TODAY'S DATE: / / Medical History Questionnaire

Fretered Nethod of Contact:
Name: Home Phone:
Tact OX
Address: Cell Phone:
City: Zip Code: Work Phone: |
Occupation: Employer: [E-Mail] |
Birth Date: I/ / Social Security #: - - Last Eye Exam: / /
DEMOGRAPHICS
Parent/Guardian name: SSN: DOB: Employer:
[Vision]insurance Carrier: Subscriber Name: Contract #:
Insurance Carrier: Subscriber Name: Contract #:
How did you hear about us? Family or friend? Yellow Pages? Other?
Vitals: Height: Weight:
Race/Ethnicity: 0O American Indian OAsian 0O Black/African American
OCaucasian O Hispanic O Pacific Islander/Native Islander
PERSONAL MEDICAL/EYE HISTORY O Other 0O Decline to Specify
+ Lisi afl medications you are currently taking {prescription and covar-the-counter).
+ Do you have any allergies t;meditztions? U Yes L. Ne Ifyes, please explain
Please note if you have any of the followang canditions. =
O Nonz L Disbetes O High Cholesterol Z Maculss Degenaration
Ol Cancer 2 Arthrilie Z Eye Injury
O Heart Disesse J Glaweoma O Strabmamus/Amblycpla
"1 High Blood Pressure 1 Cataracts 1 Other
¢ List mBejor mjunss end surgenes you have had.
Date of your last physical 8xam Ara you pregnant / nursing? Yes o No
+ Name and phone number of your medical doctor(s):
¢ Have you had your eyas dilgted? 0O Yes 0O No |fyes, were there any problems?
+ Do you wear glsesaa? O Yes I No If yes, how old sre your glsesss?
¢ Have you ever worn contact lenses? 0O Yes 0O No De you now wear contact lsnses? 0O Yes O No
* Are you planning ta grt new glasses or contact l=nses today? "1 Yes 1 Na L) Maybe

== u : Please note any family members with the following conditions Flease also note on
the fine néxt to the condition how that parson is related to you. .

I None [ Diabetes T High Choleeteiol = Macular Degsneration
O Cencser C Arthritis O Retinal disesse
O Heart Disesss C Glaucoms O Strabismus/Amb yopis
C High Blood Prasaurs, C Cataracts O Other,

PERSONAL SQOCIAL HISTORY

* 4+ ¢ 2 ¢ 0+ 0

Does your occupali'nn or any hobbies/recreationa! activilies require the use of safety eyewear? O Yes O No
Do you use an electropic davice at work/home? [0 Yes M No  H yes, haw many hours/day?

Doyoudrive? 71 Yes O No f yes -co you have visual difficulty when driving? [ Yes 1 No
Do you use tobacco products? C Yes O Ne If yvas. what typs/amounthow long?,

Do you drink alcohct? O Yes [ No if yes, how often?

Do you uss illegal druge? O Yes L No K yes, bow affen?

Hava you ever bean infected with the following: HIV? ) Yes 70 No  TB? 7 Yes 1 Na Hepatitiz? 1 Yes 01 No
**Please turn this form over and complete side 2**



REVIEW OF SYSTEMS 1;F:;eas.e indicate bs:or::rzoslylmcurrenﬂy have or have in the last month, had any of the
Eyes

Z None O Biurred vision 0 Burning . O Eye injury C Light sensitivity/glare
- Loss of vision O Oryness 0 Eye pain [ Eyeturn
T Redness [ Excessive tears 0O Flashes/floaters C Double vision
Jltching [ Tired/sore eyes 0O Vision disturbance L Other
Constitutional :

O None O Fever " 0 Welght loss O Chills [ Other
Ears, Nose, Mouth, Throat

O None  JHearing loss 1 Sinys congestion 0O Sore throat 1 Qther
Respiratory

JNone 3 Shortness of breath O Pain when breathing O Chronic cough 0 Other,
Cardiovascular

O None O Chest pain [ Palpitations 0O Lightheaded [1 Other
Gastrointestinal

1 None  TINausea ) Constipation O Diarrhea 0 Other
Genitourinary

CINone  Tlliacreased frequency O tncreased urgency [0 Burning/itching O Cther
Muscles/Bones/Joints :

JNone O loint pain O loint swelling 1 Restricted motion O Other
Endocrine

JNone [ Freguent urination O Elevated blood sugar [0 Excessive thirst O Other
Psychiatric '

O None  C Anxiety 0O Depression 1 Insomnia 0O Other
Blood/Lymph _

O None L Bieeding disorder O Swollen flymph nodes 1 Low blood cuunt 0O Otner
Allergic/immunologic

CNene [ Seasonal aliergies [ Suppressed immune system O Allergic rhinitis [ Other
Skin

C None [ Rashes C Rosacea [ Grawths O Other
Neurplogical

CNone C Headaches O Sturred speech 0O Dizziness 0O Other

Please explain 2ny of the signs 2nd swmpt_oms that you checked above:

Patient Signature Date




