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PATIENT INFORMATION:

Thank you for choosing Eye Spy Optical for your eye care needs.  If you have any questions or concerns, do not hesitate to ask for assistance.  We will be happy to help you.  All information is kept confidential.

Name:       FORMTEXT 

     






Date:




   First,  MI,  Last



Address:
Home Ph:
I prefer to receive calls at:    FORMCHECKBOX 
  Home    FORMCHECKBOX 
   Work   FORMCHECKBOX 
 Cell 

Email: 
Your employer: 
Partner/Parent’s name: 
Contact in case of emergency: 
How did you hear about Eye Spy Optical? 
HEALTH HISTORY:

1.  Reason for today’s exam: 
2.  Date of last exam:       Name of eye doctor:      
3. Do you or anyone in your immediate family have a history of the following:

 FORMCHECKBOX 
 Diabetes 
 FORMCHECKBOX 
 Blindness
 FORMCHECKBOX 
 High Blood Pressure

 FORMCHECKBOX 
 Cataracts
 FORMCHECKBOX 
 Glaucoma
 FORMCHECKBOX 
 Heart condition  FORMCHECKBOX 
 Hyperthyroid  FORMCHECKBOX 
 Turned or lazy eye

4.  Please check any of the following conditions that apply to you: 
 FORMCHECKBOX 
 Frequent headaches  FORMCHECKBOX 
 Drug allergies  FORMCHECKBOX 
 Pregnant  FORMCHECKBOX 
 Allergies

 FORMCHECKBOX 
 Sinus trouble              FORMCHECKBOX 
 Have given birth in the last 6 months


5.   Please list all medications you are taking: 
6.   Have you ever had the following conditions involving your eyes?

 FORMCHECKBOX 
 Eye surgery
   FORMCHECKBOX 
 Sensitivity to light
  FORMCHECKBOX 
 Eye infection or disease

 FORMCHECKBOX 
 Eye injury       FORMCHECKBOX 
 Floaters or Spots    FORMCHECKBOX 
 Double vision   FORMCHECKBOX 
 Eye strain

 FORMCHECKBOX 
 Severe pain    FORMCHECKBOX 
 Poor near vision
  FORMCHECKBOX 
 Poor distance vision

 FORMCHECKBOX 
 Medical treatment
 

  FORMCHECKBOX 
 Eyes burn, itch or water 

7.   Do you currently wear glasses?
 FORMCHECKBOX 
 YES
  FORMCHECKBOX 
 NO

7a.  When do you wear your glasses?

 FORMCHECKBOX 
 All the time
 FORMCHECKBOX 
 Reading/near work
 FORMCHECKBOX 
 Work safety 

 FORMCHECKBOX 
 Computer work  FORMCHECKBOX 
 Distance tasks only   FORMCHECKBOX 
 Other      
8.  Have you ever worn contact lenses?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

9.  Are you interested in wearing contact lenses?  FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

9a. If so, what style?

 FORMCHECKBOX 
 Soft
      FORMCHECKBOX 
 Extended wear   FORMCHECKBOX 
 Gas Permeable    FORMCHECKBOX 
 Bifocal

 FORMCHECKBOX 
 Tinted   FORMCHECKBOX 
 Astigmatic          FORMCHECKBOX 
 Disposable           FORMCHECKBOX 
 Unsure

10.  Do you work at a computer or video display terminal?

 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

11. Do you use any hand-held devices (e.g. smart phone, tablet)?

 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

12. Do you wear sunglasses on a regular basis? 

 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

13.  In which hobbies or sports do you participate?      
AUTHORIZATION

I certify that I have read and understand the above information to the best of my knowledge.  The above questions have been answered accurately.  I understand that providing incorrect information can be dangerous to my health.  I authorize the eye doctor to obtain or release any information including the diagnosis and the records of any treatment or examination rendered to my child or me during the period of such eyecare to health practitioners.  I agree to be responsible for payment of all services rendered on behalf of my dependent. I acknowledge that I read the Eye Spy Privacy Notice and was offered a copy. 

X











Signature of Patient (or parent, if a minor)
Date



I have reviewed and discussed the above information with the patient.

X

Signature of Optometrist


Date






