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Please note that we require a copy of your vision and medical insurance cards at each visit. 

Name: _______________________________ Date of Birth: ___________ Social Security #: ________________
Address: _______________________________________________ City: ___________ State: ____ Zip: _______
Age: _________ Phone Number: __________________________ Employer: _____________________________
Nickname:_____________ Occupation: ______________________  Email: ______________________________
Who can we thank for your referral? _________________________      Primary Care: ______________________


I, the undersigned, certify that I (or my dependent) have insurance coverage with the provided companies and assign directly to Amy Jeffries, O.D. all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether paid by insurance or not.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.
	


Patient Signature: ______________________________________ Date Signed: _____________________________
EYEGLASS HISTORY

When was your last eye exam? _________________________________
Do you wear glasses? Yes No Full Time Part Time Distance Near

	Computer Glasses: Yes No	      Hours per day:
	Distance from computer:


	Do you have problems with glare?	Yes
	No

	Do you have problems with night vision?	Yes
	No

	Are you allergic to nickel?	Yes
	No

	Are there times you would rather not wear your glasses?                Yes
	No

	Are you currently wearing your correct prescription?                     Yes
	No

	Do you wear prescription or non-prescription sunglasses?	Yes
	No

	
	

	
CONTACT LENS HISTORY
Do you currently wear contact lenses?	              Yes No  
What brand of contact lens do you wear? _________________________
Do you like your current brand?                        Yes No  
	

	Have you ever tried to wear contact lenses?	      Yes No

	



MEDICAL HISTORY

Eye History: 	Do you suffer from any of the following?

	Distance vision blur
	Yes  No
	Seeing flashes/floaters
	Yes  No
	Dry Eyes
	Yes  No

	Near vision blur
	Yes  No
	Distorted vision (halos)
	Yes  No
	Itching
	Yes  No

	
	
	Glare / Light sensitivity
	Yes  No
	Red Eyes
	Yes  No

	Double Vision
	Yes  No
	Loss of side vision
	Yes  No
	Lazy Eyes
	Yes  No

	
	
	Eye pain / soreness
	Yes  No
	Headaches
	Yes  No



Have you ever been treated for any medical conditions? (Ex: diabetes, high blood pressure, high cholesterol, arthritis, etc.) Yes  No 
If YES, please explain: _________________________________________________________________

Have you ever had macular degeneration, glaucoma, cataract, “lazy” eye, retinal detachment? Yes  No
If YES, please explain: __________________________________________________________________

Have you ever had any eye surgery?	Yes  No
If YES, please explain: __________________________________________________________________

Please list your medication: ______________________________________________________________


Do you have any food or drug allergies?	Yes  No
If YES, please explain: __________________________________________________________________

Family History:    Do any MEDICAL or EYE diseases run in your family? 
(Ex: diabetes, high blood pressure, cancer, glaucoma, macular 
degeneration, etc.)?         									       Yes  No
                                                                                                                                                                  
If YES, please explain: __________________________________________________________________



Social History:
Do you drink alcohol? Yes  No 
Occasionally 1 / day 2-3 /day 4+ /day 
Do you smoke or use tobacco products? Yes  No  
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