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Date__________________
Name___________________________________Age_____________DOB_____________________

Address___________________________________________City______________ Zip___________
Home Phone (         ) ____________________    Cell Phone (         ) ___________________________
Person responsible for account______________________Relationship________________________
Employer____________________________________   Work Phone (         ) ___________________
Emergency Contact__________________________________  Phone (        ) ___________________
How did you hear about us? _________________________________________________________
Date of last examination_________________  Have you ever had Vision Therapy? ____Yes  No____

Do you currently use vision correction?  ____ None     ____Glasses     ____Bifocals      ____Contacts

If you wear glasses, why? ____Distance only   ____Near only   ____ Full-time   ____ Computer only
What is the main reason for your visit today? ____________________________________________
Are you restricted from any activities you enjoy due to your vision?  __________________________
Health History:
Do you use tobacco? If yes, how much? _________________________________________________

Do you consume alcohol? If yes, how much? _____________________________________________
Do you use illegal drugs/Substance abuse? _____ Describe __________________________________
Have you ever had eye surgery? _______ If yes, when? ____________________________________
Are you currently under a physician’s care? _____Yes  No_____ Dr’s Name____________________
Are you regularly taking pills or medications ____Yes  No_____ Specify _______________________
Date of last physical_____________________

How is your general health?    Excellent ______       Good______       Fair_______        Poor________ 
Please check all conditions that apply to you or that run in your family:
Weightloss/fever:   Self___ Family___               
Eyes (pain, light, flashed, floaters):  Self___ Family___
Ears, nose, mouth, throat:   Self___ Family___              Cardiovascular (heart,blood):   Self___ Family___
Respiratory (Lungs, asthma):  Self___ Family___             Gastrointestinal (stomach):   Self___ Family___    

Musculoskeletal (Bones, joints):   Self___ Family___ Integumentary (Skin,breast):    Self___ Family___  

Neurological (nerves,stroke):    Self___ Family___                Psychiatric (depression):  Self___ Family___

Endocrine (diabetes,glands):    Self___ Family___    
Hermatologic/lymphatic (blood,cholesterol):   
Self___ Family___
Allergic/immunologic (allergies,hepatitis):   
Self___ Family___

Do you have any allergies to any medications? If yes, please list medication and your reaction: ________________________________________________________________________________
Occupational History: 
What is your occupation? _________________  Job duties __________________________________
__________________________________________________________________________________
Hours per day spent reading or doing close work? ___________

Do you use a computer? ________ Do you have any problems seeing the monitor? ________
Do you experience any back or neck pain? _______________

Do you experience any of the following discomforts at work or home?

Headaches___   Eye strain___  Get sleepy___   Letters blur as you read___   Lose your place often___
See double___   Pulling sensation near eyes___   Do you avoid certain tasks? ____ 

If yes, explain ______________________________________________________________________
Does it take more effort to see clearly as the day goes on? ___________

Is it ever difficult to bring print or objects to clear focus? _____ When? _______________________
When computing, do your eyes get  ___red   ___dry   ___ache   ___sore
Do letters ever “swim”?


 ___Yes   ___No
Does any lighting ever bother you? 
  ___Yes  ___No

Do reflections or glare ever bother you? 
 ___Yes   ___No

Is it hard to proofread or find errors? 
 ___Yes   ___No

Please check the recreational activities in which you participate:
Swimming___  Soccer___  Football___  Tennis___  Racquetball___  TV Viewing___  Bike riding____
Gardening___  Home workshop___  Golf___  Hunting/shooting___  Music___  Card Playing______
Basketball___ Diving___ Sewing___ Baseball___ Crafts___ Video Games___ Other (specify)_______
Dilation Consent
Florida board of Optometry and the American Optometric Association recommend a dilated eye exam to fully access the function and health of your eyes.  Without dilation, a condition with the potential for the partial or total loss of vision may exist and go undetected.  Dilation is part of a complete eye examination and does not cost extra.  Dilation will cause sensitivity to light and will make your near vision blurry temporarily.  Our office will provide you with disposable sunglasses to minimize your sensitivity.  Please initial one option below, indicating that you have read and understood the dilation consent.
___Yes, I want my eyes dilated today.
___No, I do not want my eyes dilated today.

___No, I do not want my eyes dilated today, but I will reschedule the dilation at no cost.

I am responsible to pay for all services rendered.
Signature_____________________________________Date___________________________
