\_ASION =B HEALTH

Trust the Health of Your Eyes to Us

Patient History Questionnaire

Full name:

Address:

Email Address:

Occupation:

Employer:

Medical Doctor:

Medical Insurance:

Previous Eye Doctor:

Vision Insurance: VSP

MES EyeMed

Birth Date: / /

Social Security #:

Home Phone:

Cell Phone:

Work Phone:

Driver’s License:

Last Medical Exam: /

Last Eye Exam: /

Other:

Relationship to Patient:

Responsible Party, if different:
Phone: Billing Address, if different:
Whom may we thank for referring you to our office:

*PAYMENT IS EXPECTED WHEN SERVICES ARE RENDERED*

Ocular History
Do you wear glasses? ONo OYes If yes, how old?

Do you wear contact lenses? CONo OYes If yes, what type? ORGP OSoft OToric OMultifocal

lens type?

OMonovision Do you wear them: OFull time DOPart time

How frequently do you replace them?

Have you had refractive surgery? If yes, date Type

What other services would you like to be evaluated for? 0 Refractive surgery OContact Lenses [0 Sunglasses
OComputer Glasses [ Reading Glasses [ Driving Glasses

Are you having any visual difficulties? If yes, please explain

Are you currently experiencing any of the following problems with your eyes? Check the box if “Yes.”

OBlurred / Poor Vision OFlashes / Floaters ORedness
OLoss of Vision OTired Eyes Oltching

DiBlindness / Blackouts OHalos / Glare / Light sensitivity OExcess Tearing / Watering
OLoss of Side Vision ODryness OEye Pain or Soreness
ODistorted Vision OSandy or Gritty Feeling OMucous or Discharge
ODouble Vision OBurning OlInflammation of the Eyelid

OStyes or Chalazia

Have you been diagnosed with any of the following ocular problems? Check the box if “Yes.”

OCataracts OGlaucoma ORetinal Detachment / Disease
OCrossed Eyes OLazy Eye / Amblyopia ODry Eye
OEye Injury OMacular Degeneration OOther




Medical History

List any medications that you are currently taking (include oral contraceptives, aspirin, etc):

Are you allergic to any medications? O No

If yes, which ones:

REVIEW OF SYSTEMS Plecase check the box beside any problem you currently have, or have had, in the following

areas or mark All Normal.
Allergic/Immunologic............ OAIl Normal
OAllergy/Hay fever
Cardiovascular/Cardiac. .......... OJAIl Normal
OArteriosclerosis
OOHeart Disease
CIHigh Blood Pressure
OIHigh Cholesterol
Constitutional...................... OJAIl Normal
OFever
COWeight Loss/Gain
Ears, Nose, Mouth, Throat....... OJAII Normal
OSinus Congestion

ODry Throat/Mouth
Endocrine..........cccoeeveenin.. OJAIl Normal
ODiabetes
OThyroid Abnormalities
OChronic Fatigue
Gastrointestinal .................... OJAIl Normal

ODiarrhea/Constipation
OIBS/Crohn’s Disease
OUlcers

OReflux

Social History

Do you use tobacco products? ONo O Yes If yes, type/amount/how long:
Are you pregnant or nursing? [No O Yes O N/A

Hematologic/Lymphatic................... CJAII Normal

OAnemia
OBleeding Problems
OBreast Cancer

Integumentary (Skin)....................... CJAIl Normal

OCancer
ORashes
OEasy Bruising

Musculoskeletal...........coovveeeeinii... OAIll Normal

ORheumatoid Arthritis
OMuscle Pain
OJoint Pain

Neurological...............c.oooviiiniinni. CJAIl Normal

OMigraines
ODizziness
OSeizures
OStroke

Psychiatric............oeuvviniienainnnnn, CJAII Normal

OAnxiety
ODepression
COMemory Loss

ReSPIratory.......oc.ovueuevnenaiinainannnn. CJAII Normal

OAsthma

Family History Plcase note any family history (parents, grandparents, siblings, children; living or deceased)

Relation to you
OGlaucoma

OCataract

OMacular Degeneration

ORetinal Detachment

OBlindness

OCrossed Eyes

Relation to you
ODiabetes

OCancer

OHeart Disease

OHigh Blood Pressure

OKidney Disease

OLupus / Arthritis

I certify that I have read and I understand the questions above. I acknowledge that my questions, if any, about
the inquiries set forth above have been answered to my satisfaction. I will not hold my doctor or any other
member of the staff responsible for any errors or omissions that I have made in the completion of this form.

I attest that the information I provided is true and correct to the best of my ability and knowledge.

Signature of Patient (Parent or Guardian if minor)

Printed name of signature above

Date

Relationship to minor




