Patient Health History Questionnaire

Name:  __________________________________________          Date:  _____________________

                   Last                                     First                                          M.I.

Date of Birth (MM/DD/YYYY):  __________________                SSN:  _____________________

Name of Primary Care Physician (PCP) _________________       PCP Phone # _______________

Medical Health History (Please check all conditions with which you have been diagnosed)

	□ High Blood Pressure/Hypertension
	□  Migraines/Visual Auras

	□ Heart Disease/Heart Attack                                                        
	□  Emphysema/Bronchitis    Which?  ______________

	□ Head/Spinal Injuries      When? _________
	□  Cancer    When/What Type _______________  □ Chemo? □ Radiation?         

	□  Stroke
	□  Seizures, Convulsions, Fainting         Describe  _______________                                                                                                                   

	□ Carotid Artery Disease    Endarterectomy?   Yes   No
	□   Psychiatric/Emotional Disorders     Describe  _______________

	□ Diabetes      If so do you take insulin?      Yes   No
     Type I          Type II      How many years?  ________
	□   Do you smoke?      # of years  ________     # of packs per day ______

	□ Kidney Disease     Do you undergo dialysis?      Yes   No 
	□   Do you consume more than three alcoholic drinks a day?

	□ Asthma    How often do you use steroid based inhalers? 

                      _______________________


	□   Do you have or have had any sexually transmitted disease?

      (Ex. –Herpes, HIV, Gonorrhea, Syphilis)

      If so which one(s) __________________________


	Surgical History (Eye and/or Body)
Type(s) of Surgery   1. ________________

                                   2. ________________

                                   3. ________________

Date(s) Performed    1. ________________

                                    2. ________________

                                    3. ________________
	  Medications that you currently take (including eye drops):
___________________            ___________________

___________________            ___________________

___________________            ___________________

___________________            ___________________



	
	      Allergies (Food, Seasonal, and /or Medications):

  _________________            _________________

  _________________            _________________

  _________________            _________________

  _________________            _________________


Eye Health History (Have you experienced or have been diagnosed with any of the following):

□ Glaucoma                                                                             □ Optic Neuritis

□ Cataracts                                                                              □ Uveitis

□ Macular Degeneration                                                        □ Herpes Simplex Corneal Ulcer

□ Retinal Detachment                                                             □ Penetrating Foreign Body

□ Retinitis Pigmentosa                                                            □ Retinal Vein or Artery Occlusion

□ Keratoconus                                                                          □ Diabetic Retinopathy

□ Color Vision Deficiency                                                       □ Dry Eye 

□ Sarcoid Related Eye Disease                                                □ Lupus Related Eye Disease

□ Blunt Trauma to Eye                                                            □ Muscle Imbalance

□ Amblyopia (“lazy eye”)                                                         □ Crossed Eyes

□ Double Vision                                                                        □ Rapid Loss of Vision 

□ Transient Vision Loss                                                           □ Eye Pain/Colored Halos

 Other:    ___________________________                           

Do you have any family history of eye problems?    Yes   No         If so explain __________________________                                                                       
(Glaucoma, Macular Degeneration, Diabetic Retinopathy, etc.)
                                                                                                                                                     __________________________

Do you wear (or have you ever worn) glasses?     Yes   No                                                                                

Do you wear (or have you ever worn) contact lenses?    Yes   No   

Are you interested in contact lenses?    Yes   No    

Would you wear contact lenses to sleep if you could see clearly the following day without ANY lenses at all?    Yes   No        

Are you interested in LASIK or other surgical corrective procedures?    Yes   No 

Do you own prescription sunglasses?    Yes   No 

Would you like to wear your contact lenses for up to 30 days continuously?    Yes   No                     
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Patient Registration Form
Name:  __________________________________________          Date:  ______________________

                   Last                            First                     M.I.

Date of Birth (MM/DD/YYYY):  __________________                 Age:  ______________________

SSN:  _____________________                            Primary Care Physician (PCP) _______________    

PCP Phone # _______________                           Home Telephone # (___)_____________________

Answering Machine?    Yes   No                           Work Telephone # (___)_____________________

Email Address ______________________           Occupation _______________________________

Home Address _________________________      Employer Name/Address ____________________

                           _________________________                                                  ____________________

                           _________________________                                                  ____________________

Spouse/SO Name/Contact Information                      Spouse/SO DOB  ______________________

___________________________                                  Spouse/SO  SSN _______________________

___________________________                                  Spouse/SO Occupation _________________

___________________________                              

Spouse/SO Employer Name/Contact Information                             
___________________________                        Is your spouse or significant other currently a patient here?    Yes    No
___________________________                        Do you have children?    Yes    No

___________________________                        Have they had an eye exam in the last year?    Yes    No
Who is your Medical Insurance Carrier? ________________      Vision Insurance Carrier? _______________

What is your Group Number? ______________               What is your ID # ___________________________          

What is the name of the provider that referred you to our practice? 

__________________________________________________________________________

How did you hear about us? ______________________________________________

May we contact you by email with any updates or new offers for health related services or products? Y / N 
