Please complete the following by typing information and placing checks in boxes.
Print when you have completed.

Last Name First Name Middle Initial

Marital Status Married[ ] Single[ |  Divorced| | Widowed|[ | Male[ | Female[ |
Street Address Apt or Suite

City State Zip Code

Telephone ( ) - Date of Birth / / Age

Social Security Number - - Medicare Number - - -
Occupation Employer

Employer's address

Employer's telephone number ( ) - Extension

Reason For Your Visit

Who referred you to our office?
Name of your family physician

If a person other than yourself is responsible for your medical payments, please complete below:

Name Relationship

Street Address Apt. or Suite
City State Zip Code
Telephone ( ) -

Insurance Information

Name of Insurance Company

Name of Insured Relationship To Patient
ILD. # Group Number
Date of Birth of Insured / /

I authorize the release of any information necessary to process insurance claims. I authorize payment of
medical benefits to the physician or supplier for services provided. Sign and date this after printing pages.

X X
Signature Date

Sign and date only one line below after printing pages.

* ] have reviewed both sides of this form

Signature Date
* I have reviewed both sides of this form

Signature Date
* I have reviewed both sides of this form

Signature Date
* I have reviewed both sides of this form

Signature Date
* T have reviewed both sides of this form

Signature Date

* ] have reviewed both sides of this form

Signature Date




Patient History Record Please complete all items

Name Date

Do you wear eyeglasses? Yes|:|N0|:| Do you wear contact lenses? Yes No I:l

List any prescriptive medications that you are taking, including eye medications:

Are you allergic to any medication? YesJ:LNoI:lIf yes, please list:

Do you have: Diabetes? Yes[l N0|:| High blood pressure? Yes |:| No I:l

Asthma? YesJ:LNo]:[ Emphysema?
Thyroid disease? Yes[ |No[ | Heart disease?

Any other ailments? Yes [ ] No[_] Ifyes, please list:

Yes[ | No[ ]
Yes [ ] No [

Have you previously been diagnosed with: Glaucoma?
Cataracts?
Macular degeneration?
Retinal detachment?
Amblyopia?
Strabismus?

YesgNog

Yes |
Yes |

Yes |

YesEEgEL

No[ |
Nol |

Yes[ |No[ |

Have you ever had any previous eye laser or eye surgery? YesJ:lNoD If yes, please describe:

Are there members of your family with: Glaucoma? Yes[ | NoI:LDon't knowJ:[
Retinal detachment? Yes[_| No [ ] Don't know [_]

Macular degeneration?Yes |

[ [No[_] Don't know []

Diabetes Yes[ ] No[ | Don't know [_]

Do you have any of the following problems? If yes, please explain:
Chronic fever, unexpected weight loss or gain? Yes__NoEl
Hearing loss, sinus problems, sore throat? Yes No[ ]
Chest pain or irregular heart beat? Yes NOEL
Shortness of breath, wheezing or coughing? Yes[ | No| |

Heartburn, abdominal pain, diarrhea, vomiting? ~ Yes[_] No

Pain or discomfort when urinating, blood in urine? Yes[ ] No

Skin rashes? Yes[ | No[]
Muscle aches, joint pain or swelling? Yes[ | No [ ]
Numbness, weakness, headaches, paralysis? Yes No
Depression or anxiety? Yes_D_NoD
Do you smoke? Yes[l No If yes, packs per day for
Do you drink alcohol?YesELNo |:| If yes, drinks per week

If employed, how many hours do you work each week?

years
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