DATE OF BIRTH


                           
TODAY’S DATE___________________________________


PATIENT NAME







                                       M or F


                           LAST


FIRST


   MI
ADDRESS





                     



               
 
                                                                                              CITY                                  STATE                                       ZIP




  PATIENT’S




  PHYSICIAN

PHONE_______________________PRIMARY PHYSICIAN

                            
  PHONE_____________________

PARENT/GUARDIAN







                                            

ADDRESS________________________________________________________PHONE


                 

PERSON RESPONSIBLE FOR PAYMENT






                             

ADDRESS________________________________________________________PHONE                                                
                    
PARENT/GUARDIAN’S EMPLOYMENT:  Father:__________________________________PHONE__________________





              Mother:__________________________________PHONE__________________

PRIMARY INSURANCE________________________________________________________________________________

PARENT/GUARDIAN’S  SS#                                                    REFERRED TO OFFICE BY

                 
                 

(OPTIONAL)
**PLEASE BRING YOUR INSURANCE CARD TO EACH VISIT**
           BIRTH HISTORY:    Premature  N  Y (How early?_____ wks)      Birth Wt. _____    Oxygen______ days
DOES YOUR CHILD HAVE OR HAS YOUR CHILD BEEN TREATED FOR ANY OF THE FOLLOWING:

Y   N   Vision Problems                 
 
Y   N  Dry Eye 


Y   N  Allergies

Y   N   Double Vision


Y   N  Eye Injury


Y   N  Asthma

Y   N   Crossed Eyes


Y   N  Headaches (Frequent)
Y   N  Arthritis

Y   N   Lazy Eye



Y   N  Migraine


Y   N  Diabetes

Y   N   Wandering Eye


Y   N  Seizures


Y   N  Chronic Illness

Y   N   Droopy Eyelid


Y   N  Sinus Problems

Y   N  Abn. to Anesthesia

Y   N   Tear Duct Problems

Y   N  Concussion

Y   N  Reading Problems







Y   N  Attn. Deficit Disorder
Y   N  Learning Disability

Does your Child Wear Glasses __________ How Long ________ yrs.



                                   Contacts __________ How Long ________ yrs.

Date of last eye exam _________________

AGE OF FIRST PAIR OF GLASSES:
_____Mother
_____ Father
_____ Siblings
PLEASE LIST ANY CURRENT MEDICATIONS:

PLEASE LIST ANY ALLERGIES (ESPECIALLY MEDICATIONS):

IS THERE A FAMILY HISTORY OF:

Y   N  Cataracts at a young age

Y   N  Glaucoma



Y   N  Retinal problems

Y   N  Eye muscle problems

Y   N  Blindness



Y   N  Neurological disease

Y   N  Very strong glasses


Y   N  Difficulty with Anesthesia

Y   N  Learning Disabilities

