Date

Appt.  ~ WI

Please Print.

Last Name First Name Mr./Mrs./ Ms. (circle one)
Address Apti# Date of Birth / / Age
City - State Zip Code

Cell Phone ( ) -

Email Address

Home Phone () -

Occupation

Are you here for:
Have you worn contacts in the past?

Name of VISION INSURANCE

Have you ever been examined in our office? Yes / No

spectacle exam / contacts exam / medical treatment visit (circle one)
YES / NO If yes, what type

Name of MEDICAL INSURAN CE(i.e. BC/BS,AETNA)
Do you have insurance that you are using as payment for services rendered today?
If you answered yes to the question above, an additional form needs to be filled out. The front

desk will supply you with this form .
Are you interested in Lasik surgery?

CHECK ALL THAT APPLIES:
Patient Current Eve Health

Patient Eve History

Date of Last Eye Exam

3 Blurry Vision Q Color deficient
- Double Vision U Eye injury
- Dry U Eye surgeries
- Eyestrain 0 Cataracts
3 Floaters f Flashes 0 Glaucoma
- Halos ’ (1 Macular Degeneration
0 Itching Q Retina Detachment
L Sandy / Gritty Feeling 0 Retinal Tear
0 Tearing 0 Vision loss
01 Other Q Vision therapy
) Q Other
Social History

(This information is a protected pan‘iqf your medical record. It is
confidential. [f you prefer you may discuss this portion of your medical -
history directly with the docior).

Do you smoke / use tobacco products?
Do you drink alcohol?

no O
no Q

yes O
yes O

Authorization

[ certify that the above questions-are answered to the best of my
knowledpe- ’

Signature of Patient (or parent if minor) Date

Physician Review (initials)

Date

Patient Current / Past Medical History

Family fve & Health Histor\j

Date of Last Medical Exam:

O Allergies - - : O Ambtyopia / Strabismus
U Hematological /Lymphatic (Blood Disorders) {1 Blindness

O Allergies to Medications 0O Cataracts

QA Immunologic (Lupus, HIV) O Color daficient

0 Cancer ; O Diabetes

Q Integumentary (Skin, Melanoma) 0 Glaucoma

Q:Cardiovascular (Heart Attack, Hypertension)
O Musculoskeletal (Muscles, Joints)
QCoastitutional (Rapid weight changes)

O High Blood Pressure
(3 Macular Degencration

¢ apid ! 0 Migraines
Q) Neurological (Migraines, Seizures, MS) QO Retinal tear f Detachment
UEar, Nose, Throat, Mouth Q Other

O Psychiatric (Anxicty, Depression, ADHD)
U Endocrine / Metsbolic (Thyroid, Diabetes)
(1 Respiratory ’

QO Gastrointestinal -

U Genitourinary (Genitals, Kidneys, Bladder)
WOMEN ONLY: Q Pregnant?

. 01 Oral Contraceptives?

MEDICATIONS:
List ALL prescribed and over the counter medications.
including eye drops, vitamins, and narcotics.













