
Patient History Form Black Ink Only Please
Today’s Date:________________
Patient Information
Patient’s Name: ____________________________________________ Male or Female: _________      
Date of Birth: ___________ Cell/ Home phone: _________________ Email: __________________
Adress: __________________________________ City: ______________ State: ______ Zip: _______
Guardian’s Name: __________________________________ Guardian’s phone:_______________
Occupation: _________________________ Place of Work: _________________________________ 
Insurance Information
Primary Insurance: _______________________________ Plan ID:___________________________
Name of Insured: ______________________________________ Male or Female: _____________
Insured Date of Birth: ________________ Insured’s Social Security #: ______________________
Patient’s relationship to Insured: _________________
	
Secondary Insurance: _______________________________ Plan ID:_________________________
Name of Insured: ______________________________________ Male or Female: _____________
Insured Date of Birth: ________________ Insured’s Social Security #: ______________________
Patient’s relationship to Insured: _________________
Medications and Drug Allergies
List of any medications that you take: ________________________________________________________________________________________________________________________________________________________________________
Medications you are allergic to: ____________________________________________________________________________________
Ocular Review of Systems
Check any boxes for any of the following applicable conditions. 
[bookmark: Check1][bookmark: Check2]|_| Blurred Vision	                                     |_| Eye infections
[bookmark: Check3][bookmark: Check4]|_| Dry Eyes                                                        |_| Cataracts
[bookmark: Check5][bookmark: Check6]|_| Itchy Eyes                                                     |_| Glaucoma
[bookmark: Check7][bookmark: Check8]|_| Eye Discharge                                            |_| Macular Degeneration
[bookmark: Check9][bookmark: Check10]|_| Tearing/ Watery eyes                               |_| Retinal Detachments
[bookmark: Check11][bookmark: Check12]|_| Floating Spots                                            |_| Lay Eye
[bookmark: Check13][bookmark: Check14]|_| Flashing Lights                                           |_| Eye Surgery
Explain any checked boxes: ________________________________________________________________________________________________________________________________________________________________________
Review of Medical History
Check any boxes for any of the following applicable conditions. 
[bookmark: Check15][bookmark: Check16]|_| Headaches/ Migraines                          |_| Shingles/ Rosacea
[bookmark: Check17][bookmark: Check18]|_| Seizures                                                        |_| Diabetes
[bookmark: Check19][bookmark: Check20]|_| Thyroid Conditions                                  |_| High Blood Pressure
[bookmark: Check21][bookmark: Check22]|_| Stroke                                                            |_| Heart Disease
[bookmark: Check23][bookmark: Check24]|_| Any Autoimmune Diseases                 |_| Anxiety/ Depression/ Claustrophobia 
Explain any checked boxes: ________________________________________________________________________________________________________________________________________________________________________
Family History
Please note any family members who have any of the following conditions.
Blindness: ___________   Glaucoma: __________ Cataracts: ______________ 
Macular Degeneration: ____________ Retinal Detachments: ______________
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