Medical History Questionnaire

Mame: Today’s Date: / /

Address: Phone:

Work Phone:

Guardian (If Applicable): Occupation:
Birth Date: ! ! Social Security #: i i Last Eve Exam: ! !
Name of Medical Doctor: D5 Phone:

Last Medical Exam: i i
Medical History

Do you have any allergies to medicationsr O no  Oyes  If yes, explain:

List any medications you take {including oral contraceptives, aspirin, over the counter medications and home remedies):

List all major injuries, surgeries and/or hospitalizations vou have had:

List any of the following that you have had: crossed eves, lazy eve, drooping evelid, prominent eyes, glancoma, retinal disease, cataracts,

eve infections or eye injuty:

Are you pregnant and/or nursing?  Ono  Dyes
Do vou wear glasses? Ono Oyes If yes, how old is your present pair of lenses?

Do you wear contact lenses? Ono Fyes If yes, how old is your present pair of lenses?
Type of contact lenses: D Rigid O Soft O Extended Wear O Other Are they comfortable? Oyes  Ono

Family History

Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions:
DISEASE /CONDITION NO  YES ? RELATIONSHIP TO YOU

Blindness
Cataract

Crossed Eves

Cslancoma

Macular Degeneration

Retinal Detachment/Disease
Arthritis

Cancer
Diabetes

Heart Discase

High Blood Pressure
Kidney Discase

Lupus

Thyroid Disease
Other
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%* Please turn this form over and complete side two *



Sﬂ C1 al H].Stﬂ fy This information is kept strictly eonfidential. Fowever, vou may discuss this portion divectly with the doctor i you prefer.

O Wes, 1 would prefer to discuss my Social History information directly with my doctor. (Cheek box)

Do youdrver O no  [Dyes If yes, do you have visual difficulty when driving? O no  yes If yes, please describe:

Do you use tobacco products? O no Oyes  If yes, type/amount/how long:

Do you drink alcohol?  Ono Fyes  If yes, type/amount/how long:

Do you use illegal drugs? (no Dyes If yes, type/amount/how long:
Have you ever been exposed to or infected with: O Gonorrhea 0 Hepatitis OJHIV [ Syphilis

Review of Systems

Do you currently, or have you ever had any problems in the following areas:

SYSTEM NO YES °? NO YES ?
CONSTITUTIOMNAL EARS, NOSE, MOUTH, THROAT

Fever, Weight Loss/ Gain O a O Allergies/Hay Fever O a O
INTEGUMENTARY (Skin) ) 0 O Sinus Congestion 0 0 0
NEUROLOGICAL Runny MNose O 0 0

Headaches m! ) M Post-Nasal Drip 0 A 0

Migraines 0 a) 0 Chronic Cough a ) )

Seizutes 0 | = Dy Throat/ Mouth 0 a )
EYES RESPIRATORY

Loss of Vision o o o {iBthns N e o &2

Blurred Vision o o o e § m =

Distorted Vision/Halos 0 o o i S e , '

Loss of Side Vision a a 0 VﬁSCULAﬂ / WIUVHUMR

Double Vision a d a ﬁ:_‘:':l;:m g ﬂ ﬁ

Diryness m) 0 a ; :

Mucous Dischiatgs o o o bt 5 = B

Redness a a ] spspon ol e I L

- ; GASTROINTESTINAL

Sanf.ll}r or Gritty Feeling m O 0 hiaidica A1 ] m!

{;ﬁ:;ﬁT g g g Constipation m ) )

e GENITOURINARY

PRISIED HEG Y Setiaon @€ 0 B Genitals/Kidney/Bladder o0 o o

Excess T{fﬂrlﬂf_:'_,'f'f“"ﬂ[uﬂﬂg 0 ) a BONES JI‘IJDINTS .l'll MUSC[.ES

Glm’; Light Sensitvity = 0 0 Bheumatoid Arthrids a 1 0

Eye Pain or Soreness 0 ) m Yisdde Pan A | o

Chronic Infection of Eye or Lid O | a Joint Pain M M 0

Sties or Chalazion a a O LYMPHATIC / HEMATOLOGIC

Hashuﬁfl"[tmtr_‘m in Vision a O ) Afstnia ) ) )

Tired Eyes 0 m m Bleeding Problems a 0 m)
ENDOCRINE _ ALLERGIC / IMMUNOLOGIC (m | o a

Thyroid /Other Glands a 0 m) PSYCHIATRIC ] 0 0

If you answered YES to any of the above or have a condition not listed, please explain & list medications:

Docror's Signanre Dhare
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INSURANCE INFORMATION AND FINANCIAL RESPONSIBILITY AGREEMENT

PATIENT INFORMATION:
Last Name: First Name; M.L

Emergency Contact Person:

Relationship to Patient: Phone Number:

INSURED AND/OR ACCOUNT RESPONSIBILITY INFORMATION:

Last Name: First Name: M.L
Social Security Number: e DOB
Current Address:
Street City State Zip
Home Phone #: Work Phone #; X
Employer:
Co. Name Address

[ No Vision Iasurance (*If you have no vision insurance check the box and move on to
“Signature of Financially Responsible Party”.)

INSURANCE CARRIFER: Phone:
Name of Cormpany
Claims Address:
Street City State Zip
Member 1.D. #: Effective Date:

Insurance Sigoature on File Release: 1 hereby authorize assignment of insurance benefits to Jasmina Koprivica ,0.D. Optometry for
optometric services and materials rendered in said office, lmdmhndthatlmnmclhculﬁmm:wponsibiﬁty for psymeat of
services. IfforanyressonmymsumoewmpanydoanmpaymemﬁcipamdhwmmbmcﬁtmhsnﬁmKuPﬁvica OD.
Optometry, I assume responsibility for the payment, including when eligibility has been detenmined in advance. Additionaily, I
undﬁstzndﬂ:mnnychangesmmymmmebmﬁmmbemhnﬁmdhwdﬂngmlmxopﬁm.O.D.Optomyplionn
initiation of any new eye and visionmmbas,mhmdasﬂndhatlwiﬂbmmmdhkfmmﬂecﬁnghmﬁﬁmmdwil!be
billed for the unpaid insurance benefits.

‘Sigm.nneofpaﬁmllgmﬁm "Date

MedlcalReeordsSlgnamreonH!eRdmezlanﬂlodzemerdcascofany treatnent records for my dependant or myself that may be
pquimdinordutopmmsanyinsmncechimonmyhebnlf.

Signature of patient/ guardian Date

*Signature ofFinanclallyReqmmlhlePndy:(signonlyifnovisiminmmnne)lunde:smdthmlmumetheumm
- responsibility for payment ofservicaandormalerialsmydq)endmlormysdfmnymcﬁiveﬁomﬂlcoﬁioeof Jasmina Koprivica

Signature of patient/ guardian Date



