Name: ‘ B ] Today’svDaﬁé:‘ | ./' B /

Last ‘Fist  ° Middle nitial
Preferred Name: - - , , : ‘
Addressi _ : - _ Home#
BirthDéteﬁ / _ v/. -‘ : :Age: o Sqé:ial Sécurity#: / A Work # . | .
Occupation: — . Placeof Employmené: . Marital Status: 0OS OM OW

Name of Medical Doctor . N o ’ _______Spouses Name

Name of Emergency Contact: S - . _Phone: B Last Eye Exam: [

How did you hear about our practice? o Gdoglé/lntemet Seé;rch . - O Yellow Pagéé ' O Newspaper Ad .,

DRedioAd ., .0 Fnend/FamﬂyM o OB e i

Medlcal Hlstory Rt

Do you have any allergles ta medwatlons? Ono . . Oyes: Ifyes,ptease explain:(including the reaction that oceurs):

20 SEWE

List any medications you take (mcludmg oral contraceptives, asplnn, over the counter medications and home remedies and the condition these

treat):

List all major injuries, surgeries and/

List any of the following that you have had crossed eyes, Iazy-ey,e,é drooping eyelid, prominent eyes, glaucoma, retinal disease, cataracts, eye

infectiops, injury, surgeries: _____

Cataxact Surgery Ono O yes Date of Surgery: Right /: / Left / /

Are you pregnant and / or. nursmg" D no . .oyes.

Do you wear glasses: . ' D no O yes Ifyes, how old is your present pair of lenses?

Do you'wear contact lenses? = Omno Oyes Ifyes, how old is your present pair of lenses"

Type of contact lenses? O R1g1d O Soft -[7 Disposables O Dall,y Wear O Extended Wear 0O Frequent Replacement

¢ Please turn this form over and complete side two &



Family History

Please note any family history (parents, grandparents, siblings, children: living or deceased) for the following conditions:

DISEASE/CONDITION NO YES RELATIONSHIP TO YOU
Blindness d O
Cataract d |
Crossed Eyes ] O
Glaucoma o O
Macular Degeneration ] O
Retinal Detachment/Disease O O
Arthritis O O
Cancer o O
Diabetes O O
High Blood Pressure ] |
Other O O

SOClal HlStO[ y This information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer.
O Yes, I would prefer to discuss my Social History information directly with my doctor. (Check Box)

Any history of tobacco products? Cno  Oyes CIf yes, type/amount/how long:

Any history of alcohol? Ono . Oyes Ifyes,type/amount/how long:

Any history of illegal drugs? Ono Oyes Ifyes, type/amount/how long:

Acknbwledgement of Consent to Treat Privacy Practices |

= I have been presented with a copy of the Notice of Privacy Practices for the office of Mountain Eye Clinic, P.C.,
detailing how my information may be used and disclosed as permitted under federal state and law and how I may
obtain access to and control this information. '

Printed Name of Patient Date

Signature of Patient/Parent/Guardian v Relationship



