed or cancelled less than 24 hours in advance.

Print Name__________________________________Signature__________________________________Date___________
  Rev. 3/06

Please list any illnesses, high fevers, bad falls or medical conditions that were not covered in the above list._____________
___________________________________________________________________________________________________
Please list any specific treatments or surgeries your child has had.______________________________________________
Has your child ever been exposed to or infected with:___Hepatitis    ____HIV    ____Herpes   ____Gonorrhea    ___Syphilis



GARY L. ETTING, O.D.,  AN OPTOMETRIC CORPORATION
 Gary Etting, O.D., F.C.O.V.D. Mark Park, O.D. Vasudha Bhutani, O.D.

6345 Balboa Boulevard  Building 3, Suite 250, Encino, California  91316   818-344-3937   FAX  818-344-1229
2001 South Barrington  Suite 318,   Los Angeles, California  90025    310- 477-4009   FAX  310- 477-5002

Please help us better serve you by filling out this questionnaire.

Everyone has expectations when they go somewhere.  For example, when we go to a restaurant, we expect
to be seated in a timely manner, our server to be polite and our food to be fresh and hot.

In the box below, please identify your expectations for your visit with us today.

We appreciate you taking the time to complete this form.
                                               Rev . 4/04



GARY L. ETTING, O.D.       AN OPTOMETRIC CORPORATION
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Name_________________________________________ Date________________________

Please assign a value between 0 and 4 for each symptom and total at the bottom.
0 = never or nonexistent;  1 = seldom;  2 = occasionally;  3 = frequently;  4 = always

Item Symptom______________________________________________________________________

1.   Blurred vision at far and/or near _____

2.  Double vision _____

3.  Burning, stinging, water eyes _____

4.   Car sickness/motion sickness _____

5.  Can’t make or sustain eye contact _____

6.   Eyes do not look aligned (1 crosses or goes outward) _____

7.   Appears to be lazy _____

8.   Can only do 1 thing at a time _____

9.   Performance not up to potential _____

10.  Short attention span _____

11.  Avoiding sports and games _____

12.  Clumsiness _____

13.  Poor handwriting _____

14. Reversals when writing _____

15.  Problems with visual directions or reading maps _____

16.  Difficulty completing assignment in reasonable time _____

17. Head tilt, distorted posture or closes one eye when reading _____

18. Words run together when reading _____

19. Falling asleep when reading _____

20. Skipping or repeating lines when reading _____

21.  Reversals when reading (eg. was for saw, on for no) _____

22.  Avoidance of reading and near work _____

23.  Omitting or confusing small words when reading _____

24.  Poor reading comprehension _____

25.  Holding reading material too close _____

26.  Transposition of numbers (e.g. 12 for 21) _____

27.  Loss of place when reading _____

28.  Uses finger or a marker when reading _____

29.  Unable to read for long periods of time _____

Total  _____ rev 2/04


