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Name   Mr / Mrs / Ms / Miss / Dr Date of Birth

Address

Telephone Home: Work: Cell:

E-mail Address

Social Security #

Spouse's Name

Your Occupation Where Employed

If you are a student, name of school/college

Children's names and ages

Whom may we thank for referring you?

Primary reason for today's visit

Do you have vision insurance you intend to use for today's visit?  Yes  No

If so, please list provider

Do you have major medical insurance?  Yes  No  

If so, please list provider
PLEASE CIRCLE THE ANSWER TO THE FOLLOWING QUESTIONS:
Do you ever experience double vision? Yes  No
Are you troubled by frequent headaches? Yes  No

Associated with any particular activity? Yes  No
Are you presently taking any medications? Yes  No

If so, please list
Are you presently under a physician's care? Yes  No

Do you have allergies or hayfever? Yes  No If so, please list:
Do you wear UV protective sunglasses regularly? Yes  No
Do you have particular difficulty driving at night? Yes  No
Do you use a computer? Yes  No
OPTICAL HISTORY:
Date of last eye exam Doctor Location
Do you wear glasses? Yes  No

If so, when?       Constant    Distance     Near/Reading
If so, what is the age of your present glasses?
Where did you purchase them?

Are there times when you'd prefer not to wear glasses? Yes  No
If so, when?

Are you interested in contact lenses? Yes  No
Do you currently wear contact lenses? Yes  No

If so, what type?  Soft    RGP    Hard    Disposable
Hours worn each day What solutions do you use?

Do your eyes become dry, itchy, or irritated when wearing contact lenses? Yes  No
Do your contact lenses become less comfortable as the day progresses? Yes  No
Have you had laser or vision corrective surgery? Yes  No

If so, when? Doctor
Are you interested in learning more about laser vision correction? Yes  No

Physician's name



We appreciate you volunteering the information below so we may better understand your 
overall health and how it may be affecting your eyes.   
 

Family History  
Has anyone in your family ever been diagnosed with:  Cataracts: Y/N Macular Degeneration: Y/N 

    Glaucoma: Y/N 
Has anyone in your family ever had:   Eye Surgery: Y/N Other Eye Problems: Y/N  

Specify:_________________________________ 
Has anyone in your family ever been treated for:     Diabetes: Y/N Hypertension: Y/N 
 
Personal Health History – Please mark your significant health history below: 
Constitutional None___ Cardiovascular None___ Respiratory  None___ 
___ developmental disability ___ heart disease ___ cigarette smoker 
___ weight loss ___ hypertension ___ asthma 
___ fever ___ stroke ___ bronchitis 
___ fatigue ___ high cholesterol ___ emphysema 
___ trauma ___ vascular disease ___ other/medications 
___ other medications ___ other/medications  
   
Musculoskeletal None___ Endocrine  None___ Genitourinary None___ 
___ fibromyalgia ___ Type 1 diabetes ___ urinary tract infections 
___ muscular dystrophy ___ Type 2 diabetes ___ kidney disorders 
___ osteoarthritis ___ thyroid disorder ___ STD-viral/herpetic/Chlamydia
___ ankylosing spondylitis ___ hormonal disorder ___ other/medications 
___ other/medications ___ other/medications  
   
Hematologic/Lymphatic    None___ Allergic/Immunologic   None___ Gastrointestinal None___ 
___ anemia ___ drug allergy ___ Crohn’s disease 
___ large volume blood loss ___ environmental allergy ___ colitis 
___ leukemia ___ rheumatoid arthritis ___ ulcer 
___ other/medications ___ lupus ___ digestive 
 ___ other/medications ___ other/medications 
   
Dermatologic  None___ Neurological  None___ Psychiatric  None___ 
___ eczema ___multiple sclerosis ___ depression 
___ rosacea ___epilepsy ___ panic disorder 
___ psoriasis ___ other/medications ___ schizophrenia 
___ other/medications  ___ other/medications 
   
Ear/Nose/Mouth/Throat    None___   
___ upper respiratory infection   
___ other/medications   

 
PLEASE CIRCLE ANY OF THE FOLLOWING ACTIVITIES YOU PARTICIPATE IN: 
Artistic Painting Computer  Reading  Golf   Scuba diving 
Ceramics         Public Speaking Photography  Football   Fishing 
Knitting        Musical Instrument Basketball   Swimming  Model building 
Sewing  Stamp collecting Baseball   Tennis  Softball 
Needlepoint  Coin Collecting Racquetball  Hockey  Bowling 
Electronic  Home Workshop Soccer    Skiing   Lawn Care 
     
PAYMENT POLICY 
If you have an insurance plan that reimburses part of the treatment fee, this office will help you 
complete all forms necessary for the collection of your benefits.  However, the responsibility for 
complete and timely payment lies with the patient, parent or legal guardian.  Examination fees are 
due at the time of service.   A 50% deposit is required to order glasses or contact lenses, with the 
balance due at dispensing.   
 
For your convenience, payment can be cash, check, Visa, MasterCard, Discover, or American 
Express.       
 
SIGNATURE ______________________________________ DATE__________________ 
 

    Date        Patient         Doctor      Date        Patient        Doctor    Date       Patient        Doctor 
Reviewed       Initials         Initials  Reviewed      Initials          Initials              Reviewed       Initials          Initials 

__________  _________  ________ __________  _________  ________ __________  _________  ________ 

__________  _________  ________ __________  _________  ________ __________  _________  ________ 

__________  _________  ________ __________  _________  ________ __________  _________  ________ 




