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Please complete the following information.

Name

Patient History Form

(last)

Address

(first)

City State

Zip Code

Email Address Sex M F Marital Status

Telephone (home) -

Telephone (cell) -

Social Security Number - -

Date of Birth - -

Age

month day year

If patient is a minor, parental contact information
Parent/Guardian’s Name:

Date of Birth

Social Security Number - -

Address Same As Above

Telephone - -

Referred By  Doctor Web

Address

Mail Radio Other

Telephone

Employed By

Employer’'s Address

Business Telephone

Occupation

Spouse’s Name:

Employed By

Employer’'s Address

Occupation

Business Telephone

List Names Of Family Members Seen In This Office
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Insurance Information

Name of Insurance

Policy Number

Subscriber

Patient History Form

Date of Birth

Relationship to Patient

If yes, Name of Company
Address of Company

Phone Number

m O 2 » I C 0 Z2

Is this claim covered under worker’'s compensation?

Yes

No

Treatment Authorized By

| understand that even though | have some type of insurance coverage, | am responsible for payment of services at
the time they are rendered.

Signature of patient or parent of responsible party

Date

So that we can better determine your eye care needs, please check all of your favorite activities:

Swimming

Self-Defense

Skiing

Hunting/Shooting

Baseball

Crafts/Sewing

Bicycling
Tennis
Camping/Hiking
Model Building
Scuba Diving
Reading

Racquetball

Football

Basketball

Ocular History (Please mark an ‘X’ in the appropriate box)

1. Do you wear eyeglasses, contact lenses or both to

correct your vision?

When was your last eye exam?

Fitness/Aerobics
Snow Boarding

Boating/Fishing

Eyeglasses

Motorcycling

Golf
Skating/Rollerblading
Running/Jogging
Soccer

Other:

Contact Lenses

Both eyeglasses and contact lenses

Prism in Glasses
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General Medical History

Family Doctor

Address

Date Of Last Exam

Telephone

2. Do you now or did you in the past have any of the following conditions?

Yes No

General (weakness, fatigue, fever, weight loss, weight
gain)

Please Specify

Patient History Form

Allergies (medications or foods)

Collagen Vascular Disease (rheumatoid arthritis,
lupus, scleroderma, dermatomyosity, polyarteritis)

Ear, Nose, Throat (hearing loss, sinus, sore throat,
seasonal allergies)

Eye Problems (macular degeneration, cataracts,
glaucoma, lazy eye, dry eyes, infections, double vision)

Gastrointestinal (stomach, ulcers, colitis, pain,
diarrhea, irritable bowel sysndrome)

Glandular (diabetes, thyroid, pituitary)

Hepatitis (gastroenterological disease causing
inflammation of the liver- specify type)

Herpes (including “cold sores/fever blisters”- specify
type)

Heart/Blood Vessels (high blood pressure, heart
attack, high cholesterol, irregular heart beat, MVP)

Genitourinary (kidney infections, urinary problems,
prostate problems, uterine problems)

Musculoskeletal (osteo arthritis, gout, osteoporosis,
polymyalgia, scoliosis, ankylosing spondylitis)

Psychiatric Disorders (anxiety, depression)

Neurologic Disorders (headaches, migraines,
epilepsy, seizures, alzheimers, parkinsons, ALS)

Respiratory (asthma, emphysema, shortness of
breath, tuberculosis)

Other:

If FEMALE, please complete the following:
Currently pregnant

Currently nursing

3. Do you use any eyedrops?

4. Have you had any previous surgery?

Yes No

Yes No

Yes No
[ [



s s A A A b —'_._____‘-"
orsight

keeping your world in focus Patient History Form

5. Do you take any of the following medications?
Yes No Please Specify Name

Antibiotics (for infection)

Anticoagulants (to thin blood)

Antidepressants

Aspirin

Blood pressure medications

Corticosteriods

Heart medications

Insulin/Diabetic Medications

NSAIDs (Motrin, Advil etc.)

Psychiatric medications

Seizure Medications

Vitamins/Herbs

Other, please specify

Family Medical History

6. Has any blood relative had any of the following conditions?
Yes No Please Specify

Cataract

Corneal dystrophies

Collagen vascular disease

Diabetes

Glaucoma

Macular degeneration

Retinal detachment

Other, specify

Allergies Yes No Please Specify Name
7. Areyou allergic to medications?

To the best of my knowledge, the preceding information is complete and correct

Date:




