
Today’s Date: _____/_____/_____

New Patient History Questionnaire
Mr./Mrs./Ms./Dr. ___________________________________________________
(circle one)

____________________________________________________________
Name of parent or guardian if patient is a minor

Address: _________________________________________________________

City: __________________________________  State: ______  Zip: __________

Birth date: ______/______/_____               Age__________

Who can we thank for referring you to our office? _______________________

Type of vision insurance:____________________________________________

Social Security # of primary member: ______/______/_____ 

Name of Medical Doctor: ____________________________________________

Last Medical Exam: _________________________________________________

Name of Major Medical Insurance: _____________________________________

Phone: ______________________________________________________

Work Phone: _________________________________________________

Occupation: __________________________________________________

Primary member’s name: _______________________________________

Birth date of primary member:______/______/_____ 

Address: ___________________________    Phone: __________________

Last Eye Exam: ________________________________________________

Please Circle:      HMO      PPO

Medical History

Do you have any allergies to medications?  No  Yes  If Yes, explain: ____________________________________________________________________

 __________________________________________________________________________________________________________________________________

List any medications you take (including oral contraceptives, aspirin, over the counter medications, and home remedies):

___________________________________________________________________________________________________________________________________

List all major injuries, surgeries, and/or hospitalizations you have had: _________________________________________________________________________

___________________________________________________________________________________________________________________________________

List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal diseases,
cataracts, eye infections, or eye injury: ___________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you pregnant and/or nursing? No Yes
Do you wear glasses? No Yes
Do you wear contacts? No Yes
Type of contact lenses:  Rigid Disposables Soft  Extended

Name of contact lense cleaning system: __________________ How many hours per day do you wear them? ______________

If disposable, how often do you replace them? ________________________________________________________________

What is the main problem you are experiencing with your vision? ________________________________________________
* please complete the second page *
Social History

This information is kept strictly confidential. However, you may discuss this section directly with the doctor if you prefer.
Yes, I would prefer to discuss my social history information directly with my doctor.

Do you drive? No Yes  If Yes, do you have difficulty when driving? ___________________________________

_________________________________________________________________________________________________________

Do you use tobacco products? No Yes
Do you drink alcohol? No Yes
Do you use illegal drugs? No Yes
Have you ever been exposed to or infected with:  Gonorrhea Hepatitis HIV Syphilis



Family  History

Yes No ? Relationship to you:
Disease/Condition  __________________________________________________________________________
Blindness  __________________________________________________________________________
Cataract  __________________________________________________________________________
Glaucoma  __________________________________________________________________________
Macular Degeneration  __________________________________________________________________________
Retinal Detachment Disease  __________________________________________________________________________
Arthritis  __________________________________________________________________________
Cancer  __________________________________________________________________________
Diabetes  __________________________________________________________________________
Heart Disease  __________________________________________________________________________
High Blood Pressure  __________________________________________________________________________
Kidney Disease  __________________________________________________________________________
Lupus  __________________________________________________________________________
Thyroid Disease  __________________________________________________________________________

Review of Systems Do you currently, or have you ever had any problems in the following areas?

Systems Yes No ? Yes No ?
Constitutional
   Fever, weight loss/gain

Ear, Nose, Mouth, Throat

Integumentary (skin)      Allergies
Neurolgical      Sinus congestion
     Headaches      Runny nose
     Migraines      Post-nasal drip
     Seizures      Chronic cough

     Dry throat/mouth
Eyes Respiratory
      Loss of vision      Asthma
      Blurred vision      Chronic bronchitis
      Distorted vision/haloes      Emphysema
      Loss of side vision Vascular/Cardiovascular
      Double vision      Diabetes
      Dryness      Heart pain
      Mucous discharge      High blood pressure
      Redness      Vascular disease
      Sandy or gritty feeling Gastrointestinal
      Itching      Diarrhea
      Burning      Constipation
      Foreign body sensation Genitourinary
      Excess tearing/watering      Genitals/kidney/bladder
      Glare/light sensitivity Bones/Joints/Muscles
      Eye pain or sorness      Rheumatoid arthritis
      Chronic infection of eye
      or lid

     Muscle pain

      Sties or chalazion      Joint pain
      Flashes/floaters in vision Lymphatic/Hematologic

      Tired eyes      Anemia
Endocrine      Bleeding problems
       Thyroid/other glands      Psychiatric

Please list any conditions not listed above: ________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________

Assignment & Release
I, the undersigned, certify that I (or my dependent) have insurance coverage with ________________________ and assign directly
to EyeCare Professionals, P.C., all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am
financially responsible for all changes whether or not paid by insurance. I hereby authorize the doctor to release all informat        ion
necessary to secure the payment of benefits. I authorize the use of this signature on all insurance submissions.

Responsible party signature:  _______________________________________________ Relationship: ___________________________ Date: ____/____/____


