Welcome to Avery Eye Care Center

Today’s Date:
PATIENT INFORMATION PATIENT MEDICAL HISTORY J

Name Name of Family Plhysician
Streat Date of Last Pliysical Check-up
Ciry Srate Zip CURRENT MEDICATIONS  { Rx or Over the Counter !
Dateof Birth ___ Age M__ F_ Name of Medication
Social Security #
Home Phone # ‘Work Phone # Arthritis
Cell Phone # Fux# Diabetes
E-mail Address Eye Drops

P High Blood Pressure
2} Thyroid
Spouses (or Parent’s) Name OTHER

[ INSURANCE INFORMATION
Vision b MEDICATION ALLERGIES:
Medical Insurance
REFERRAL INFORMATION | [ PATIENT EYE HISTORY

How did you hear about our office? Date of Last Eye Exam

Relative or Friend  1f so, who? ‘What was the major purpose of this visit?

Yellow Pages || Office Sign 1 List

SOCIA 33 Any problems with your present contact lenses or glasses?

Do you use: Cigarettes/ Alcohol Drugs Nene
] e [ et (] s ]

‘What other family members are our petients?

PERSONAL/FAMILY MEDICAL HISTORY
15 there a Personal or Famly Medical History for any that follow?

Self  Family Relationshin
Have you had LASIK surgery? ‘{an

Allergies ] Are you inferested in Laser Vision Comection?
Arthritis (] B Do you cusrently wear contact lenses?
Asthmia _1 N If yes, what kind?
Blindness :
Cancer ] 1f no, have you ever tried contact lenses? [ ] Yes D No
Cataracts 1 B Do you experience ar have you experienced any of the foll
Cholesterol : ] Bluiry Vision Burning Double Vision
Cotueal Problems ] Dry Eyes Eye Infection Eye Infury
Diabetes ] ] Eye Strain Flashes of Light Floaters/Spots
Dry Eyes o = dac] Ttchy Eyes Light Sensitive
Glancoma : ] Loss of Vision Poor Night Vision Red Eyes
Heart Discase B Watery Eyes
High Blood Pressure || ] LIFESTYLES
Lazy Eye B | Which of the following do you enjoy?
Macular Degencration || Sports Musical Instruments [ | Reading
Retinal Problems n N Painting/Crafts Hunting Fishing
Thyroid Sewing/Knitti Bonting/Saif Flying
OTHER | ]

Do you work on the computer?

Yes No
Yes Mo

Do you spend @ lot of tise outdoors?



