Date:

Patient Name:

What are your gt;als for today’s visit?
: Clrcle:

New glasses  New contacts

When was your last exam?,

Do you wear Eyeglasses? Fulltime Parttime Distance Near Computer Multifocal Sun

" Do you wear Contact Lenses? Soft  Hard/RGP Full time Part Time
Are you experlencing any of the following symptoms?  Blurred vislon; Distance Near Intermediate/Computer
Burning Itching Discharge Dryness Watering Eyes/Tearing Redness Flashes
Floaters Eyestrain Headaches Double Vision Pain  Hard to seein dim light/poor night vision Glare
Other: ' s '

Do you have any of the following Eye Conditions: Amblyopla/lazy eye Strabismus/eyeturn Glaucoma
Cataract Macular Degeneration Dry Eye Other:

Please list any eye injuries you have had:

Please list any eye surgeries you have had: o

Do you have any of the following medical problems?

Allergies _Hypertension Shingles
Arthritis * High Cholesterol Skin Disorder
Asthma Kidney disorder Tuberculosis
Cancer (type ) Lupus Thyrolg Disorder High Low
Diabetes (type )lastA1C____) Migraines Sinus Problems 2
" Depression . Prostate Disease Sleep Apnea
Heart Disease ) ' psychlatric Disorder Spinal Disorder

Other Medical Problems:

Do you use tobacco products now? Yes No

List all medications you are take on a regular basls, Including over the counter: (Or give us a copy of your med list)

Medication Strength How Often? What for?
Do you have any medication allergies? ' Other Allergles?
Does anyone In yourfamlly have: Glaucoma: Who?

Cataract: Who?,

Macular degeneration: Who?,
Hypertension: Who:
Diabetes: Who:

Other eye or medical disorders run in your family?:
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