MEebpicAL HISTORY

Mame: Today’s Date:

Address: Phone: { )

City/State/Zip:

Social Security # ¢ Last Eve Exam:

Name of Medical Dr.: [.ast Medical Exam:

Sex: O M O F Birthdate: O Single C Married [0 Widowed [ Separated T Divorced
Patient employed by : Occupation:

Business Address : Business Phone: ( )

Whom may we thank for referring you?

[F CHILD

Respansible Party: Parent's S5 :

Parent’s Birthdate :

I, the undersigned, have insurance with and assign directly to The Optical Shop

of W. Clay, Inc. all medical benefits, if anv. otherwise payvable to me for services rendered. I understand that [ am fi-
nancially responsible for all charges, whether or not paid by insurance. [ hereby authorize the doctor and his staff to
obtain or release all information needed to any necessary parties. | authorize the use of this signature on all my insur-
ance submissions.

Signature of Insured/Guardian . Date

MEepicaL HISTORY
Do you have any allergies to medications? ONo U Yes If Yes, explain;

List any medications you take (including oral contraceptives, aspirin, over the counter medications and home reme-

dies):

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

Have you had : Crossed eves, lazy eyve, drooping eyelid, prominent eves, glaucoma, retinal disease, flashes of light,
sensitivity to light, cataracts, eve infections or eye injury?
Do you wear eye glasses? ONo O Yes If Yes, how old is your present lenses?
Do you wear contact lenses? [ No [ Yes If Yes. how old is vour present lenses?
Type of Contacts; [ Rigid O Soft [ Extended Wear T Other # hours of wear:

Are they comfortable?
FamiLy HISTORY
Please note any family history (Parents, Grandparents, Siblings, Children; living or deceased) for the following condi-
tions:

Disease/ CONDITION No Yes 7?7 ReLATIONSHIP TO YOU

Blindness O O O
Cataract

Crossed Eyes

Glaucoma

Macular Degeneration
Retinal Detachment/ Disease
Arthritis

Cancer

Diabetes

Heart Disease

High Blood Pressure
Kidney Disease
Lupus

Thyroid Disease
Other

]
O

0

2 g £ 0 i i 0 N

BT

i Y I o e e o I

™

o |

0 O o o

I Y 5 Y o o i A

|

§ Please turn this form over and complete side two §




SU‘C] El] Hlstﬂ Thes smfarmatron 15 kept strcely confidentfal, Honerer, yow may dircwes ifds portton airectfy asth the doctor £ you prefer
i o ey Jort Jyou
3 Yes, Twould prefer to discuss my Social History information directly with my doctor. (Check box)

Dovoudnve? Ono O ves If yes, do you have visual difficulty when dnving? O no O yes  If yes, please describe:

Do vou use tobacco products? Ono Oyes I yes, type/amount/how long:

Do you drnk alcohol?. Ono Olyes  1f yves, type/amount/how long:

Do you use dlegal drugs?Ono O yes  1f yes, type/amount/how long:

Have vou ever been exposed to or infected with: O Gonorrthea O Hepattis O HIV 0 Syphilis

Review of Systems

Do vou currently, or have vou ever had any problems in the following areas:

SYSTEM NO YES °
CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT

Fever, Weight Loss/Gain a =) =) Alletgies/Hay Fever
INTEGUMENTARY (Skin - rash, psoriasis, sczemia, eic.) 0 o 9 Sinus Congestion
NEUROLOGICAL Runny Nose

Headachiss 0 0 0 Post-Masal Drip

Migraines a) 0 0 gﬂﬂ?ﬁ"c C??ﬁ‘ "

i ; _ rv Throat/Mouth

— Setzures a a 3d RSB HATOR

Loss of Vision o o a i

Bluered Vision 0 n .o ém";{::;miz““ i

E’:_m"f”d.“ sy Fldlos 2 2 8 VASCULAR / CARDIOVASCULAR

s5 of Side Vision ) 0 0 Tl

Double Vision ) a 3d Heart Pain

L R 5 5 4 High Blood Pressure

i e - : Vascular Disease

Redness . 3 8 0 GASTROINTESTINAL

Sandy or Gty Feeling 0 B i Tilikas

Itching 0 g J Constipation

[‘:um_lng : m) 0 & GENITOURINARY

Foreygn Body Sensation 0 g 0 Genitals/Kidney/Bladder

Excess Tearing/Watering 0 Jd 0 BONES / JOINTS / MUSCLES

Glare/Light Sensitvity ad 0 0 Rheumatoid Arthrits

Eye Pain or Soreness a | 0 Muscle Pamn

Chronic Infection of Eye or Lid O a 0 Joint Pan

Stes or Chalazion ) 0 0 LYMPHATIC / HEMATOLOGIC

Flashes,/ Floaters in Vision a a B Anemia

Tired Eves 0 0 0 Bleeding Problems
ENDOCRINE ATLERGIC / IMMUNOLOGIC

Thyroid /Other Glands 0 a 0 PSYCHIATRIC
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If you answered YES to any of the above or have a condition not listed, please explain & list medications:
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Doctor's Signature Date




