PATIENT INFORMATION EXAMDATE: [ /

NLﬁnSATE ﬁfﬁé CIMIF BIRTHDATE /[ /[
ADDRESS CITY FOMNGE_ POSTRCTOE
HOMEPHONE { ) WORK PHONE { ) CELLPHONE  ( )
EMPLOYER OCCUPATION
REFERRED BY EMAIL ADDRESS SIGNATURE

INSURANCE INFORMATION
PLAN NAME GROUP
INSURED NAME RELATIONSHIP TO PATIENT: [ |SELF [ SPOUSE [ ]CHILD (CHECK ONE)
INSURED [D# 'NSU%EFDB%T}E; L LAST 4 of SS#

WHAT IS THE REASON FOR TODAY'S EXAM?

MEDICAL AND OCULAR HISTORY

ARE YOU PLANNING TO GET NEW GLASSES TODAY?  YES| | NO[ |
ARE YOU PLANNING TO GET NEW CONTACT LENSES TODAY?  YES! | NO[ |
i R, S S s e
DO YOU OR ANY OF YOUR BLOOD RELATIVES (I.E. GRANDPARENTS, PARENTS, BROTHER OR SISTER) HAVE ANY OF THESE CONDITIONS?

SELF  RELATIVE NONE SELF  RELATIVE NONE YES NO
DIABETES [1 [ [ eLaucoma "1 [1 [ DOYOUSEEDOUBLE? 1]
HIGHBLOOD PRESSURE [ | [ | [ ] CcATARACTS '] '] FREQUENT HEADACHES? CI1]
THYROIDPROBLEMS [ | [ | [ ] RETINALDISEASE " [] [ AREYOUPREGNANT? 1]
HEART DISEASE Ll U] 1] EYESURGERY [ 1 [ EYESBEEN DILATED? [ 1] YEAR?
ASTHMA C1 L LD EYEINJuRy (1 [0 ] PRIMARY CAREDR.
CANCER 1 ] [ oTHER O O O

PLEASE EXPLAIN ANY POSITIVE FINDINGS:

ARE YOU TAKING ANY EYEDROPS (PRESCRIPTION OR OVER THE COUNTER)? PLEASE LIST.

ARE YOU TAKING ANY OTHER MEDICATIONS (PRESCRIPTION OR OVER THE COUNTER)? PLEASE LIST.

DO YOU HAVE ANY ALLERGIES, MEDICATION OR OTHER? IF YES, PLEASE EXPLAIN.

Preferred Contact (Please Circle One}
Text Message Work Phone  E-mail

Home Phone Cell Phone
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PROCEED TO CONSULTATIVE Rx FORM

CP# 800001



