WELCOME TO OUR OFFICE

PATIENT INFORMATION (Please Print) DATE

Mr.___ Mrs.___Ms.__ Name : i Male Female
Address City/State Zip

Ph#: Home _ Work o cn

ss# Dete of Bith Age____ Occupation

Employer/School | Email

How did you hear about our office? ___ Yellow pages _____ Newspaper ___ Insurance ___ Other
List activitiesobbies that may require special vision care

Are you wearing contact lenses? Yes____No Would you be interested in a trial pair (must have a contact fitting)? Yes ____No

INSURANCE INFORMATION -

Insurance Company Subscriber ID #
Subscriber Subscriber DOB SS# _
Subscriber Employer 3t Gp# ‘ Plan#
Retationship to Subscriber ___ Self ___ Spouse(name) ___Child ____Other
 Does your pian cover Routine Vision? ___Yes ___No * If no, which carier does?
I&:IIIIIELngul‘enI“;IIl.llllll.lllll;.lIIllll.llll..llI?“Ib;“;‘:“;';—lloflIIIIIIlIIIIII-IIII-IIII.IIIIIll
HAVE YOU HAD: Yourself if s0, how long? Family Member Relationship
Glaucoma............ccceoevvveneneee. :
Cataract ..........cccoceeernennniee.
LazyEye .......oooieveeer e ;
AIRIGY ..ceiverenreniiiireenriees
Blindness ..........ccceererirernininne
Floaters/Flashes......................
Double Vision ...............c.........
Halos around lights.................. i
Cancer .....coveeeeeevreeerirerinn
Respiratory Condition................ -
Diabetes ............ccoceceevrnnennnenn.
High Blood Pressure ................ s
Heart Disease. ........................ S
Thyroid ........coveveiennnecrecnennens
Olhef ...................................
Do you smoke? How much? Use alcohol beverages? _______How much?
List any cumrént medications? '
List any allergies (medications or other)
Primary Care Doctor Phi# _ Last Physical exam
Previous Eye Doctor Last Eye Exam

Reason For visit today




