MT. VERNON EYE CLINIC MEDICAL FORM

LAST NAME FIRST, M.I.

PREFERRED NAME MALE-FEMALE

SPOUSE/PARENT NAME

HOME ADDRESS

CITY/STATE ZIP CODE

HOME # CELL# OKTO TEXT? Y/ N

BIRTHDAY SS#

EMAIL

OCCUPATION/EMPLOYER

FULL-TIME - PART TIME

MARITAL STATUS: MARRIED - SINGLE - DIVORCED ~ LEGALLY SEPERATED - WIDOWED

LANGUAGE/RACE/ETHNICITY

FAMILY PHYSICIAN

OTHER PHYSICIAN

PHARMACY

EMERGENCY CONTACT PERSON

EMERGENCY CONTACT PHONE #

WHO REFERRED YOU TO OUR OFFICE?

PLEASE TURN FORM OVER AND COMPLETE OTHER SIDE




EYE HISTORY

Date of Last Eye Exam

Currently Wear Glasses?

Currently Wear Contacts?

Reason for Today’s Visit

Have you or a family member experienced, or been treated
for, any of the following? Circle all that apply.

Cataracts yes no family
Crossed Eye yes no family
Glaucoma yes no family
LASIK or RK yes no family
Lazy Eye yes no family
Macular Degeneration yes no family
Retinal Detachment yes no family

Are you currently experiencing, or have experienced,
any of the following? Check all that apply.

Blurry Vision near or distance

Burning

Discharge

Double Vision

Dryness

Excess Tearing/Watering

Eye Infection

Eye Pain or Soreness

Floaters or Spots

Halos

Headaches

ltching

MEDICAL HIETORY

Have you or a family member experienced, or been
treated for, any of the following? Circle all that apply.

AIDS/HIV yes no family
Allergies yes no family
Arthritis yes no family
Asthma yes no family
Blood/Lymph Disorder yes no family
Cancer yes no family
Diabetes yes no family
Ears, Nose, Throat Conditions  yes no family
Gastrointestinal Conditions yes no family
Heart Disease yes no family
High Blood Pressure yes no family
High Cholesterol yes no family
Kidney Disease yes no family
Lupus yes no family
Neurological Conditions yes no family
Psychiatric Disorder yes no family
Seizures yes no family
Skin Conditions yes no family
Stroke yes no family
Thyroid Dysfunction yes no family

Current Medications
(prescription and over-the-counter and dosage)

Medication Drug Allergies

Light Flashes

Light Sensitivity

Redness
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Sandy or Gritty Feeling

Height

Are you pregnant or nursing?

Weight

Do you smoke?

Have you ever smoked?




