
  Date: ________________ 

Reason for Visit: _______________________________________________________________________________________ 
Last Eye Exam: ________________________   Name / Location of Primary Care Physician: ___________________________ 
Name of Primary Care Physician/ Location:  ___________________________       Last Medical Exam: ___________________ 
 
       Have you been diagnosed, treated for or experienced the following?                Family Medical History:          if Yes –Mother’s or Father side, sibling? 

 

Please check if you are:      Pregnant or Nursing         Current Smoker        Past Smoker        use Marijuana         Drink Alcohol  
Current Medications: 
______________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________ 
 

Current Personal Medical History: (Please check all that apply to you) __________________________________________ 

                                

 Blurred Vision 
 Burning 
 Tearing 
 Itchiness 
 Double Vision 
 Flashes  
 Floater 
 Glare 
 Light Sensitivity 
 Poor Night Vision 
 

 Eye Pain 
 Turned Eyes 
 Lazy Eye 
 Headaches 
 Cataracts 
 Glaucoma 
 Macular Degeneration 
 Retinal Detachment 
 Iritis 
 Blindness   R or L eye 
  

 Blindness 
 Cataracts 
 Corneal Issues 
 Diabetes type 1 
 Diabetes type 2 
 Glaucoma 
 Heart Disease 
 Macular Degen 
 Retinal Issue 
 Lazy Eye 
 

 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
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