
WELCOME TO OUR OFFICE 
In order to get to know you better, we would appreciate if you took a few moments to answer the 
following questions. 
 
Name___________________________________________________   Today’s Date _____/_____/_____ 
Street___________________________________________________   Birth Date   _____/_____/______ 
City _______________________ State_______ZIP______________ Social Security # _______________ 
Home Phone___________________ Work Phone________________  Gender: __ Male  __ Female              
Marital Status: __Single __ Married   e-mail_______________________________________________  
Medical Doctor___________________ Insurance Plan__________________ 
Person Insured_____________________Relationship____________Insured Birth Date____/_____/_____ 
Insured Social Security/ID #_______________Insured Employer______________________ 
 
Medical History 
Please indicate if you have or have ever had any problems in the following areas 
SYSTEM              YES   NO  SYSTEM                YES   NO 
Eyes       Ears, Nose, Mouth, Throat 
     Cataracts           Allergies / Hay Fever 
     Glaucoma           Sinus Congestion 
     Macular Degeneration         Dry Mouth / Throat 
     Retinal Detachment    Respiratory 
     Lazy Eye           Asthma 
     Eye Surgery          Chronic Bronchitis 
     Loss of Vision          Emphysema 
     Double Vision     Integumentary  (skin) 
     Floaters or Light Flashes            Skin Disease / Rash 
     Eye Pain      Gastrointestinal 
     Burning, Tearing, Itching         Diarrhea 
     Redness or Discharge         Constipation 
     Dryness or Scratching    Genitourinary 
     Eye Infections          Genitals / Kidney / Bladder 
Vascular / Cardiovascular    Bones, Joints, Muscles 
     Diabetes           Rheumatoid Arthritis 
     High Blood Pressure         Joint Pain 
     Heart Disease/ Heart Pain         Muscle Pain 
     Other Vascular Disease    Lymphatic / Hematologic 
Neurological           Anemia 
     Migraines           Bleeding Problems 
     Other Headaches     Allergic / Immunologic 
     Seizures      Constitutional 
Endocrine           Fever 
     Thyroid           Rapid Weight Gain / Loss 
     Other Glands     Psychiatric 
 
List all medications you are taking ________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
List all allergies including medications______________________________________________________ 
_____________________________________________________________________________________ 
List any injuries or surgeries you have had___________________________________________________ 
_____________________________________________________________________________________ 
 



 
Do you presently wear:     glasses      contact lenses       Are you interested in trying contact lenses?  Y   N 
 
Family History 
Please mark if any family members have or had the following conditions: 
 Glaucoma   Diabetes 
 Cataracts   High Blood Pressure 
 Macular Degeneration  Heart Disease 
 Retinal Detachment  Thyroid Disease 
 Blindness   Other_________________ 
 
Social History 
Do you smoke?    Y   N   If so, how much? 
      Less than 1 pack a day 1-2 packs a day         other 
 
Do you drink?     Y   N   If so, how much? 
      Social        1-2 drinks daily        other  
 
How did you find out about our office 
 I am a previous patient 
 Family member is a patient 
 Referred by another patient.  Who____________________ 
 Advertisement.  Where______________________ 
 Yellow Pages 
 Insurance 
 Other ___________________________ 
 
I authorize the release of any medical or other information necessary to process the insurance claims 
pertaining to my care in this office.  I also request payment be made directly to Eyecare of the Valley 
when possible.  I understand that I am responsible for payment of any services not covered by my plan, 
any additional charges as specified by my plan, or any payment erroneously sent directly to me instead of 
Eyecare of the Valley. 
 
Signed:_______________________________________     Date:_____________ 
 Check if signed by parent or guardian 
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