
DATE: __________________

Welcome to our office! We want to provide you with the very best in vision care. We realize your time is valuable
and our staff will try to attend to you as quickly as possible. In order for us to serve you better, we need certain
biographical information from you. Please complete the following data for our records. (PLEASE PRINT)

PATIENT INFORMATION

Last Name _________________________ Suffix ____ First Name ____________________________ Middle Initial ____
Gender: ___________________ Title  Mr.          Mrs.         Ms.       Miss        Master        Dr.        Rev.                  
Name you prefer to be called (if different than first name) ___________________________________________________
Mailing Address ___________________________________________________________________________________
City _____________________________________________________ State ___________ Zip ____________________
Social Security # _____________________________________________ Date of Birth ________/________/ _________
Employer: _____________________________________ Occupation:_________________________________________
Home # (_____)___________________ Cell # (_____)____________________ Work # (_____) ____________________
Email ____________________________________________________________________________________________
Whom may we thank for referring you to us?______________________________________________________________
Emergency Contact __________________________________________ Phone _________________________________

RESPONSIBLE PARTY (If different than the patient, please complete the following.)

Last Name _________________________ Suffix ____ First Name ____________________________ Middle Initial ____
Title (select one) Mr. Mrs. Ms. Miss Master Dr. Rev.
Mailing Address ___________________________________________________________________________________
City _____________________________________________________ State ___________ Zip ____________________
Home # (_______)________________________________ Work # (_______) ___________________________________
Email _____________________________________________ Social Security # ________________________________

INSURANCE INFORMATION

Insurance Company:______________________________Primary Policy Holder: ________________________________
Patient’s Relationship to Policy Holder: � Self � Spouse � Child

I authorize any holder of medical or other information about me to release to the S/S administration or any other carriers any information
needed for this or a related claim. I permit a copy of this authorization to be used in place of the original, and request payment of insur-
ance benefits either to myself or to the party who accepts assignment below. I understand that I am responsible for any costs in excess
of the benefits payable by my insurance plan.
Patient’s Signature:_________________________________________________Date: ____________________________

EYE HEALTH HISTORY

Date of last exam: ______________________________ Doctor:______________________________________________
Do you currently wear glasses: Yes No How old are your glasses:_______________________________
If so, do you wear them:          all the time    reading/near work   distance tasks only  occasionally   work safety
Have you ever worn contacts? Yes No Do you currently wear contacts? Yes No
Describe any problems with your contacts: _______________________________________________________________
Are you interested in wearing contact lenses? Yes No
If so, what style? Tinted Disposable Gas permeable Toric Bifocal Unsure
How many hours per day do you work on a computer?______________________________________________________
Are you interested in refractive surgery? Yes No

Please check to indicate if you have had any of the following:
Bloodshot Eyes Discharge from Eyes Fainting Spells Loss of Vision
Blurred Vision Near Dizzy Spells Floaters, Spots Migraine Headaches
Blurred Vision Far Double Vision Fluctuating Vision Red Eyes
Burning Eyes Dry Eyes Glaucoma Red Eyes
Cataracts Eye Infection Headaches Seeing Halos
Color Vision, Poor Eye Injury Itching Eyes Seeing Flashes
Crossed Eyes Eye Strain Light Sensitive Sties, Chalazion
Watering Eyes Vision Poor Twitching Eyelid Temporary Loss of Vision
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