Patient History Questionnaire Date:

Last Name: First Name: Initial: Gender: M/F
Address: Homett:

City: State: Zip: Work#:

Email: Cell#:

Date of Birth: Occupation:

Last Eye Exam: Last Medical Exam:

Primary Doctor:

Doctor's Phone:

Do you have vision insurance? Yes No Provider

Do you have medical insurance? __ Yes No Provider

PLEASE NOTE: ALL CONTACTS LENS PRESCRIPTIONS MUST BE FINALIZED WITHIN FOUR MONTHS

OF THE INITIAL EXAM.

Review of Systems:

MemberlD#:

MemberlD#:

Do you currently or have you ever had any problems in the following areas?:

NEUROLOGICAL

Headaches __Yes __ _No __?
Migraines __Yes __No __?
Seizures __Yes __ _No __?
EYES
Loss of Vision __Yes __ _No __?
Blurred Vision __Yes __No __?
Distorted Vision/Halos __Yes __ _No __?
Loss of Side Vision __Yes __No __?
Double Vision __Yes __ _No __?
Dryness __Yes __No __?
Mucus Discharge __Yes __ _No __?
Redness __Yes __No __?
Itching __Yes __ _No __?
Burning __Yes __No __?
Foreign Body Sensation __ Yes = No __ ?
Excess Tearing __Yes __No __?
Glare/Light Sensitivity __Yes __No 7
Eye Pain or Soreness __Yes __No __?
Chronic InfectionofLid __ Yes = No __ ?
Styes or Chalazion __Yes __No __?
Flashers __Yes __ _No __?
Floaters in Vision Yes No ?

ENDOCRINE
Thyroid/Other Glands __Yes ___No
EARS, NOSE, THROAT & MOUTH
Allergies/Hay Fever __Yes ___No
Sinus Congestion __Yes __No
Runny Nose __Yes ___No
Chronic Cough __Yes __No
Dry Throat/Mouth __Yes ___No
RESPIRATORY
Asthma __Yes ___No
Chronic Bronchitis __Yes __No
Emphysema __Yes ___No
Sleep Apnea __Yes __No
VASCULAR, CARDIOVASCULAR
Diabetes __Yes __No
Heart Disease __Yes ___No
High Blood Pressure __Yes __No
High Cholesterol __Yes ___No

GENITOURINARY
Gonads/Kidneys/Bladder ___ Yes No
BONES/JOINTS/MUSCLES

Rheumatoid Arthritis __Yes ___No

Muscle Pain __Yes ___No

Joint Pain __Yes ___No
LYMPATIC/HEMATOLOGICAL

Anemia Yes No

PLEASE TURN OVER FOR BACK SIDE



If you have a condition not listed please explain:

MEDICAL HISTORY
Do you have any allergies to medications? ___ Yes No

If Yes, explain

List any medications you take (including oral contraceptives, aspirin, over the counter
medications and home remedies).

Check next to any of the following that you have had:

LASIK correction___Yes __ No Retinal Disease ___Yes __ No Glaucoma __Yes __ No
Cataracts ___Yes ___No Eye Injury __Yes ___ No Drooping Eyes __Yes __ No
Crossed Eyes __Yes __ No LazyEye __ Yes __ No
Are you pregnant? __Yes __No
Do you wear glasses? —_Yes ___No Ifyes, how old is your present pair of lenses? Years
Do you wear contacts? ___Yes __ No Ifyes, how old is your present pair of lenses? Weeks
Type of contact lenses:  ___Rigid ___ Soft __ Extended Wear ___Other  Arethey comfortable? ___Yes __ No

Brand of Contact Lenses?

What solution do you use?

How frequently do you replace your contact?

Do you sleep in your contacts

FAMILY HISTORY (Please note any family history (parents, grandparents, siblings, children, living or deceased) for the following conditions)

DISEASE/CONDITION RELATIONSHIP
Blindness __Yes __No __?
Cataract __Yes __ _No __?
Glaucoma __Yes __No __?
Crossed Eyes __Yes __ _No __?
Macular Degeneration __Yes __No __?
Retinal Detachment/Disease __ _Yes __ No __ ?
Arthritis __Yes __No __?
Cancer __Yes __ _No __?
Diabetes __Yes __No __?
Heart Disease __Yes __ _No __?
High Blood Pressure __Yes __No __?
High Cholesterol __Yes __ _No __?
Kidney Disease __Yes __No __?
Lupus __Yes __ _No __?
Thyroid Disease __Yes __No __?
Other __Yes ___No ?

If Other, explain




