Lakewood Vision Center


 Date:  ____________________

Patient’s Name: (Mr., Mrs., Ms.)



   Date of Birth: __________

Sex: M__ F__ Name of spouse or parents: 



__________________

Patient’s SSN: _________________ Social Security # of Insured: 


______ 

Address: 











City/State: 






Zip: 





Home Phone: 



  _____  Office: ____________________________

Name of Vision Insurance:


____________________________________

Occupation:  




 Employer: 





Family Physician: 











Whom may we thank for referring you to us? 







Purpose of this visit: 











Eye Health History

Date of last vision examination: 


 Dr.: 






     Please check the appropriate item:

Do you wear glasses for: Distance ______ Near ______ Both ______

Are you currently a Contact Lens wearer?

Yes _____ No _____

Have you ever worn Contact Lenses?


Yes _____ No _____

Are you interested in Contact Lenses?

Yes _____ No _____

Do you operate a computer at home or work?
Yes _____ No _____

Previous eye injury or surgery?  Explain 







Are you undergoing medical or dental treatment at this time?
Yes _____ No _____

If yes, explain: 










Are you taking any medications at this time?



Yes _____ No _____

If yes, list: 











Any allergies to foods or medications? ________________________________________

Are you interested in Laser PRK for nearsightedness/astigmatism?
Yes _____ No _____ Personal Health History
_____ Headaches
_____ Double Vision

_____ Streaks/Flashes of Light    

_____ Cataracts
_____ Colored Halos

_____ Strain with near work

_____ Diabetes
_____ Pain in eye

_____ Blurred vision at near

_____ Sinus 

_____ Thyroid problem
_____ High Blood Pressure

_____ Glaucoma
_____ Kidney problem
_____ Allergies

_____ Eyes itch or water excessively   

Other Health problems 










Family Health History

_____ Glaucoma      _____ Diabetes      _____ Cataracts      _____ High Blood Pressure

