
 
       Dr. Amy K. Boscia, OD 

414 E. Upland Rd. Ste A  
Ithaca, NY 14850 

607-257-1500 
F: 607-257-1501  

www.ithacaeyecare.com 
 

 
Name: ________________________________________                         Date: _______________________  

Address:______________________________________________________________________________ 
 
Dear ______________________,  
 
Thank you for scheduling an appointment at Ithaca Eye Care with Dr. Amy Boscia on ______________at 
_________AM/PM  for a Neuro-Visual Medical Exam.   We look forward to your visit! 

Enclosed you will find our patient forms/ questionnaires.  The forms must be filled out, in entirety, 
prior to your appointment.  (NO EXCEPTIONS)  If you feel you may be unable to complete the forms due 
to visual difficulty, please call our office, prior to your visit and a staff member would be happy to help 
you.  It is also encouraged to bring the forms to our office in advanced in preparation for your 
appointment.  They can be either dropped off at our 414 E. Upland location or sent via our secure 
patient portal. (please contact the office for details on our patient portal)  

As you are aware, we are dedicated to the treatment of the whole patient, not just the condition. When 
we schedule appointments, we set aside time and professional resources to meet the individual needs 
of our patients, including time for a one-on-one consultation. When a patient fails to show up for an 
appointment, or not cancel in advance, our valuable resources are idle. More importantly, a patient care 
opportunity is missed.  
 
We understand that there are occasions when a patient must miss an appointment due to unforeseen 
circumstances or a scheduling conflict beyond his or her control. In this event, we ask that you call our 
office and cancel your appointment within 72 hours of the scheduled visit. This courtesy allows our 
office staff to schedule another patient who is also in need of medical care. For your convenience, you 
may reschedule an appointment by calling 607-257-1500, emailing our office at 
ithacaeyecare@gmail.com or through the patient portal option on our website ithacaeyecare.com.  
There is a $60.00 charge for patient who do not comply with our scheduling policies.   

When you arrive for your appointment please bring all of your insurance card(s), including any vision 
and medical insurance cards.  Please bring all prescription eyewear you may have, including sunglasses, 
computer glasses, or glasses used for hobbies/sports.  If you are a contact lens wearer, please bring your 
current contact lenses, the lens boxes or a copy of your contact lens prescription. Note this is different 
than your eyeglass prescription.  In addition, you may also bring any previous health history records that 
may be relevant to your current condition  

We look forward to seeing you soon.  Again, we are committed to providing the best care possible, and 
to answering any questions regarding your health and well-being. Please feel free to call us at 607-257-
1500. 

 
Sincerely,  
Dr. Amy K. Boscia  and Ithaca Eye Care staff 

mailto:ithacaeyecare@gmail.com


 

         Dr. Amy K. Boscia, OD 
414 E. Upland Rd. Ste A  

  Ithaca, NY 14850 
607-257-1500 

F: 607-257-1501  
www.ithacaeyecare.com 

 
 

Authorization of Release of Health Information and Records: 
 

I hereby authorize the release of my protected health information and records (including, if applicable, the release of 
information about substance abuse treatment, mental health service and HIV infection or AIDS). I understand this 
authorization is voluntary. I understand that any and all records, whether electronic, written or oral format are 
confidential and cannot be disclosed without my prior written authorization except as otherwise provided by law. I 
understand a fax copy of this authorization is as valid as the original. 
 
RECORDS TO BE DISCLOSED AND RELEASED FROM: 
Doctor’s Name__________________________________      Doctor’s Phone:________________________________ 
Doctor’s Address________________________________       Doctor’s Fax: __________________________________ 
  _________________________________ 
  _________________________________ 
 
Patient Name:___________________________________     Patient’s Date of Birth:____________________________ 
Patient Address:_________________________________      Patient’s Phone Number:__________________________ 
                             _________________________________ 
  _________________________________ 
 
Description of information to be released: All records including Exam Writer records and billing records 
RECORDS TO BE RELEASED TO: 

Ithaca Eye Care Optometry 
Attn: Dr. Amy Boscia, OD 

414 E. Upland Rd. Suite A Ithaca NY 14850 
Phone: 607-257-1500 

Fax: 607-257-1501 
 

I understand that I can revoke this authorization at any time by notifying the office in writing. I also understand the 
revocation does not apply to information already released in response to this authorization. I have read and understand 
this form. 
 
