
Welcome to our office! Please take a moment to complete the information below so we can 
better serve you. 

□ Mr. □ Mrs. □ Miss □ Ms. □ Dr. □ Male □ Female

First Name: Last Name: 
-------------

Preferred Name: ___________ Occupation: 

Street Address: 
-------------------------------

City: ______________ _ State: ____ _ Zip: _________ _ 

Social Security No: ________________ Date of Birth: ___ I ___ I __ _

Guardian/Guarantor: 
-----------------------------

Email Address: 
-------------------------------

Home:�- ______ _ Cell: ( __ J ______ _ 

May we contact you through E-Mail? □ Yes □ No 

Would you like appt. reminders/recalls via texting? □ Yes □ No 

Emergency Contact: ___________ Relationship: 

Emergency Phone: 

Work: 
�-

How were you referred to our office? ______________________ _ 

Referred by?--------------------------------

INSURANCE INFORMATION 

Vision Insurance Company: _________________________ _ 

Medical Insurance Company: _________________________ _ 

lnsured's ID Number: ____________ Group Number: 

lnsured's Date of Birth: ___ I ___ I __ _ 

Patient's Relationship to Insured: □ Self □ Spouse □ Child □ Other 

Patient's Status: □ Single □ Married □ Other □ Student □ Employed 





Name: 

EYE/GENERAL HEALTH HISTORY 

Cataract □ yes □ no Ear, Nose, Throat □ yes □ no If yes, please list: 

Macular Degeneration □ yes □ no Neurological □ yes □ no If yes, please list: 

Glaucoma □ yes □ no Other Symptoms □ yes □ no If yes, please list 

Diabetes Dyes Ono Psychiatric □ yes Ono If yes, please list: 

Diabetic Retinopathy □ yes □ no Cardiovascular □ yes Ono If yes, please list: 

Dry Eyes □ yes □ no Respiratory □ yes Ono If yes, please list: 

Eye infection □ yes □ no Gastrointestinal □ yes Ono If yes, please list: 

Eye Inflammation or allergy □ yes Ono Genitourinary □ yes □ no If yes, please list: 

Floaters and/or Flashes of light □ yes □ no Musculoskeletal □ yes □ no If yes, please list: 

lritis or Uveitis □ yes Ono Skin □ yes □ no If yes, please list: 

Retinal defects or degeneration □ yes Ono Thyroid/Diabetes □ yes □ no If yes, please list: 

Redness Dyes Ono Blood/Lymph Dyes □ no If yes, please list: 

Burning □ yes Ono Allergy/Immune □ yes Ono I f yes, please list: 

Itching □ yes Ono Pregnant □ yes □ no

Tearing □ yes Ono Nursing □ yes □ no

Discharge □ yes □ no Amblyopia (Lazy Eye) □ yes Ono

Blurred Vision □ yes □ no Strabismus □ yes □ no

Eyestrain Dyes Ono Retinal Detachment Dyes □ no

Eye Pain □ yes □ no Nystagmus □ yes □ no

Severe sensitivity to lights □ yes Ono

Headache □ yes Ono Alcohol □ yes □ no I f yes, amount per week: 

Poor night vision □ yes Ono Smoke □ yes Ono Previous smoker? □ yes Ono 

Bothersome night glare □ yes Ono Tobacco Dyes □ no I f  yes, please list: 

Double Vision Dyes Ono 

Total loss of vision □ yes □ no

FAMILY HISTORY 

Cataract Dyes Ono Strabismus □ yes D no Cancer Dyes Ono 

Glaucoma Suspect Dyes Ono Retinal Detachment □ yes □ no

Glaucoma □ yes □ no Dry Eye □ yes □ no

Macular Degeneration □ yes □ no Nystagmus □ yes □ no

Amblyopia (lazy eye) □ yes □ no High Blood Pressure □ yes □ no

Severe Near/Farsightedness □ yes Ono Diabetes □ yes □ no
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