€ Advanced ye Care

CARE & SERVICE

Nume: Dute:

Birth Date: / / Age:

Email Address:

Place of Employment: Occupation:
Name of Medical Dodtor: Dotor’s Phone:
Dodtor’s Address:

Last Medical Exam: / / Last Eye Exam: / /

How were you referred to us? (family/friend/another dodtor/radio/etc)

Would you like o ssmmary of your exam sent toyour physidan? Oyes Ono

(This is highly recommended if you have diabetes, high blood pressure, rheumatoid arthritis o other systematic diseases.
Communication with dodors is important in your overall health.)

Visual Field Saeening? Oyes Ono

We offer o computerized visual field screening test. This test is able to deted defeds in your side vision which may not show up during a regular eye exam. This test is rec-
ommended if you have high blood pressure, family history of glaucoma, unexplained headaches, diabetes, migraines, history of sroke, head trauma, or hladkouts of vision.
The fee for this streening test is $14.00 and is not covered by your insurance.

Are you interested in contad lenses? Oyes Ono

Medical History

Doyou have any allergiestomedications  "hno  Clyes  If yes, explain:

List any medications you take {including oral contraceptives, aspirin, over the counter medications and home remedies):

List all major injuries, surgeries, and/or hospitalizations you have had:

Family History
Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions:

DISEASE/CONDITION YES ? RELATIONSHIP TO YOU

Blindness

Cotaract

Crossed Eyes

Gloucomu

Macular Degeneration

Retinal Detachment/Disease

Arthritis

Cancer

Dinhetes

Heart Disease

High Blood Pressure

Kidney Disease

Lupus

Thyroid Disease
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— Please turn this form over and complete side two —



Social History

Do you drive? O no

Do you use tohacco produats, alcohol, illegal drugs?

List any hobhies — (sports, trafts, reading etc.):

no

If yes, do you have visual difficulty when driving? Ono  Oyes

Oyes  If yes, type/amount/how long:

Review Of Systems Do you currently, or have you ever had any problems in the following areas:

SYSTEM NO YES ? SYSTEM NO YES ?
CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT
Fever, Weight Loss/Guin a a a Allergies/Hay Fever a a a
INTEGUMENTARY (Skin) a a a Sinus Congestion a a a
NEUROLOGICAL Dry Throat/Mouth a a a
Headaches a a a RESPIRATORY
Migraines a a a Asthma a a a
Seizures a a a Chronic Bronchitis a a a
EYES Emphysema a a a
Loss of Vision d d (| Pneumonia (| (| a
Blurred Vision a a a Shortness of Breath O a a
Distorted Vision/Halos a a a Tuberculosis O a a
Douhle Vision a a a VASCULAR/CARDIOVASCULAR
Dryness a a a Heart Attack a a a
Mucus Discharge a a a High Blood Pressure a a a
Redness a a a Pacemaker a a a
Sandy or Gritty Feeling a a a Vaswlor Diseose a a a
Itching a a a GASTROINTESTINAL
Burning a a O Diarrhea a O a
Foreign Body Sensation (| d d Constipation d d a
Excess Tearing/Watering d d d GASTROINTESTINAL
Glare/Light Sensitivity a a a Diarrhea a a a
Eye Pain or Soreness a g a Constipation a a a
Chronic Infedion of Eye or Lid a a a GENITOURINARY
Styes or Chalzion a a a Syphillis/Gonorrhen a a a
Flashes/Floaters in Vision | | | Genitals/Kidneys/Bladder | | |
Tired Eyes a a a BONES/JOINTS/MUSCLES
ENDORINE Rheumatoid Arthritis a a a
Thyroid/Other Glands a a a Mustle Pain a a a
DIABETES a a a Joint Pain a a a
SARCOIDOSIS a a a LYMPHATIC/HEMATOLOGIC
PREGNANT a a a HIV Positive/AIDS a a a
Nursing d d d Hepatitis/Jaundice d d a
MOOD & AFFECT - Appropriate/Inappropriate Sickle Cell a a a
Oriented to Time/Person/Place Other a a a
If you answered YES to any of the ubove please expluin:
Doctor’s Signature Date



