Welcome to Our Office

For faster service, please complete the following form prior to arriving at our office.

Appointment Date

Patient’s Name (please print)

If a Child, Parent’s Name

Street Address
City State Zip Code
Home Phone Work Phone

E-mail Address

Birth Date M or F SSN
Employer Occupation

Spouse’s Employer Work Phone

Health Insurance Carrier Policy #
Medicare/Medicaid Policy #

How did you find out about our office?

| authorize the release of any medical information necessary to provide the most beneficial
and complete visual examination. | understand that | am financially responsible for all
charges whether or not paid by insurance. Payment is due at the time services are rendered.

Signature Date




Medical History Questionnaire

Name: Today’s Date: / 4

Address: Phone:
City: Work Phone:
Guardian (If Applicable):
Birth Date: i / /
Name of Medical Doctot:
/ /

Medical History
Do you have any allergies to medications? O no

List any medications you take (including oral contras medications and home remedies):

List all major injuries, surgeties and/or hospitalizations y

List any of the following that you have had: crossed eye d, prominent eyes, glaucoma, retinal disease, cataracts,

eye infections or eye injury:

Are you pregnant and/or nursing?  (Fno O yes

If yes,
Do you wear contact lenses? Ono Oyes Ify
Type of contact lenses: I Rigid I Soft [ Extended

Do you wear glasses? Ono yes t present pair of lenses?
old is your present pair of lenses?

Are they comfortable? yes O no

Family History
Please note any family history (parents, grandparents, siblings

DISEASE/CONDITION NO YES

en; living or deceased) for the following conditions:

RELATIONSHIP TO YOU

Blindness
Cataract

Crossed Eyes

Glaucoma

Macular Degeneration
Retinal Detachment/Disease
Arthritis

Cancer

Diabetes

Heart Disease

High Blood Pressure

Kidney Disease

Lupus
Thyroid Disease
Other
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% Please turn this form over and complete side two *








