


WHAT IS THE MAIN REASON FOR YOUR VISIT TODAY?

WHEN & WHERE WAS YOUR LAST COMPLETE EYE EXAM?

HOW DID VOU HEAR FROM US?_

PLEASE UST WUR HOBBIES AND ACTIVITIES:

IF FEMALE, ARE YOU PREGNANT NOW? YES □ NO □

IF YOU WEAR CONTAa LENSES BEFORE, PLEASE FILL OUT
BELOW QUESTIONS.

1, WHAT TYPE OF CONTACT LENSES HAVE YOU WORN IN
THE PAST? GAS PERMEABLE □ EKTENDEO WEARD
DISP<»ABLEO DAILY WEARO TORICO OTHERD
2, IF YOU HAVE WORN CONTACT LENSES BEFORE, DO
YOU STILL WEAR THEM? YESD NOD
3, PLEASE UST YOUR CONTACT LENSES BRAND NAME BELOW:

Yes/No If Yes. When?

Yes/No If Yes. When?

Yes/No How often?

Yes/No If Yes. When?

Yes/No If Yes. When?

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No

Have you ever had an eye Infection, injury, or surgery?
Have you e^«r had a head injury?
Do you experience flashes of light?
Do you use eye drops of any kind?
Do you ever have double vision?
Do you have difficulty with night vision or night driving?
Are you excessively bothered by sunlight, bright lights or glare?
Do you work on computer terminal?
Are you troubled with frequent headaches?
Have you had a recent illness or been hospitalized in the last two years?
Do you have drug allergies, inhalant allergies, sinus trouble, or hay fever?
Are you presently taking any medications? (Including aspirin, birth control,
medications, etc.) If yes please list your medications below:

MEDICAL AND OCULAR HISTORY YOURSELF (PATIENT) BLOOD REUTIVES ONIY (If Yes, Please Itet relationship to you)

DIABETES

HIGH BLOOD PRE^URE

HEART PROBLEMS

ASTHMA

OTHER GENERAL HEALTH PROBLEMS:

CATARACTS

RETlNfTISPIGMENTOSA

RETINAL DETACHMENT

BLINDNESS

LAZY OR CROSSED EYES

COLOR BUNDNESS

GLAUCOMA

MACULAR DEGENERATION

OTHER OCUUR PROBLEMS:

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No








