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First Name________________________   Last Name___________________________________
Patient’s Address:__________________________ City, State, Zip_______________________________ Date of Birth:_____/______/_____    

 Phone:_________________ Email:___________________________ Date Of Birth:______/________/_______SSN:_____________________
Was your last eye exam here? □Yes  □No – if no, when and where was it?_______________________________________

Do you currently suffer from any of the following conditions?:

	Allergic/Immunologic…
	Seasonal allergies
	□Yes
	□No

	
	Sinus Problems
	□Yes
	□No

	
	Sexually Transmitted Diseases
	□Yes
	□No

	Cardiovascular………
	Past Heart Attack(s)
	□Yes
	□No

	
	High Blood Pressure
	□Yes
	□No

	
	Past stroke(s)
	□Yes
	□No

	Constitutional….......
	Unexpected Weight Loss
	□Yes
	□No

	Endocrine………...
	Diabetes (pills, injections)
	□Yes
	□No

	
	Thyroid Disorders
	□Yes
	□No

	
	High Cholesterol
	□Yes
	□No

	Gastrointestinal……………
	Ulcers
	□Yes
	□No

	Genitourinary……………
	Kidney Stones
	□Yes
	□No

	Hermatalogic/ Lymphatic….
	Anemia
	□Yes
	□No

	
	Lymph Gland Problems
	□Yes
	□No

	Musculoskeletal………
	Rheumatoid Arthritis
	□Yes
	□No

	Neurologic………………
	Migraines
	□Yes
	□No

	
	Seizures
	□Yes
	□No

	Ocular (Vision)…………………
	Glaucoma
	□Yes
	□No

	
	Macular Degeneration
	□Yes
	□No

	Psychiatric………………
	Depression
	□Yes
	□No

	
	Attention Deficit Disorder (ADD)
	□Yes
	□No

	Respiratory………………
	Emphysema
	□Yes
	□No

	
	Sleep Apnea
	□Yes
	□No

	
	Asthma
	□Yes
	□No


        

 (If diabetic, is your Sugar controlled?  □Yes  □No)

What Medications do you currently take? (You can give a list to the front desk staff) If you do not know the names, please write what they are for:_____________________________________________________________________________________________

Are you allergic to any medications?_____________________________________________________________________________

Have you had any recent surgeries or illnesses? (You can give a list to the front desk staff)       □None       

________________________________________________________________________________________________________________________

Ever Have Eye Surgery? □Yes □No  

Social History:   Alcohol Use  □Yes □Social □Heavy  □No            Tobacco Use:  □Yes  □Social  □Heavy  □No               Narcotics Use:  □Yes  □No
Family History: (parents, siblings)         Diabeties  □Yes  □No                Glaucoma  □Yes  □No                 Macular Degeneration □Yes  □No

Your family medical doctor:_________________________                                      Do you have contact lenses in your eyes now?  □Yes  □No

Do you plan on looking at eyeglasses today if you have a prescription change or need? □Yes  □No □Need new lenses only

                                                                                                                                                               □Need/Want contact lenses  

**Please Read, Sign, and Date the Back Side**
