PATIENT HISTORY FORM

Name:____________________________ D.O.B.__________________Date_______________

Address:__________________________ City______________________Zip_______________

Home Phone:_______________________Work/Cell Phone:____________________________

E-mail_______________________________________________________________________ 

Employer/Occupation:__________________________________________________________

Insurance:____________________________________________________________________

VISUAL AND MEDICAL HISTORY

Date of last eye exam:_________________________By Whom:_________________________

Reason for today’s exam:________________________________________________________

What medications are you currently taking?__________________________________________ 

____________________________________________________________________________

Who is your family doctor?_______________________________________________________

Please indicate if you or an immediate family member have any of the following conditions;





Self
Family





Self
Family

Diabetes


____
____

Blurry Vision


____    ____ 

High blood pressure

____
____

Double Vision


____
 ____

Respiratory problems

____
____

Eye discomfort/fatigue
____     ____

Thyroid problems

____ 
____

Eye turn/Lazy eye

____
 ____

Head injuries


____
____
          
Eye surgery (Lasik,cataract) 
____
 ____

Headaches


____
____

Glaucoma 


____ 
 ____

Please circle a response:

Are you interested in contact lenses? 
YES  or  NO

Are you interested in Lasik surgery?

YES  or  NO

How did you hear about us?
Previous patient
Friend or Family
Local Advertisement 

Insurance List

Family doctor/referral

Other____________________________

