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Please help us customize your eye examination today by providing the following information:
Date: 



Name:









Birthdate:




Address:







City:


State:

Zip:


Email:







Phone:   




(Home
(Cell
Your employer:






Occupation:






Emergency contact:





Phone:







How did you hear about Eye Spy Optical?__________________________________________________________________________
Eye History

Reason for today’s exam:













I currently wear:  ( Glasses
When do you wear your glasses:    ( All day
( Reading/near
( Distance only
( Work/safety

( Contact lenses

Type:  ( Single vision   ( Toric
( Multifocal
( Extended wear
Previous eye surgery?
(No
(Yes
 Type:










I have previously been diagnosed with the following:


Family Eye History
( Macular degeneration

( Amblyopia


( Macular degeneration
( Glaucoma


( Eye Turn


( Glaucoma
( Cataracts


( Eye Injury/infection

( Vision loss
Do you use any eye drops?
(No
(Yes 
Type:









Current Eye Symptoms:

( Dryness


(Itching


(Frequent redness

(Double vision

( Light sensitivity

(Pain



(Frequent discharge or mattering
(Watering

( Fluctuating vision

(Loss of eyelashes

(Sandy/grittiness

(Headaches

( Flashes/spots in vision

(Tired eyes after computer
(Night driving difficulty

(Discomfort due to glare
( Difficulty seeing objects against their background
Medical History

Do you have a history of any of the following conditions:

( Diabetes


( High blood pressure

( High Cholesterol

( Hyperthyroid

( Autoimmune disease

( Cancer


( Skin condition (Rosacea/Eczema/Psoriasis)  
( Currently pregnant

( Currently breastfeeding

Do you currently take medication?
( No
( Yes (please list): 








Are you allergic to medications?  
( No 
( Yes (please list):








Lifestyle

History of smoking?

( No
( Yes                              Hours of computer use per day: 




Do you routinely wear sunglasses? ( No
( Yes

         Hours of driving per day: 





Hobbies/Sports: 














acknowledgements:

I acknowledge that I read the Eye Spy Notice of Privacy Practices & Consent for Dilation.  Payment is expected at the time of service.

Signature: 









Date:




Please initial ONE:             I understand & consent to have dilation done. OR            I understand & decline dilation at this time. I understand the potential for partial or total loss of vision may exist and, without dilation, may go undetected.