Patient Name:___________________________________Date:____________ 
Patient Signature:_____________________________________________________________________ 
 
If patient is a minor, or you are signing as a representative or guardian of the patient, please sign below: 
 
Print Name:______________________________Relationship to patient:_________________________ 
Representative/Guardian signature:_______________________________________________________ 
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Dr. Amy K. Boscia, OD 

414 E. Upland Rd. Ste A 

Ithaca, NY 14850 

607-257-1500 F: 607-257-1501

www.ithacaeyecare.com

 Binocular Vision Questionnaire 

Name: ________________________________         DOB: ____/_____/_______   Date: ____/____ /______ 

1. Do you have headaches or face pain? (if so where?_____________)

2. Do you have pain in your eye with eye movement?

3. Do you experience neck or shoulder discomfort?

4. Do you have dizziness and or light headedness?

5. Do you experience dizziness, lightheadedness, or nausea while performing
close-up activities (computer work, reading, writing, etc.)?

6. Do you experience dizziness, lightheadedness, or nausea while performing
distance activities (driving, television, movies etc.)?

7. Do you experience dizziness, light headedness, or nausea when bending
down and standing back up, or when getting up quickly?

8. Do you feel unsteady with walking, or drift to one side while walking?

9. Do you feel overwhelmed or anxious while walking in a large department
store (Target, Wal-Mart, Wegmans etc.)?

10. Do you feel overwhelmed or anxious when in a crowd?

11. Does riding in a car make you feel dizzy or uncomfortable?

12. Do you experience anxiety or nervousness because of your dizziness?

13. Do you ever find yourself with your head tilted to one side?

14. Do you experience poor depth perception or have difficulty estimating
distances accurately?

15. Do you experience double/overlapping/shadowed vision at a far distance?

16. Do you experience double/overlapping/shadowed vision at a near
distance?

17. Do you experience glare or have sensitivity to bright lights?

18. Do you close or cover one eye with near or far tasks?

19. Do you skip lines or lose your place while reading (do you use your finger
or a ruler or other guides to maintain your position on the page)?

20. Do you tire easily with close-up tasks (computer work, reading, writing)?

21. Do you experience blurred vision with far distance activities (driving,
television, movies, chalkboard at school, etc.)?

22. Do you experience blurred vision with close-up activities (computer work,
reading, writing etc.)?

23. Do you blink to “clear up” distance objects after working at a desk or
working with close up activities (computer work, reading, writing etc.)?

24. Do you experience words running together when reading?

25. Do you experience difficulty with reading or reading comprehension?
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 Always= Everyday 

Frequently= At least 1 time / wk. 

Occasionally= Less than 1 time 

/wk. 

Never= Never 

Directions: For each of the following 

questions, please check the answers 

that best describes your situation. If 

you wear glasses or contacts, answer 

the questions assuming that you are 

wearing them.  

Email:_________________________



 

 

Have you ever been diagnosed with the following? 

 

On an average day, how much are you bothered by 

the symptoms listed below? (Rate each symptom 

from 0 to 10, where 10 is the worst it could be, and 

where 0 means you have none of that symptom) 

Dizziness                          /10 

Nausea                            /10 

Anxiety                          /10 

Headache                       /10 

Neckache                       /10 

Unsteady with walking                       /10 

Sensitivity to light                    /10 

Reading difficulty                     /10 

 
Review of Systems (please circle those that apply) 
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Have you ever been diagnosed with the following 

conditions? 

