                      WELCOME TO OUR OFFICE!
           


DATE
_____________________







 
______________________________________________________________________________________________________________________________________
Last




First


Middle Initial
      Nickname or Preferred Name


ADDRESS:__________________________________________________________________________________________________

          Street or PO Box                              
 City                    



State                      Zip Code
TELEPHONE NUMBERS:  Home______________________Work__________________________Cell
_____________________
E-MAIL ADDRESS  __________________________________________________________________

BIRTHDATE:_____/_____/_____SS#______________________________Check One:  □Single  □Married  □Divorced   □Widowed

             M       D        YR
Patient’s Occupation_______________________________________
Employer __________________________________________
WHOM MAY WE THANK FOR REFERRING YOU TO US?
________________________________________________________________________

***************************************************************************************************************************************

By signing this form I consent to treatment for myself or on behalf of the minor for which this information pertains.  I give permission for the

doctor(s) to examine, diagnosis and initiate treatment if deemed appropriate.  I further attest that I am the Parent or Legal Guardian of the minor 

and have full authority to authorize care and treatment.

_________________________________________________________________________________________________________________________


Patient/ Parent or Guardian






Today’s Date

***************************************************************************************************************************************

MEDICAL/FAMILY/SOCIAL HISTORY

CHECK IF YOU HAVE PROBLEMS WITH ANY OF THE FOLLOWING:

□ Blood Pressure

□ Neurological/ Psychiatric
□ Genitourinary

EYE DISEASES:
□ Stomach/Digestive
□ Skin



□ Headaches

□ Glaucoma
□ Diabetes 

□ Kidney


□ Thyroid

□ Cataracts
□ Cardiovascular

□ Arthritis


□ Blood disorder

□ Macular Degeneration

□ Allergies

□ Ear, nose, mouth, throat

□ Breathing

□ Other Eye Disease


□ Constitutional

□ Cancer


□ Muscle/ Joint/ Bon

Type
_____________________

Please list any Eye Injuries or Eye Surgeries
________________________________________________________________________

PLEASE LIST ALL MEDICINES YOU ARE CURRENTLY TAKING OR ATTACH LIST
______________________________________________________

_______________________________________________________________________________________________________________________________________

PLEASE LIST ANY MEDICATIONS TO WHICH YOU ARE ALLERGIC
_________ ______________________________________________________________

_______________________________________________________________________________________________________________________________________

PLEASE CHECK THE HEALTH PROBLEMS OR DISEASES THAT HAVE BEEN FOUND IN YOUR FAMILY AND INDICATE WHO HAS THEM: (M=Mother; F=Father; S=Sibling; GM=Grandmother; GF=Grandfather; O=Other)
□ Blood Pressure
____
□ Glaucoma ____
□ Diabetes ____

□ Cataracts ____

□ Heart ____

□ Macular Degeneration ____

□ Breathing ____

□ Other Eye Disease ____

□ Cancer ____

Type _______________________

DO YOU USE TOBACCO PRODUCTS?  Y or N   

ALCOHOL?  Y or N

ILLEGAL DRUGS?  Y or N

ARE YOU PREGNANT OR NURSING?_________
WHO IS YOUR MEDICAL DOCTOR?_____________________________________PHONE_______________________________


