WELCOME TO (OR BACK TO) OUR OFFICE 02:00:07

To insure proper care, our doctors and many insurance companies, require a comprehensive medical health and visual history from all patients as part of their
eye examination. Thank you for the privilege of allowing us to be of service to you and your family and thank you for your cooperation

Name: Today's Date:
(Mr., Mrs., Ms., Dr., Master) First Middle Last (Preferred Name)

Street Address: Phone: Home ( )
City/ State/ Zip: Cell # ( ) Office ( )
E-Mail Address: If, with your permission, you desire to be contacted, by our office, through the internet.
Date of Birth: / / Age: Sex: [IM, [JF Marital Status: Soc Sec #:
Employer/ Occupation: School/grade or year:(if attending)
Spouse Name: Spouses Occupation: Office phone ( )
Other family members living at home. Is your spouse a patient in our office? [JYes [JNo Spouses SS#/ Cell# I( )

Name: 1) Age Patient Here? []Yes [[INo 3) Age Cdyes [INo

2) Age [Jyes [No 4) Age [dyes [No
For children, Mother's Name: Father's Name:

Local person and phone number to notify in case of emergency:
Last EYE Exam: / / Name & Location of your last eye doctor:
Last MEDICAL Exam: / / Name and # of your doctor: Is this your PCP? [JYes [No

Medical History: Do you take any medications? [_INo [_lyes If yes, please list all medicines including oral contraceptives, vitamins and
OTC's.

Do you have any seasonal or medicine allergies? [_|No [ ]Yes If yes, please explain

List all major injuries, surgeries or hospitalizations:

Women: Are you pregnant? [_]Yes [_INo If yes, what is your due date? Are you nursing? [ ]Yes []No

Personal and Family Eye History: Do you or does anyone in your immediate family have a history of the following?

No Self Family Describe briefly No Self Family  Describe briefly
Cataracts O O ] Crossed orlazy eyes [ [ ]
Glaucoma O O ] Dryorscratchyeyes [ [ ]
Retinal detachment [] ] ] Macular degeneration [] ] ]
Blindness ] ] ] Double vision ] ] ]
Loss of vision O O ] Tearing/watering O O ]
Lightsensitivity ~— [] [ ] Flashes or floaters  [] [ ]
Styesor Chalazion [] [ ] Rednessormucous [ ] [ ]
Chronic Infections  [] ] ] Eye pain or soreness [ ] ] ]

Have you had any eye injuries or surgeries? [ JNo [ ]Yes. If yes, please explain

Personal / Family Health History and Review of Systems: Do you or does anyone in your immediate family have a history of the following?

(circle or underline specific issues) No Self Family No Self Family
Neurologic (headaches, migraines, seizures, MS) ] | | Genito-urinary ( kidney, bladder, prostate) ] ] ]
Blood, lymphatic (high cholesterol, anemia, hepatitis, bleeding) O | | Endocrine (diabetes, thyroid or other glands) ] O O
Ear, nose, throat (sinus, ear infections, dry mouth, chronic cough) — [] | | Respiratory (asthma, emphysema, bronchitis) ] O O
Cardio-vascular (heart, high blood pressure, vascular disease) [l | | Psychiatric (anxiety, depression, insomnia [l [l [l
Gastro-intestinal (stomach ulcers, diarrhea, constipation) O | O Skin (acne, warts, skin cancer, keloid formation) [] ] ]
Bones, joints, muscles (arthritis, osteoporosis, chronic fatigue) ] | | Constitutional (Fever, weight loss / gain) ] ] ]
Allergic or Immunologic (lupus, sarcoid) O | | Other O O O

If you answered YES to any of the above please
explain:

==== Please turn form over and complete side 2====




Social History: The following will be kept confidential. If you prefer to discuss this portion with the doctor, please check []Yes

Do you drive? [lYes [INo Ifyes, doyou have any difficulty with driving? Describe:

Do you use tobacco products at this time? [lYes [[JNo Ifyes, how long and amount or when did you stop?
Do you drink alcoholic beverages? [ Iyes [JNo [ ]Social

Do you use other substances or drugs? [lves [JNo Ifyes, type and how long?

Have you been exposed or infected with: [IGonorrhea [ JHepatitis [JHIV []Syphilis

Patient Visual Needs Assessment

1. What is your reason for visiting our office today ?: [ _JRoutine  []Other (please specify

2. Do you experience any of the following symptoms?  Please circle all that apply:  itching burning tearing redness  flashes  floaters halos

pain: sharp dull throbbing dry/gritty/scratchy  double vision field loss  light sensitivity ~ twitching headaches

3. So that we may best meet your visual needs, please list specific visual demands you have. (Work or recreation/hobby related):

4. Do you wear glasses? [dyes [CINo. Please list any problems with your present glasses:
Do you want to look at glasses today? [Cdyes [CINo  Ifso, are you interested in thinner and lighter lenses? Cdyes [[No
5. Do you wear contact lenses? [dyes [CINo. Ifyes, whattype?: []Soft []Gas permeable [[JHard Wearing time: hours days

Are you happy with your wearing time? [JYes [JNo  What are your goals?

6. Have you ever worn contacts in the past? [ JYes [INo. Ifyes, why did you stop?

7. Are you interested in contacts? [JYes [No. Ifyes, circle all that apply:
Material: Soft Gas Permeable Wearing schedule: Daily wear Occasional wear Extended wear
Lens discard cycle: Conventional (change yearly) Planned Replacement (change monthly) Disposable: 1-day  2-weeks
Contact lens type: Spherical ~ Astigmatic ~ Bifocal ~Monovision ~ Opaque tint (change your eye color) ~ Cosmetic tint (enhance your eye color)

8. Are you interested in learning more about CRT or Ortho K Lenses? [dYes [[INo These are gas permeable contact lenses that gently change the shape of the eye
and are a non-surgical alternative to refractive surgery. The allowable age is lower than Laser Vision Correction and is a great alternative for children or adults in sports.

9. Do you use a computer (VDT)? [dyes [CINo. Ifyes, how many hours per day? Distance from eyes to screen: inches
Visual symptoms: Do you experience any of the following during or after computer (VDT) work? Please circle all that apply.

eyestrain blurred distance blurred near slow focusing headaches color distortion burning/itchy/redness
increased glare double vision light sensitivity neck/back ache shoulder ache wrist ache dryfirritated eyes
10. Are you interested in glasses to use just for the computer? [Jyes [CINo.

11. Are you interested in learning more about Laser Vision Correction? ~ []Yes [[JNo Laser Vision Correction is now available to correct nearsightedness, farsightedness
and astigmatism. During your examination, we will determine if you are a candidate for this procedure. If you wish to proceed with Laser Vision Correction, we will coordinate
with you all the necessary steps required for scheduling the procedure, including all pre and post-operative care in our office.

Whom may we THANK for referring you? [lfriend [Isign/location [ Jyellow pages [Jad [Jother

Payment is expected at the time of the service and before ordering any optical materials. If you have vision care or medical eye insurance, that may help pay for the service,
please present your card to the assistant before the service is rendered. Please be aware that having a card does not guaranty that the service will be covered in full.

Thank you. Please give this form to the assistant at the front desk ~ Your signature
Doctor's Signature and Date:




