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Welcome to Dr. Richardson’s
PATIENT INFORMATION
Name _____________________________________________
Date of Birth _____/_______/________
Marital Status (circle one) Single Married Divorced Widowed
Address ________________________________________
City _______________________________ State __________ Zip ______________
Employer____________________________________________________________
Cell/Home/Work (circle one) _______________________________
Email Address (optional) ________________________________
Health/Vision Insurance ________________________________________________________ 
	Policy #________________________________________
	Group ID __________________________________________
	
What is the reason for your visit today? (Please check all that apply)
______Annual eye health exam _____I want new glasses _____I need more contacts
______Medical Issue or concern, please Explain_____________________________________
______________________________________________________________________________
Medical History (Please check all that apply)
_____glaucoma _____cataracts _____macular degeneration ______diabetes 
______retinal detachment _______high blood pressure _______pregnant/nursing
Surgeries_____________________________________________________________________
Hospitalizations________________________________________________________________
Current Medications____________________________________________________________
Parent/Guardian Information (if patient is a minor)
Name of Parent/Guardian _______________________________________
Address _____________________________ City___________________ State_____ Zip______
Phone Number____________________________
Relationship to patient__________________________________________
