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PATIENT INFORMATION FORM           Date: ____/____/____

Full Name: _______________________________________________    Sex (circle one): Male   Female
                          (First)                    (Middle)                    (Last)

Street Address: ________________________________________________________________________

City: ________________________________________    State: ________    Zip: ___________________ 

Alternate Address: _____________________________    City/State: _________________    Zip: ______

Home Phone: (_____)_____-________  Cell: (_____)_____-________  Alt #: (_____)_____-__________ 

Allow text messages _______Yes  ______NO

Email Address: ________________________________________    No email:____    Refused email:____

Date of Birth: _____/_____/_____    Age: _______    Social Security #: _______-_______-___________
Communications Disclosure Authorization
I authorize EYES to discuss my personal, medical, and account history with the following persons:

Name:_________________________    Relationship: _____________    Phone: ________________

Name:_________________________    Relationship: _____________    Phone: ________________




   





Primary Care Physician (Name and/or Number). ____________________________________________

	
Ethnicity (circle one)
	Race (circle one)

	Not Hispanic or Latino
	American Indian or Alaskan Native

	Hispanic or Latino
	Asian

	Unknown
	Black or African-American

	Decline
	Native Hawaiian or Pacific Islander

	
	White or Caucasian

	
	Other:___________________________________

	
	Decline



Preferred Language (circle one):  English    Spanish    Other:__________________________________

How did you hear about us? ____________________________________________________________

Referred by (if applicable)? ____________________________________________________________

If Under 18, Parent or Legal Guardian Name: _____________________________________________

Name ________________________________
       
MEDICAL HISTORY

Date of Last Exam _____/______/______

What problem are you having with your eyes/vision? __________________________________________

Have you ever been treated for an eye disease or injury (including surgery)_________________________

_____________________________________________________________________________________

Do you smoke (circle one)?    Yes    Quit    Never  

If yes, please indicate how much and for how long ____________________________________________

Do you drink (circle one)?    Yes    Quit    Never

If yes, please indicate how much and for how long ____________________________________________

Primary Care Physician (Name and/or number):______________________________________________

MEDICATION HISTORY

Please list all current EYE medications_____________________________________________________

_____________________________________________________________________________________

List other medications___________________________________________________________________

_____________________________________________________________________________________

Are you ALLERGIC to any medications___________________________________________________


Do you or a relative have any of the following conditions/illnesses?  
                                        
                                            Yourself    Relative                                            Yourself      Relative                                                                                                                                                         
                                            Yes    No   Yes    No                                            Yes     No    Yes    No
	Glaucoma
	
	
	
	
	 Asthma
	
	
	
	

	Cataract
	
	
	
	
	 Tuberculosis
	
	
	
	

	Lazy Eye
	
	
	
	
	 Kidney Trouble
	
	
	
	

	Detached Retina
	
	
	
	
	 Stomach
	
	
	
	

	Macular Degeneration
	
	
	
	
	 Stroke
	
	
	
	

	High Blood Pressure
	
	
	
	
	 Migraine Headache
	
	
	
	

	Low Blood Pressure
	
	
	
	
	 Diabetes
	
	
	
	

	Heart Trouble
	
	
	
	
	 Thyroid Problem
	
	
	
	

	High Cholesterol
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