
Welcome to Our Office/ 

Patient History 

c•an information is strictly confidential and ONLY used in your medical care; 

Name _____________ Birth Date Sex 

Address ------------------- State 

Home Phone------- Work Phone Cell Phone -------

Age 

Zip ----

SSN Parent's SSN (if patient is a minor) ----------

email ---------------- Date of last eye exam 

Occupation---------- Hobbies _______________ _ 

What pharmacy do you use? 

Do you prefer to receive appointment information by mail, email, or text? 

Whatbringsyouin today?-------------------------­

Referred by (if applicable): ------------------------­

Family Doctor/ Primary Care Doctor: 

Have you ever been treated for Diabetes or Hypertension? ----------------

Have you ever been treated for an autoimmune disease? ________________ _ 

Have you ever had an eye injury, surgery, or disease? Y / N If yes, please explain

Do you take any medications? Please list and spell to the best of your ability. 

' 

Do you have any allergies to medications? ---------------------
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