Medical History Questionnaire

Name; Today's Date:
Address: Home Phone;
City: Cdll Phone:
Guardian (If Applicable): Work Phone:
Age Occupation:
Name of Medical Doctor: Employer:
Vision Insurance: Medical Insurance: Last Eye Exam:

Whom may we thank for referring you to our office?
What name would you like usto call you?

Payment Policies

Because prompt payment of your eye care costs reduces our office expenses we are pleased to offer a 5% discount on any eyeglass materials
ordered (frames, lenses, or complete pair of eyeglasses) if paid in full at the time they are ordered. This does not apply to eye examination fee or
to contact lens costs.

When not paying in full at the time of ordering to receive your discount, we still require a 50% deposit before materials may be ordered.
Please note that all discounts at our office are in effect for fully paid accounts only and when vision insurance is not used.

If You Have Vision I nsurance

We are happy to process any insurance forms for optical benefits you may have as a courtesy to you.

However, since we are not a party to your agreement with your insurance carrier, it is not our policy to contact carriers to establish why they
have not paid or why they paid |ess than anticipated.

Please understand that lenses and eye care costs may exceed the insurance payment, and that you will be financially responsible for all charges
whether or not paid by insurance.

We do require that you portion of the total cost for professional services or eyewear (the co-pay) be paid in full at the time of ordering materials.
| have read and understand the above information regarding payment policies and vision insurance.

Signed:

Medical History
Do you have any alergiesto medications U Yes U No If yes, please explain:

List any medications you take (including oral contraceptives, aspirin, over the counter medications and home remedies):

List all major injuries, surgeries, and/or hospitalizations you have had:

List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal disease,
cataracts, eye infections or eye injury:

Are you pregnant and/or nursing? g Yes g No

Do you where glasses? O Yes 1 No If yes how old isyour present pair of lenses?

Do you wear contact lenses? O Yes 1 No If yes how old isyour present pair of lenses?

Type of contact lenses: U Rigid U soft [ Extended Wear U Other Arethey comfortable? [ Yes U No
Social History

Thisinformation is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer.

0 Yes, | would prefer to discuss my Social History information directly with my doctor.
Do you drive? d Yes 1 No If yes, doyou have visua difficulty when driving? 1 Yes U No
If yes, please describe;

Do you use tobacco products? O Yes U No
Do you drink alcohol? U vyes U No
Do you useillegal drugs? U vyes U No

Have you ever been exposed or infected with: U Gonorrhea [ Hepatitis [ HIV [ Syphilis



Family History
Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions:

Disease/ Condition Yes No Relationship To You

Blindness

Cataract

Crossed Eyes
Glaucoma

Macular Degeneration
Retinal Detachment / Disease
Arthritis

Cancer

Diabetes

Heart Disease

High Blood Pressure
Kidney Disease
Lupus

Thyroid Disease
Other

Review of Systems
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Do you currently, or have you ever had any problemsin the following areas:

System

Constitutional
Fever, Weight Loss/Gain
Integumentary (Skin)
Neurological
Headaches
Migraines
Seizures
Eyes
Lossof Vision
Blurred Vision
Distorted Vision / Halos
Loss of Side Vision
Double Vision
Dryness
Mucous Discharge
Redness
Sandy or Gritty Feeling
Itching
Burning
Foreign Body Sensation
Excess Tearing / Watering
Glare/ Light Sensitivity
Eye Pain or Soreness

Chronic Infections of Eyeor Lid

Styes or Chalazion
Flashes/ Floatersin Vision
Tired Eyes

Endocrine
Thyroid / Other Glands

If you answered Y ES to any of the above or have a condition not listed, please explain and list medications:
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System

Ears, Nose, Mouth, Throat
Allergies/ Hay Fever
Sinus Congestion
Runny Nose
Post-Nasal Drip
Chronic Cough
Dry Throat / Mouth

Respiratory
Asthma
Chronic Bronchitis
Emphysema

Vascular / Cardiovascular
Diabetes
Heart Pain
High Blood Pressure
Vascular Disease

Gastrointestinal
Diarrhea
Constipation

Genitourinary
Genitals/ Kidney / Bladder

Bones/ Joints/ Muscles
Rheumatoid Arthritis
Muscle Pain
Joint Pain

Lymphatic/ Hematologic
Anemia
Bleeding Problems

Allergic/ Immunologic

Psychiatric
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Doctor's Signature

Date




	Name.0: 
	Address.0: 
	CityStateZip.0: 
	Guardian.0: 
	Age.0: 
	Medical Doctor.0: 
	Todays Date.0: 
	Home Phone.0: 
	Cell Phone.0: 
	Work Phone.0: 
	Occupation.0: 
	Employer.0: 
	Vision Insurance.0: 
	Medical Insurance.0: 
	Last Eye Exam.0: 
	Refer.0: 
	Call Name.0: 
	Signed.0: 
	1.0: Off
	2.0: Off
	3.0: 
	4.0: 
	5.0: 
	6.0: 
	7.0: 
	8.0: 
	9.0: 
	10.0: 
	11.0: Off
	12.0: Off
	13.0: Off
	14.0: Off
	15.0: 
	16.0: Off
	17.0: Off
	18.0: 
	19.0: Off
	20.0: Off
	21.0: Off
	22.0: Off
	23.0: Off
	24.0: Off
	25.0: Off
	26.0: Off
	27.0: Off
	28.0: Off
	29.0: Off
	30.0: 
	31.0: 
	32.0: Off
	33.0: Off
	34.0: 
	35.0: Off
	36.0: Off
	37.0: 
	38.0: Off
	39.0: Off
	40.0: 
	41.0: Off
	42.0: Off
	43.0: Off
	44.0: Off
	1.1: Off
	2.1: Off
	3.1: Off
	4.1: 
	5.1: Off
	6.1: Off
	7.1: Off
	8.1: 
	9.1: Off
	10.1: Off
	11.1: Off
	12.1: 
	13.1: Off
	14.1: Off
	15.1: Off
	16.1: 
	17.1: Off
	18.1: Off
	19.1: Off
	20.1: 
	21.1: Off
	22.1: Off
	23.1: Off
	24.1: 
	25.1: Off
	26.1: Off
	27.1: Off
	28.1: 
	29.1: Off
	30.1: Off
	31.1: Off
	32.1: 
	33.1: Off
	34.1: Off
	35.1: Off
	36.1: 
	37.1: Off
	38.1: Off
	39.1: Off
	40.1: 
	41.1: Off
	42.1: Off
	43.1: Off
	44.1: 
	45.0: Off
	46.0: Off
	47.0: Off
	48.0: 
	49.0: Off
	50.0: Off
	51.0: Off
	52.0: 
	53.0: Off
	54.0: Off
	55.0: Off
	56.0: 
	57.0: 
	58.0: Off
	59.0: Off
	60.0: Off
	61.0: 
	a1.0: Off
	a2.0: Off
	a3.0: Off
	a4.0: Off
	a5.0: Off
	a6.0: Off
	a7.0: Off
	a8.0: Off
	a9.0: Off
	a10.0: Off
	a11.0: Off
	a12.0: Off
	a13.0: Off
	a14.0: Off
	a15.0: Off
	a16.0: Off
	a17.0: Off
	a18.0: Off
	a19.0: Off
	a20.0: Off
	a21.0: Off
	a22.0: Off
	a23.0: Off
	a24.0: Off
	a25.0: Off
	a26.0: Off
	a27.0: Off
	a28.0: Off
	a29.0: Off
	a30.0: Off
	a31.0: Off
	a32.0: Off
	a33.0: Off
	a34.0: Off
	a35.0: Off
	a36.0: Off
	a37.0: Off
	a38.0: Off
	a39.0: Off
	a40.0: Off
	a41.0: Off
	a42.0: Off
	a43.0: Off
	a44.0: Off
	a45.0: Off
	a46.0: Off
	a47.0: Off
	a48.0: Off
	a49.0: Off
	a50.0: Off
	a51.0: Off
	a52.0: Off
	a53.0: Off
	a54.0: Off
	a55.0: Off
	a56.0: Off
	a57.0: Off
	a58.0: Off
	a59.0: Off
	a60.0: Off
	a61.0: Off
	a62.0: Off
	a63.0: Off
	a64.0: Off
	a65.0: Off
	a66.0: Off
	a67.0: Off
	a68.0: Off
	a69.0: Off
	a70.0: Off
	a71.0: Off
	a72.0: Off
	a73.0: Off
	a74.0: Off
	a75.0: Off
	b1.0: Off
	b2.0: Off
	b3.0: Off
	b4.0: Off
	b5.0: Off
	b6.0: Off
	b7.0: Off
	b8.0: Off
	b9.0: Off
	b10.0: Off
	b11.0: Off
	b12.0: Off
	b13.0: Off
	b14.0: Off
	b15.0: Off
	b16.0: Off
	b17.0: Off
	b18.0: Off
	b19.0: Off
	b20.0: Off
	b21.0: Off
	b22.0: Off
	b23.0: Off
	b24.0: Off
	b25.0: Off
	b26.0: Off
	b27.0: Off
	b28.0: Off
	b29.0: Off
	b30.0: Off
	CheckBox47.0: Off
	CheckBox47.1: Off
	CheckBox47.2: Off
	CheckBox47.3: Off
	CheckBox47.4: Off
	CheckBox47.5: Off
	CheckBox47.6: Off
	CheckBox47.7: Off
	CheckBox47.8: Off
	CheckBox47.9: Off
	CheckBox47.10: Off
	CheckBox47.11: Off
	CheckBox47.12: Off
	CheckBox47.13: Off
	CheckBox47.14: Off
	CheckBox47.15: Off
	CheckBox47.16: Off
	CheckBox47.17: Off
	CheckBox47.18: Off
	CheckBox47.19: Off
	CheckBox47.20: Off
	CheckBox47.21: Off
	CheckBox47.22: Off
	CheckBox47.23: Off
	CheckBox47.24: Off
	CheckBox47.25: Off
	CheckBox47.26: Off
	CheckBox47.27: Off
	CheckBox47.28: Off
	CheckBox47.29: Off
	CheckBox47.30: Off
	CheckBox47.31: Off
	CheckBox47.32: Off
	CheckBox47.33: Off
	CheckBox47.34: Off
	CheckBox47.35: Off
	CheckBox47.36: Off
	CheckBox47.37: Off
	CheckBox47.38: Off
	Condition1.0: 
	Condition2.0: 
	Condition3.0: 
	Condition4.0: 
	DoctorsSig.0: 
	SignedDate.0: 


