
 
 

 
Patient Information 

 
Date_____________________ 

Patient’s Name ______________________________________________________________ 

Address ____________________________________________________________________ 

City______________________________ State_______________Zip ___________________ 

Home Phone_______________________Work Phone _______________________________ 

Cell Phone________________________  Email Address _____________________________ 

Patient’s Date of Birth _________________________________________________________   

Occupation__________________________________________________________________ 

Name of Employer ____________________________________________________________ 

Special visual demands (work or hobbies)__________________________________________ 

Please list any members of your household who come to our office______________________ 
 
___________________________________________________________________________ 
 
How did you hear about our office?       Newspaper (list) _______________      Internet Search 

    Insurance Listing         Family Member       Yellow Pages        Drive By        Other_________ 

Referred by ____________________________ May we send a thank you note?        Y         N 

 

Insurance Information 
Do you have vision care insurance?        Y        N   Name______________________________ 

                  I.D. Number_________________________  

Do you have health insurance?        Y         N   Name_________________________________ 

Please note:  Insurance may cover none or only part of your fees.  If we do not accept direct payment from your 

insurance plan, you will pay our office at the time of service and submit your receipt for reimbursement from your 

insurance company.  If your insurance does not pay as expected, you are ultimately responsible for all charges.  

We will be happy to assist you with your claims.  Please give any forms to the receptionist.  If you are using 

insurance: I authorize the release of any medical or other information necessary to process this claim. 

 

________________________________________________   __________________________ 

Signature of Patient  (or Guardian if under 18)   Date  
 
 



 

 

 

 

Previous eye doctor and last exam date___________________________________________ 

Have you ever had any injury or surgery to your eyes?        Y         N  

Describe____________________________________________________________________ 

When was your last physical?_______________________________________________ 

Are you pregnant or nursing?         Y         N 

Do you presently wear glasses?        Y         N    How old are the glasses?________________ 

When do you wear them?_______________________________________________________ 

Do you presently wear contact lenses?        Y        N   If so, what brand?__________________ 

If no, have you ever worn contacts?        Y        N  Are you interested in contacts? __________ 

 NOTICE: There is a contact lens evaluation fee in addition to the exam fee. 

Are you considering refractive surgery/LASIK at some time in the future?        Y        N 

Do you drive?         Y        N  If yes, do you have any visual difficulty when driving?       Y        N 

If yes, explain________________________________________________________________ 
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Initial 

           

           

           

           

           

           

           

           

           

           

           

           

           

           
 

 

HIPAA Privacy Act 
 
 
___________________________________ 
Print Name 
 
 
 
 
___________________________________ 
Signature of Patient (or Guardian if under 18) 
 
 
 
 
___________________________________ 
Date 

 
 

- Continued - 



 
 
 
 
 

 
 
 

 

Health History 
 
Please check the appropriate box if you have had any of the following: 
 
     Cataracts                   Glaucoma                    Lazy Eye                         Macular Degeneration    
 

Flashes/Floater          Itching                         Burning                           Dryness 

Watery Eyes               Double Vision              Diabetes                      High Blood Pressure           

Allergies          None 

Do you smoke?       Y        N 

List medications you are currently taking  _________________________________________ 

__________________________________________________________________________ 

Are you allergic to any medications?       Y       N  List ________________________________ 

 
 
Endocrine                      No 
 
     Thyroid Dysfunction 

     Other 
 

Gastrointestinal          No 
 
     Crohn’s 

     Ulcer 

     Other 

 
Integumentary          No 
 
     Eczema 

     Rosacea 

     Psoriasis 

     Other 
 

Musculoskeletal          No 
 
     Fibromyalgia 

     Osteoarthritis 

     Muscular Dystrophy 

     Other 

 

 

Neurological     No 
 
     Multiple Sclerosis 

     Epilepsy 

     Other 

 
Psychiatric     No 
 
     Depression 

     Anxiety 

     Other 
 

Respiratory     No 
 
     Asthma 

     Emphysema 

     Other 

 
Any family history of the following: 
 
     Glaucoma 

     Macular Degeneration 

     Diabetes 

     High Blood Pressure 
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