
Patient Information 
 

Name: ____________________________________ 
Address: ____________________________________ 
  ____________________________________ 
 
Home Phone#:__________________ Work #:________________ 
Cell#: __________________ 
 
Date of Birth: ____________ Social Security#: ______________ 
 
Male / Female   Marital Status: _________________ 
 
Emergency contact outside of the patient’s home: 
 Name: _________________________________ 
 Phone #: _______________________________ 
 Relationship: ____________________________ 
 

Doctor Information 
 
Family Doctor/Internist: _______________________________________ 
 Address: ________________________________________________ 
 Phone#: ________________________________________________ 
 E-mail: _________________________________________________ 
General Ophthalmologist/Optometrist: ___________________________ 
 Address: ________________________________________________ 
 Phone#: _________________________________________________ 
 E-mail: __________________________________________________ 
Other Doctors to receive reports 
 Name: __________________________________________________ 
 Specialty: _______________________________________________ 
 Address: ________________________________________________ 
 Phone#:________________________Fax#______________________ 
 E-mail: __________________________________________________ 
 
 Name: __________________________________________________ 
 Specialty: ________________________________________________ 
 Address: ________________________________________________ 
 Phone#: ________________________Fax#_____________________ 
 E-mail: __________________________________________________ 



Insurance Information 
 

Patient Name: ____________________ Date of Birth: ______________ 
Primary Insurance: ____________________________________________ 
 Policy #: _________________ Group #: ___________ Copay: ____ 
 Name of Policy Holder: ____________________________________ 
 Relationship to policy holder: ______________________________ 
 Policy Holder’s: Date of birth ___________________________ 
    Social Security # ________________________ 
 
Secondary Insurance: __________________________________________ 
 Policy #: _________________ Group #: ___________ Copay: ____ 
 Name of Policy Holder: ____________________________________ 
 Relationship to policy holder: ______________________________ 
 Policy Holder’s: Date of birth ___________________________ 
    Social Security # ________________________ 
 
Is the patient a dependent under the age of 18?  Yes / No 
 If yes, please provide: 
 Name of person responsible for bill: _________________________ 
 Address:  ______________________________________________ 
   ______________________________________________ 
 Phone #  ______________________________________________ 
 Relationship: _______________________ SS # ________________ 
 
Is injury job related? Yes / No 
 If yes, please provide: 
 Date of accident: ____________________ Claim # _____________ 
 Workman’s Comp Carrier: ________________________________ 
  Address:  _________________________________________ 
    _________________________________________ 
  Contact name: ____________________ Phone #: _________ 
 
Is injury related to an auto accident? Yes / No 
 If yes, please provide: 
 Date of accident: ________________________________________ 
 Name of attorney: ________________________________________ 
 Address: ______________________________________________ 
   _____________________________________________ 
 Phone #: _____________________________________________ 



New Patient Medical History 
 

Patient Name: _________________________ 
Date of Birth: _________________ Age: _____ Gender: Male / Female 
Referring Ophthalmologist/Optometrist: __________________________ 
Primary Care Physician: _______________________________________ 
Internist/Other: _______________________________________________ 
 
Chief Complaint: _____________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
 
Your Past Eye History      Explanation 
 
Past Laser Treatments for either eye? No Yes ________________ 
Past Surgery for either eye?   No Yes ________________ 
Past Eye Injuries?    No Yes ________________ 
Other Eye Problems?    No Yes ________________ 
Do You Wear? (Circle)    Glasses Contact Lenses 
What do you wear your glasses for? (Circle) 
 Reading Only Distance Only Both or Bifocals 
 
Your Medical History 
 
Head (Injury, Other)    No Yes ________________ 
Ears, Nose, Throat, Mouth   No Yes ________________ 
Neck (Pain, Other)    No Yes ________________ 
Lungs, Breathing      No Yes ________________ 
Cardiovascular 
 Heart Disease    No Yes ________________ 
 Heart Attack    No Yes ________________ 
 High Blood Pressure   No Yes ________________ 
Stomach, Intestinal    No Yes ________________ 
Liver Disease     No Yes ________________ 
Kidney, Bladder, Genital   No Yes ________________ 
Bones (Joints, Muscles, Arthritis)  No Yes ________________ 
Neurologic (Stroke, Other)   No Yes ________________ 
Bleeding Disorder (Anemia, Other)  No Yes ________________ 
Psychiatric (Depression, Other)  No Yes ________________ 
Lymphatics, Swollen Lymph Nodes  No Yes ________________ 



New Patient Medical History (Continued) 
 

Patient Name: _________________________ 
 
Cancer (What type?)    No Yes ________________ 
Diabetes      No Yes 
 If yes please provide: 
 Age of onset: ________ 
 Duration:  __________ 
 Type of treatment:  Pills  Insulin  
Endrocrine, other than diabetes  No Yes ________________ 
GYN problems     No Yes ________________ 
 Are you pregnant?   No Yes, Due date _______ 
 
LIST ALL PREVIOUS SURGERIES AND HOSPITALIZATIONS 
(DATE AND REASON): 
_____________________________________________________________ 
_____________________________________________________________ 
 
FAMILY HISTORY:   RELATIONSHIP TO PATIENT 
Blindness    No Yes___________________________ 
Cataract    No Yes _________________________ 
Glaucoma    No Yes _________________________ 
Macular Degeneration  No Yes _________________________ 
Retinal Detachment  No Yes _________________________ 
Diabetes    No Yes _________________________ 
Other     No Yes _________________________ 
 
ACTIVITIES OF DAILY LIVING (PLEASE CIRCLE) 
Do you work?   No Yes 
Do you drive?   No Yes 
Can you read newsprint? No Yes 
Do you use visual aids?  No Yes 
 
SOCIAL HISTORY: (PLEASE CIRCLE) 
Smoke? N Y Q       DURATION______ AMOUNT_________ 
Alcohol?     NONE OR RARE <1 DRINK/DAY >1DRINK/DAY 
Drug Use? N Y 
 
Any comments? ______________________________________________ 



Patient Medications 
 

Patient Name: _________________________ Date of Birth: __________ 
Referring Ophthalmologist/Optometrist: __________________________ 
Primary Care Physician: _______________________________________ 
Internist/Other: ____________________________________________ 
 
SYSTEMIC MEDICATIONS: 
 
DATE/YEAR 
STARTED 

TAKEN FOR 
MEDICAL 
CONDITION? 

NAME OF 
MEDICATION 

DOSAGE 

    
    
    
    
    
    
    
    
    
    
    
    
    
 
ALLERGY HISTORY:     EXPLANATION 
 
Medication Allergies  No Yes  ____________________ 
Other Allergies   No Yes  ____________________ 
Fluorescein Dye Allergy  No Yes  ____________________ 
Iodine or Shellfish Allergy No Yes  ____________________ 
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