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Welcome To Our Office

Ocular/Medical History Form
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We want to provide you with eye care that is the best that can be found anywhere.  We want your appointment to be pleasant, informative and worth the time that you spend with us.  Our office continually strives to keep current with the most recent advances in eye care.  Thank you for selecting our office for your eye care needs.

We ask that you provide us with the following information.
Date:
	Last Name
	First Name
	Middle Initial

	Street Address
	City
	State
	Zip

	Home Phone
	Work Phone
	Email

	Occupation
	Employer
	Student  (Yes  (No

	Date of Birth
	SS #
	Retired (Yes  (No

	Spouse (if applicable)
	Parents name (if child)

	Preferred method of payment (check):  ( Cash  ( Check  ( Visa/MasterCard  ( Insurance (list):

	Medical Insurance Carrier
	Date of last eye exam
	Date of last physical exam

	What is your reason for your appointment today?

	Whom may we thank for referring you to our office?

	Please list the leisure activities you like to do

	Is distance vision blurry?
	( Yes    ( No

	Is near vision blurry?
	( Yes    ( No

	Do you currently wear contact lenses? (If no, skip to 7)

 
	( Yes    ( No

( Hard   ( Soft
  If soft:  ( Disposable  ( Trad. 1 year

	Are your current contact lenses uncomfortable?
	( Yes    ( No

	Do you use a computer?
	( Yes    ( No     Hours of use per day?

	Do you have trouble focusing (or blurred vision) at the end of the day?
	( Yes    ( No

	Do your eyes hurt at the end of the day?
	( Yes    ( No

	Do you experience any of the following symptoms?  ( Dry eye feeling    ( Redness    ( Sandy/Gritty feeling    ( Itching ( Burning    ( Watering    ( Variable vision    ( Allergies

	Are your eyes sensitive to sunlight?
	( Yes    ( No

	Do you currently wear sunglasses or sun clips when outside?
	( Yes    ( No


PERSONAL EYE/OCULAR HISTORY: Do you have or have you ever had:

	Glaucoma  (Y  (N  Date Diagnosed:
	Iritis/Uveitis     (Y  (N  Date Diagnosed:

	Cataracts   (Y  (N  Date Diagnosed:
	Retinal Problem   (Y  (N  Date Diagnosed:

	Macular Degeneration   

(Y  (N  Date Diagnosed:
	Infections   (Y  (N  Date Diagnosed:

	Amblyopia / Lazy eye / Eye Turn:  (Y  (N  Date Diagnosed:

	Flashes/Floaters:  (Y  (N  
	Other (Please list)

	Eye Medications:
	Medicine Allergies:

	Systemic Medications (Please list any/all)

	Have you ever taken Accutane, Imitrex, or prostate medication?  When were they discontinued?


FAMILY EYE/OCULAR HISTORY: Does anyone in your family (blood related) have:

	Glaucoma: (Y  (N   Relation:
	Macular Degeneration: (Y  (N   Relation:

	Amblyopia / Lazy Eye: (Y  (N   Relation:
	Other:


PERSONAL MEDICAL HISTORY:  Do you have or have you ever had:

	Cardiovascular (eg chest pain, hypertension, stroke) 
(Y  (N  Date Diagnosed:
	Immunological (eg lupus, sjogrens)
(Y  (N   Date Diagnosed:                        Type:

	Respiratory (eg shortness of breath, asthma)
(Y  (N  Date Diagnosed:
	Endocrine (eg thyroid, diabetes, cancer)
(Y  (N   Date Diagnosed:                        Type:


	Gastrourinary (eg prostate)
(Y  (N  Date Diagnosed:
	Psychiatric
(Y  (N   Date Diagnosed:                        Type:


	Dermatological (eg itching, rash)
(Y  (N  Date Diagnosed:
	Gastrointestinal (eg Crohns, colitis)
(Y  (N   Date Diagnosed:                        Type:

	Neurological (eg headaches, seizures, MS)
(Y  (N  Date Diagnosed:
	Ears, Nose, and Throat (eg  allergies, sinus)
(Y  (N   Date Diagnosed:                        Type:

	Are you currently Pregnant?   (Y  (N  
	HIV/AIDS
(Y  (N   Date Diagnosed:                        Type:

	Other (please list/describe)


PERSONAL SOCIAL HISTORY: Do You:

	Smoke
	(Y  (N  (Occasionally    
	Recreational Drugs
	(Y  (N  (Occasionally    

	Drink Alcohol
	(Y  (N  (Occasionally    
	Drive a Car
	(Y  (N  (Occasionally    


PERSONAL EYE SURGICAL HISTORY: Please list any past eye surgery you have had:  (None  (Listed Below

	Year:
	Surgery:    
	Year:
	Surgery:    


PERSONAL GENERAL SURGERY HISTORY: Please list any past surgeries you have had:   (None  (Listed Below

	Year:
	Surgery:    
	Year:
	Surgery:    


PAYMENT IS DUE AT THE TIME OF SERVICE I authorize Beyer Laser Center to release any medical information necessary to process this claim.  I hereby assign payment directly to Beyer Laser Center for all medical services rendered.  I am financially responsible for any charges not covered by this assignment.  I hereby consent to such treatments and care judged by my physician as medically necessary or advisable while a patient of Beyer Laser Center.
Signed____________________________________________
Date_______________________
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