We are pleased to welcome you to our

practice. Please take a few minutes to fill out

this form as completely as you can. If you
EYE CONSULTANTS. PL. have questions we will be glad to help you.

PATIENT INFORMATION
Date Emergency Contact Information:
SS# Name
Patient Name Home Phone
(FIRST) (MIDDLE INITIAL)
Work Phone
(LAST)
Address Cell Phone
City Whom may we thank for referring you?
State Zip INSURANCE
i i in?
Phone Numbers: If under 19 yrs. old, who is responsible for the bill?
Relationship to Patient
Home
Health Insurance Company
Cell Okay to text? (QYes [No
Subscriber’s Name
Day Phone
Birthdate SS#
Email
ID #
Sex UM [F Age Birthdate
Group #

Pronouns [ He [She [They

(1 Married 1 Widowed []Single [ Minor
() Separated [ Divorced [] Partnered

Employment [ Full Time [JPart Time [ Student
1 Retired 1 Unemployed

Occupation

Vision Insurance Company

Subscriber’s Name

Birthdate SS#

Relationship to Patient

Patient Employer/School

ID#

Group #

MEDICATIONS

List any medications you are currently taking including eye drops:  (Attach a list if available)

ALLERGIES

List your allergies to medication or other substance:




MEANINGFUL USE

Date of last eye exam

Preferred language: (] English
U Other:

Communication preference:

(U Spanish

U Email

U Postal [J Phone

Race/Ethnicity: [ Hispanic/Latino
U Black or African American

U American Indian or Alaska Native
(1 Native Hawaiin or Other Pacific Islander

U Other:

U Asian
4 White
U Europeon

EYE HEALTH HISTORY

Eye Physician

U All the time
(U Reading [ Driving

Type

Do you wear glasses? ([dYes [JNo
U Occasional

aTmv

Previous eye surgery?

Hours per day

Do you wear contact lenses? []Yes []No

UYes No

Primary Care Physician

Previously diagnosed conditions:

Blindness
Cataracts
Glaucoma

Lazy Eye

Macular Degeneration

Retinal Disease

Other

MEDICAL HISTORY

Yourself
UYes QNo
U Yes QNo
UYes QNo
UYes QNo
UYes QNo
UYes O No
U Yes O No

Family Member

UYes QNo
U VYes QNo
UYes QNo
U Yes QNo
UYes QNo
UYes QNo
U Yes QNo

Yourself Family

AIDS/HIV U Yes (No UYes (QNo
Arthritis UYes UNo UYes QNo
Artificial Heart Valve U Yes UNo UYes QNo
Artificial Joints UYes UNo UYes QNo
Asthma Yes UNo U Yes UNo
Cancer Type Yes UNo UYes QNo
Chemical Dependency [ Yes L No UYes QNo
Dementia UYes UNo UYes QNo
Diabetes Type UYes UNo UYes QNo
Elevated Cholesterol UYes UNo UYes QNo
Emphysema UYes UNo UYes QNo
Epilepsy UYes UNo UYes QNo
Hay Fever UYes UNo UYes QNo
Tobacco Use:

(U Never [ Former smoker, stopped years ago

(1 Current everyday smoker cigarettes/packs per day

(1 Current some day smoker [_] Current smokeless tobacco user

Heart Condition

Hepatitis Type

High Blood Pressure

Kidney Disease

Lupus

Migraine Headaches

Pacemaker

Shingles

Skin Conditions

Stroke

Thyroid Conditions

Tuberculosis
Other

Alcohol Use:
(1 None

) Social

(1 Above Average Use

Yourself
UYes QNo
UYes QNo
UYes QNo
UYes O No
UYes QNo
UYes O No
UYes (QNo
UYes (QNo
UYes (QNo
UYes (QNo
UYes (QNo
UYes QNo
UYes QNo

Family
UYes QNo
UYes QNo
UYes QNo
UYes QNo
UYes QNo
UYes QNo
UYes QNo
UYes QNo
UYes QNo
UYes QNo
UYes QNo
QdYes QNo
QdYes QNo

(1 1-2 drinks per day
(4 Alcohol Dependence




