Patient Name DOB:

Parent/Guardian (If applicable) Gender:
Address (include city and zip code)

Phone (cell) Phone (home) SSN

Email Policy Holder:

Reason for today’s visit

Ocular History (please list any eye surgeries, diseases or other issues)

Do you wear contact lenses and/or want an exam for contact lenses (extra fee)? dYes [INo

Medical History--Please review and check any conditions in the following body systems.

Constitutional/General Cardiovascular/Heart Musc/Skeletal

[1Developmental Delay [IHigh Blood Pressure [JOsteoarthritis

J Cancer [JHeart Disease CJFibromyalgia

Ear, Nose, Throat [1Stroke [1Osteoporosis

[ODHearing Loss Respiratory/Breathing CGout

JSinusitis CJSmoker Skin/Integ

C1Dry Mouth [CJAsthma [1Eczema

Neurological LIEmphysema [JRosacea

[(IMultiple Sclerosis 1COPD [IHerpes Zoster or Simplex

ClEpilepsy [CISleep Apnea Endocrine

[1Dementia Gastrointestinal OThyroid Dysfunction

[CIMigraine CIReflux [ODiabetes T1 T2 Borderline

CJAutism Spectrum COCrohn’s Disease Blood/Liver

Psychiatric Genitourinary [JAnemia

[CIDepression OJKidney Disease CHepattitis

CJAttention Deficit CJProstate [CJHigh Cholesterol

[JAnxiety Disorder CIHIV/AIDS/ISTD [lLeukemia

[(IBipolar Disorder CPregnant/Nursing Allergy/lImmunologic
[Lupus

Other Conditions not listed [ORheumatoid Arthritis

[0Sjogren’s Syndrome

Current Medications. Please supply a list to our staff or write them here:

[CJAllergies, environment or drug

Medication Allergies [Inone

Primary Care Physician

Pharmacy

Family History
L] Diabetes [ High Blood Pressure L] Glaucoma [ Cataract

L] Cancer L] Macular Degeneration ] Other
Do you:

Smoke —if yes, how much per day?
Drink alcohol — if yes, how much?

Occupation Hobbies