Condition  Y N 

Cataracts   

Age-related Macular Degeneration    

Glaucoma    

Diabetes   

Diabetic Retinopathy   

Dry Eye   

Eye Infection, inflammation or allergy   

Floaters and/or flashes of light   

Iritis or Uveitis   

Retinal defects or degenerations    

Lazy eye/ Amblyopia      

Other:     

 
Please list all medications: (oral and/or eye drops)  

Medication  Dosage For  

   

   

   

   

 

Allergies to medication   

 

 

 

Social History  

Current Occupation: 

Hobbies:   

Do you drink? Y / N   If yes how much?   ___/ wk 

Do you smoke? Y / N  If yes how much?  ___/ day  

Former smoker?  Y/ N  
 

Family History  

Condition  Y N Who  

Cancer                type:      

Diabetes Mellitus     

Hypertension     

Hyperthyroid     

Hypothyroid     

Cataracts    

Macular Degeneration    

Glaucoma     

 

Please record any additional symptoms you may be 

experiencing or specific concerns that you have about 

your eyes/ vision: 
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Traumatic brain injury?   Y / N 

Lazy eye?   Y / N 

Reading disability?  Y / N 

Have you ever had an operation?   Y / N 

System  

Constitutional  Fatigue, weight loss, Cancer  

Ear, nose, 
throat 

Hearing loss, sinusitis, dry mouth  

Neurological  Multiple Sclerosis, Epilepsy, Cerebral 
Palsy, Tumor, Migraine, Autism  

Psychiatric Depression, Attention deficit, anxiety 
disorder, bipolar disorder  

Cardiovascular Hypertension, Stoke/ CVA, heart 
disease, Vascular disease, Congestive 
heart failure  

Respiratory Asthma, bronchitis, Emphysema, 
Chronic Obstruction, Sleep apnea 

Gastrointestinal  Crohn’s disease, colitis, ulcer, acid 
reflux, celiac disease 

Genitourinary  Kidney disease, Prostate 
disease/cancer, STD, Pregnant, nursing  

Musculoskeletal Arthritis, Osteoarthritis, Fibromyalgia, 
Muscular Dystrophy, Ankylosing 
Spondylitis, Osteoporosis, Gout  

Integumentary Eczema, Rosascea, Psoriasis, Herpes 
Simplex, Herpes Zoster/Shingles  

Endocrine  Type 2 Diabetes Mellitus, Type 1 
Diabetes Mellitus, Thyroid, Hormonal 
dysfunction 

Heme/ Lymph Anemia, Hypercholesteremia  

Allergy/Immune Environmental allergies, Rheumatoid 
Arthritis, Lupus, Sjogren’s syndrome  

Other   
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Sound Sensitivity Questionnaire 

 

Name: ___________________________________         Date: __________________ 

 

 

Instructions: Mark the box corresponding to the answer which best applies to you. 

 

No Yes,  

a little 

Yes, 

quite 

a bit 

Yes,  

a lot 

 

1.  Do you ever use earplugs or earmuffs to reduce your noise perception (Do not consider the use 

of hearing protection during abnormally high noise exposure situations)?  

 

    

 

2.  Do you find it harder to ignore sounds around you in everyday situations? 

 

    

 

3.  Do you have trouble reading in a noisy or loud environment? 

 

    

 

4.  Do you have trouble concentrating in noisy surroundings? 

 

    

 

5.  Do you have difficulty listening to conversations in noisy places? 

 

    

 

6.  Has anyone you know ever told you that you tolerate noise or certain kinds of sound badly? 

 

    

 

7.  Are you particularly sensitive to or bothered by street noise? 

 

    

 

8. Do you find the noise unpleasant in certain social situations (e.g. night clubs, pubs or bars, 

concerts, firework displays, cocktail receptions)? 

 

    

 

9.  When someone suggests doing something (going out, to the cinema, to a concert, etc.), do you 

immediately think about the noise you are going to have to put up with? 

 

    

 

10. Do you ever turn down an invitation or not go out because of the noise you would have to face? 

 

    

 

11. Do noises or particular sounds bother you more in a quiet place than in a slightly noisy room? 

 

    

 

12. Do stress and tiredness reduce your ability to concentrate in noise? 

 

    

 

13. Are you less able to concentrate in noise towards the end of the day? 

 

    

 

14. Do noise and certain sounds cause you stress and irritation? 

    

 


