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	Name
	Date

	Address
	Birth Date

	City/State/Zip
	SSN

	Email 
	Home Phone
	Cell Phone

	 YES! Please send special offers/updates to my email
	Employer
	Occupation

	Employer Address


	Who is your regular eye doctor?

	How were you referred to Beyer Laser Center?

	Why are you thinking about laser vision correction?  

	How long have you been considering laser vision correction?

	Is this your 1st consultation? If no, where else have you been seen?

	When are you looking to have the procedure? 
 FORMCHECKBOX 
 0-3 months     FORMCHECKBOX 
 3-6 months     FORMCHECKBOX 
 6-12 months     FORMCHECKBOX 
1 year or more

	Do you wear glasses?                                                              At what age did you start wearing them?             

	Do you wear contacts?                                                           At what age did you start wearing them?             

	If contacts, what kind?     FORMCHECKBOX 
 Soft     FORMCHECKBOX 
 Soft Toric     FORMCHECKBOX 
 Gas Perm (RGP)     FORMCHECKBOX 
 Hard

	How old is your current prescription?

	How satisfied are you with your glasses or contacts?  (circle)  Best   5   4    3   2   1   Worst

	How much do you spend on average per year on glasses?

	How much do you spend per year on contact lenses and contact lens solution? 

	What are your hobbies or interests?

	When scheduling your LASIK procedure,which of the following are the most important factors in your decision to proceed with surgery?  (1 being the most important)



	(((Technology
	(((Comfort
	(((Cost

	(((Surgeon Experience
	(((Schedule Flexibility
	(((Other((((((((((((((((((((((((((

	

	Patient Signature
	Date
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