") VisioNQUEST

.’ EYECARE
Patient: Date:
Emergency Contact: Relationship: Emergency Contact Telephone:
Primary Care Physician: Specialist:

Please list any medications (either prescription or over the counter, including vitamins, minerals and herbals) you
are currently taking:

Please list any medical allergies:

Are you pregnant or nursing? NO YES Number of weeks:
Do you drink alcoholic beverages? NO YES
Do you smoke? NO YES Number of years: Packs per day:
EYES: Have you ever been diagnosed with any of the following?
YOU Date Diagnosed Family History Relationships
Glaucoma ~_NO _YES NO YES
Cataracts ~_NO _ YES NO YES
Retinal Detachment ~_NO _YES NO YES
Lazy Eye (Amblyopia) NO _ YES NO YES
Macular Degeneration =~ NO _ YES NO YES
Eye Turn (Strabismus) _ NO _ YES NO YES
Dry Eyes ~NO _YES NO YES
Eye Injury ~NO _ YES  Explain:
Eye Surgery ~_NO _YES  Explain:

Other Eye Problems ~_NO _ YES  Explain:
REVIEW OF HEALTH SYSTEMS  adopted / family history not known

Have you every been diagnosed with Cancer? ~ No  Yes, type: Treatment:

ENDOCRINE (GLANDS) CARDIOVASCULAR

_ No Problems _ No Problems

_ Thyroid Dysfunction _ Hormonal Dysfunction _ High Blood Pressure _ Stoke  Heart Attack

_ Insulin Dependent Diabetes - year diagnosed _ Vascular Disease _ Chest Pain

_ Non-insulin Dependent Diabetes - year diagnosed _ Irregular Heartbeat ~_ Heart Failure

Last blood sugar measurement: Last HbA1C: Palpitations Bypass Other

NEUROLOGICAL IMMUNE

_ No Problems _ No Problems

__Epilepsy _ Multiple Sclerosis _ Neuropathy _Rheumatoid Arthritis _ Sjogren’s Syndrome
Numbness _ Migraines Parkinsons Other HIV __Lupus _ Fibromyalgia _ Other

EARS/NOSE/ THROAT CONSTITUTIONAL

_ No Problems _ No Problems

_ Upper Respiratory Infection _ Sinusitis _ Vertigo _ Fatigue  Weight Loss/Gain _ Chills/Fever
Chronic colds _ Dry Mouth _ Hearing Loss _ Other _ Loss of appetite _ Other

GASTROINTESTINAL MUSCULOSKELETAL

_ No Problems _ No Problems

__Heartburn _ Colitis _Hepatitis _ Jaundice _ Muscular Dystrophy  Osteoarthritis

_ Ulcer _ Diarrhea _ Other _Joint Aches _ Muscle Aches _ Other

RESPIRATORY INTEGUMENTARY (SKIN)

_ No Problems _ No Problems

_ Bronchitis  Emphysema _ Shortness of Breath _ Psoriasis _ Eczema _ Rashes _ Acne

_ Tuberculosis _ Asthma _ Chronic Coughing _ Other _ Excessive Dryness _ Hives Rosacea _ Other

BLOOD/LYMPH PSYCHIATRIC (MENTAL)

_ No Problems _ No Problems

_Anemia _ Leukemia _ Sickle Cell _ Depression _ Bipolar _ Hallucinations

Rland clattine Hemaonhilia Other ANND/ADHD Other



VISUAL HISTORY

~NO _YES Do you plan to purchase new eyewear today?

NO YES Would you like to be fit with contact lenses today?

NO YES Do you have problems driving at night?

~No _YES Do you ride a motorcycle?

~_NO _YES Do you regularly use the computer? How many hours per day:

If you currently wear prescription eyeglasses...

~_NO _YES Does your spare pair have your correct prescription?
~NO _YES Do your prescription sunglasses have UV (ultra-violet) protection?
_ Not Sure

If you currently wear contact lenses...
NO YES Would you like to enhance or change your eye color with contact lenses?

Would you like to be evaluated for...

~_NO YES vision correction without glasses or contacts?
I was referred by: _ family doctor _ Friend/family (name) _ Yellow pages
_ Location
_ Insurance

I understand that the information that I have given today is correct to the best of
my knowledge. I also understand that this information will be held in the strictest
confidence and that it is my responsibility to inform this office of any changes in
my medical status. I authorize the optometric staff to perform any necessary
optometric services that I may need during diagnosis and treatment, including
pupil dilation.

Dr. Initials: Date: X
Signature Date

Dr. Initials: Date: X
Date

Dr. Initials: Date: X
Date

Dr. Initials: Date: X

Date



