
Pre-Exam Questionnaire

Date of Birth: ___________________ Age: ____

740 Huronia Rd

Unit 10, Barrie ON

L4N 6C6

[ t ] 705.737.0806

[ f ] 705.737.4621

[e] info@foveal.ca

[w] fovealvisiontraining.com

Full Name: __________________________________________________             Male                   Female

Health Card #: _____________________________

City: _________________  Postal Code: ________ Home Address:________________________________

Home Phone:____________________ Cell Phone:____________________Work Phone:____________________

Marital Status: Single Married Divorced Widowed Seperated

Referral's Address:________________________________ City: _________________  Postal Code: ________ 

Who referred you to our office?________________________________ Phone #:________________________   

Occupation: ________________________________ Full time Part time Currently not working

Please describe how the ABI affects your ability to work:
______________________________________________________________________________________
______________________________________________________________________________________

________________________________________

Do you have Extended Health Benefits through work? Yes No

If yes, please provide the following details:

Last name of plan member:_______________________   First name of plan member:_____________________

Plan or Policy Number: _____________________              Other Insurer's Identifier: _____________________

Insurance Company Name: ___________________________________________________________________

If yes, please provide the following details:

Plan or Policy Number: _____________________              Other Insurer's Identifier: _____________________

Insurance Company Name: ___________________________________________________________________

Last name of plan member:_______________________   First name of plan member:_____________________

Does your Spouse have Extended Health Benefits through work?           Yes             No             Not Applicable

Email Address: ___________________________________   Last eye exam:______________________________   



Abouth The Accident

Date of Accident:________________________ 

Adjuster Phone Number:_______________ Adjuster Fax:__________________ 

Company Name:_____________________________________________________

Full Address:________________________________________________________ 

Claim #:_____________________________Policy #:________________________ 

Adjuster Name: ______________________ Adjuster Email:____________________

Please complete the following Auto Insurance information:

Toxic (ex. medication, drug related, poison, etc.)

2 2

Vascular (ex. stroke, aneurysm, hemmorrhage, etc.)

Anoxic (ex. drowning, CO   , anesthesia, loss of O   , etc.)

Other Accidents (ex. home, work, fall, hit by object, etc.)

What type of head injury?   Open Head Injury (bleeding)
  Closed Head Injury (non-bleeding)

What part of your head was affected?

Type of Accident:         Motor Vehicle Collision (MVC)

Did you lose consciousness?               Yes For how long?
  No

Forehead               Right Side               Left Side              Back of Head              Top of Head               Face

______________________________________________________________________________________

______________________________________________________________________________________

Please describe the accident: ________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________


