
                      

 

Registra)on Informa)on 
   l)    Please complete the following forms PRIOR to your visit. 
                      * Pa%ent Medical History Form 
                      * Pa%ent Informa%on Form  
                      * Pa%ent Consent for Use & Disclosure of Protected Health Informa%on  

         * If you have a separate medicine list and/or your own printed medical history summary, please 
            bring a copy for your records.                                         

 
  2)    Our staff may contact you for a phone interview in advance of your appointment. 

                       This will allow us to gather your pa%ent informa%on from the above forms prior to your arrival.         
If you are unable to do the interview in advance, please bring the completed forms to your first 
office visit.  

 
 

3)    Sign in at our recep@on desk. Please bring a photo ID and your medical insurance card(s). If your 
        insurance requires a referral; it is your responsibility to obtain this from your primary care doctor  
        or referring physician prior to your appointment.  
 
What to expect 
Your visit may last one to three hours, depending on the complexity of your problem, type of tes%ng 
required, or if immediate treatment is needed. We will dilate your pupils to perform a thorough re%nal 
exam. Side effects include blurred vision and light sensi%vity, which may last several hours. We 
recommend you have transporta%on arranged for your trip home if you feel the dila%on will affect your 
vision for driving.  
 
Payment Informa2on 
 If your insurance company requires a co-payment, this is due upon registra%on, prior to your exam. We 
accept cash, checks, VISA/MASTERCARD/DISCOVER/AMERICAN EXPRESS. If you are uninsured, please 
call our office PRIOR to your visit, so our pa%ent account specialist can review our policies with you. 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
 
               

 

 



 

PATIENT MEDICAL HISTORY 

 Name: ▢Mrs. ▢Ms. ▢Miss ▢Mr.______________________________________________________Date:____________ 

Address:___________________________________________________________________________________________ 
City:_______________________________State:__________Zip:________________Date of Birth:___________________  

Have you had any of the following?                                                      (Explain YES answers below)  

Laser eye surgery................................ ▢Yes ▢No __________________________________________________________ 
Cataract surgery.................................. ▢Yes ▢No __________________________________________________________ 
ReHna surgery......................................▢Yes ▢No __________________________________________________________ 
Eye InfecHons...................................... ▢Yes ▢No __________________________________________________________ 
Glaucoma ........................................... ▢Yes ▢No__________________________________________________________ 
Other eye problems/surgery............... ▢Yes ▢No __________________________________________________________  

Do you have any of the following condi5ons? 

Anemia................. ▢Yes ▢No      Kidney problem .................. ▢Yes ▢No      Difficulty with urinaHon…………..….	▢Yes ▢No 
ArthriHs................ ▢Yes ▢No      Back or neck pain ................ ▢Yes ▢No     Chest pain/palpitaHons…..………….. ▢Yes ▢No   
Headache ............ ▢Yes ▢No      Bleeding disorder................. ▢Yes ▢No      Cough/shortness of breath…………..▢Yes 
▢No 
Hearing loss.......... ▢Yes ▢No     DemenHa/Alzheimers.......... ▢Yes ▢No      Stomach/intesHnal problem…………▢Yes ▢No 
Liver disease…...... ▢Yes ▢No      Recent weight change......... ▢Yes ▢No      Depression/psychiatric problem…..▢Yes 
▢No 
Sinus trouble........ ▢Yes ▢No      Rash or skin problems......... ▢Yes ▢No     Numbness/Hngling in fingers/toes..▢Yes ▢No 
Fever or chills....... ▢Yes ▢No      Mouth sores or disease ...... ▢Yes ▢No     Physical LimitaHons……………………… ▢Yes 
▢No 
Thyroid disease ... ▢Yes ▢No							FaHgue/overall weakness... ▢Yes ▢No  
                   Date of onset 
Autoimmune CondiHons.................▢Yes ▢No ___________________________________          _____________________ 
InfecHous disease......................... ..▢Yes ▢No ___________________________________          _____________________                           
(HIV, AIDS, HepaHHs, MeningiHs, MRSA, Shingles, Staph, TB) 
High blood pressure........................ ▢Yes ▢No ___________________________________          ____________________ 
Diabetes.......................................... ▢Yes ▢No ........ ▢Type I ▢Type II ________________           ____________________ 
Lung disease ................................... ▢Yes ▢No ___________________________________          ____________________ 
High cholesterol.............................. ▢Yes ▢No ___________________________________           ____________________ 
Cancer.............................................. ▢Yes ▢No ___________________________________          ____________________ 
Stroke/neurologic disorder.............. ▢Yes ▢No ___________________________________          ____________________ 
Heart disease .................................. ▢Yes ▢No ___________________________________          ____________________  
 
 

(ConHnued on other side) 
 



Have you had a Flu Shot?  ▢Yes ▢No         (if so approximate date): _____________________________________ 
Have you had a shingles Vaccine?   ▢Yes ▢No 
Do you have a living will?   ▢Yes ▢No 
 
List any other major illnesses, hospitaliza5on and surgeries (with dates, if possible): 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________  
 
List all medica5ons you currently take (name, dosage, frequency).            If none, check here ▢.  
Eye medica5ons:  
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
Other medica5ons: 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
Are you allergic to any medica5ons?            ▢Yes ▢No         (If YES, please list) 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________  
 
Have any family members or rela5ves had any of the following condi5ons?       (list relaHonship to you below)  
 
Glaucoma ......................................... ▢Yes ▢No __________________________________________________________  
Macular degeneraHon...................... ▢Yes ▢No ___________________________________________________________ 
ReHnal detachment.......................... ▢Yes ▢No ___________________________________________________________  
DiabeHc ReHnopathy ....................... ▢Yes ▢No ___________________________________________________________ 
Blindness.......................................... ▢Yes ▢No ___________________________________________________________ 
Diabetes........................................... ▢Yes ▢No ___________________________________________________________ 
Heart disease .................................  ▢Yes ▢No ____________________________________________________________ 
Cancer.............................................. ▢Yes ▢No ____________________________________________________________ 
UveiHs.............................................. ▢Yes ▢No    Autoimmune CondiHons................. ▢Yes ▢No 
 
Your occupaHon: __________________________________________________________________________ ReHred ▢ 
Your employer:___________________________________________________________________________________ 
Marital Status:.................................................▢Married   ▢Single    ▢Widow(er) 
 Do you drive a car?.........................................▢Yes ▢No  
Can you read small print (newsprint)?............▢Yes ▢No  
Do you smoke tobacco?..................................▢Yes ▢No            Current or previous use? __________________________ 
Do you drink alcohol?......................................▢Yes ▢No            How o^en? _____________________________________ 
History of drug/substance abuse: ...................▢Yes ▢No            Details _________________________________________  
 
Primary care physician: _______________________________________________________________________________  
 
City: ___________________________________ State:___________ Name of Pharmacy: __________________________ 


