Office Visit

Please fill out every question to the best of your ability.

Name: Date of Birth: Date:

Address:

City: State: Zip Code: Phone Number:
E-mail Address: Occupation: Employer:
Medical Insurance Member ID:

First notice:  Date: Time:

Please check all that apply:

Red

Swollen

Pain

Watery

Light Sensitivity

Right eye Left Eye

Lashes Sticky

Itchy

Decreased Vision

Discharge (Describe)

Other (Describe)

1. Are you a contact Lens Wear?| |Yes | |No (If no skip to question 7)

What type of lenses do you wear?

How old are your lenses?

When did you last wear your contacts?

wok v

Do you sleep in you lenses?

Yes

[No

If yes, howlong do you wear thembefore removing?

6. What solution do you use?

7. Have you suffered any eye injury?|:| Yes |:|N0

If yes, please explain

Are you using any medication presently in your eyes?

9. Are there any additional comment you feel will assist the Doctor in treating your

condition?

Patient Signature:

Date:

Both Eyes
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