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fbtient-s mme: Ms.Wrs.〃在

Address :

Phone: Date of Birth:

Emp Ioye r/Sch oo I:

Age: _ S.S.N.

emoiI address:

Emergency ⊂On taCt:

Wbrk Phone:

How did you hear about Mo呼antown Eye C。re Center?

Do you h。Ve On insurance PIan with vision benefjts? _　Co. mme and poIicy

Do you have medical heaIth insurance?　　Co. name and poIicy number?

number?

Verification ofbenefits does not guarantee payment by the insurahce c6mpany. The patient is responsible for all charges.

Cell phone: Doyoupre枠rwe `OntOCtyOu by: mi　」　　phone鵜　emaiI

GENERALHEA町HHiS丁ORY(Pleasecheckthoseconditionsthatappiytoyou) �HighBio○dP「essure 

_Alieng'eS　　　　　Diabetes　　　　　Arthritis　　_DrugSensitivities �Headaches 

_EyeDiseases　　　HeartDisease　　　Glaucoma　　　　Cataracts �Eyeo「Head申uries 

Smoke-ifso,howmuch? � 

FA川LYHEALTHHiSTORY(BIo○dreiativeswhohavethefdiowingconditions) � 

Diabetes　_HighBio○dPressure　　　HeartDisease　　　Glaucoma �EyeDisease　　　Blindness 

family Physician: D。te Of /ast Genera十HeaI‡h Ex。m:

Are you presenきIy being treated fbr any medi`al conditions?　　　fomily Physician Phone若:

Ifso, Whoき conditjons?

PIeose /ist any medications you are tcking:

When was your /ast eye VAo was the Doctor?

H。ve yOu eVer WOm gIasses?　　　　　　　　　　　　Do you wear gl。SSeS nOW?

Are you having any vision ProbIems with seeing at a djstan`e?　　Seeing ⊂Iose to you? _

Do you experience symPtoms such as: Sensitivity to sun佃ht? _ Di斤iculty with n唐ht v'ision?

Dryness?　　Burning? _Extro feoring? _Itching? _twitching EyeIids?

Hove you ever wom contact /enses?_ Ifso, what type?

Are you ;nterested ;n being姉ed fbr cont。Ct /enses?

Do you ever vvear your `OntaCt /enses to sIeep or nap? _

H。Ve yOu eVer reCeived vision troin′ng Or eye eXCerCises?

Do you use a computer? _ lfso, how many hours per day? _

In what hobbies or sports do you porticiPate?

What ;s the min reason fbr your visit today?

PIease s直v below that you have reviewed 。Il所brmation c'bove ond /t js correc=O the best ofyour knowIe毎e.

Sisnoture: Doきe:


