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Welcome to Elliott Eye Doctors!

Thank you for choosing Elliott Eye Doctors! The following information is used to provide you with the highest quality of
care and all questions are relevant to your examination. Some insurance companies require information to be asked at
each visit, so please answer to the best of your ability and Mcheck all boxes that apply. A paper copy can be provided per
request. If you have any questions or need assistance feel free to ask one of our staff members, we are happy to help! ©

Name (Last, First) Birth Date: Social Security#

What brings you in today?

Do you have any questions for the Doctor?

Date of Last Eye Exam: By Dr.
Date of Last Physical Exam: Primary Care Physician:
Location: Phone Number:

Eyewear and Contact Lenses

Do you wear eyeglasses? oNo 0ODistance OReading  OProgressive OBifocal OComputer  OOther
Do you wear contact lenses? OYES ONO Brand?

Prescription? Right Eye Left Eye

How old is your current pair of contact lenses? How many contact lenses do you have left?

Today’s Wearing Time? Average Daily Wearing Time? Average Replacement Period?

How often do you sleep in your lenses? Solution Used? Drops Used?
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oBlurred Vision
oDistorted Vision/Halos
OLoss of Side Vision
oOLoss of Central Vision
OFlashes/Floating
Other:

Do you currently have any of the following eye concerns? (MCheck all that apply)
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ORedness OMucous Discharge OForeign Body Sensation
OBurning OSandy or Gritty Feeling OChronic Lid Infection
Dltching OGlare/Light Sensitivity OEye Pain or Soreness
ODryness oSwelling OCrusting on Eyelashes
OSpots oDouble Vision OWatering/Tearing

OChoroidal Melanoma
ONight Blindness
ORetinal Detachment
ONystagmus
oDiabetic Retinopathy

Other:

Have you been diagnosed with any of the following conditions? (MCheck all that apply)

DCataracts OGlaucoma OFarsightedness

ODry Eye OLazy Eye ONear Sightedness
oOBlindness DAstigmatism OPresbyopia

ORetinitis Pigmentosa 0Corneal Ulcer OMacular Degeneration
Olritis OFloaters OKeratoconus

OKeratoconus

Olnjections

OEye Injury

ORetinal Hole/Detachment

Other:

Have you had any of the following procedures or correction for the following conditions?

OGlaucoma OCataract OMacular Degeneration
OLaser ONystagmus OCorneal Transplant
OBotox OPunctal Occlusion  OEye Muscle Surgery

oPatching or Vision Therapy

Medical History

Last blood sugar level?

Do you have any of the following health conditions? (MCheck all that apply)

Constitutional: oFibromyalgia ODepression DAttention Deficit DAnxiety oOBipolar
Neurological: OHeadache/Migraine oStroke OMultiple Sclerosis  TAutism DOSeizures
Respiratory: OChronic Bronchitis 0Asthma ODEmphysema oOSleep Apnea 0COPD
OHearing loss oOSinusitis oDry Mouth OLaryngitis
Gastrointestinal: OCrohn’s Disease oOColitis OCeliac Disease DAcid Reflux OUlcer
Genitourinary: oChlamydia OHerpes OProstate Cancer oOKidney Disease
Cardiovascular: OStroke OHeart Disease OHypertension OCongestive Heart Failure
Musculoskeletal: DArthritis OOsteoporosis OGout DAnkylosing Spondylitis
Integumentary: OEczema ORosacea OPsoriasis OAcne
0 Herpes Simplex (Cold Sores) OHerpes Zoster (Shingles)
Blood Disorders: DAnemia OBlood Loss OHigh Cholesterol
Immune: oLupus oHIV/AIDS oOSjogren’s Syndrome ORheumatoid Arthritis
Endocrine: OType I Diabetes* TType Il Diabetes* ©OThyroid Dysfunction O0Hormone Dysfunction
*Date you were diagnosed with diabetes mellitus? Last HbA1c? Date:

Time: Do you feel your diabetes is under control? OYES ©NO
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Are you currently taking any medications? OYES oONO Please list:

Do you have any known medication allergies? oYES oONO

Do you have any known environmental or seasonal allergies? oYES ONO

Have you had any major surgeries in your lifetime? OYES oNO Please List:

Social History

What is your occupation?

What are your hobbies?

Do you drive? OYES ONO Do you consume alcohol? OYES ONO
Are you pregnant and/or breast-feeding? OYES ONO

Do you use tobacco products? toNo oCigarettes oCigars oChewing Tobacco

Quantity and How Frequently?

If former smoker, how long ago did you quit?

Marital/Living Status:  OSingle OMarried 0OSeparated ODivorced oWidowed
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Family History

Please provide your immediate family history below by checking or circling all that apply.
(M- Mother, F- Father, B-Brother, S-Sister, MGM- Maternal Grandmother, MGF- Maternal Grandfather, PGM-
Paternal Grandmother, PGF- Paternal Grandfather)

Osteoarthritis M F 8 S MGM MGF PGM PGF
Asthma M F 8 ) MGM MGF PGM PGF
Thyroid Disorders M F 8 S MGM MGF PGM PGF
Cancer M F 8 ) MGM MGF PGM PGF
Type 1 Diabetes M F 8 S MGM MGF PGM PGF
Type 2 Diabetes M F 8 S MGM MGF PGM PGF
Hypertension M F 8 S MGM MGF PGM PGF
Heart Disease M F 8 S MGM MGF PGM PGF
High Cholesterol M F 8 S MGM MGF PGM PGF
Rheumatoid Arthritis M F 8 ) MGM MGF PGM PGF
Stroke M F 8 S MGM MGF PGM PGF
Amblyopia M F 8 S MGM MGF PGM PGF
Color Blindness M F 8 S MGM MGF PGM PGF
Cataract M F 8 ) MGM MGF PGM PGF
Macular Degeneration M F 8 S MGM MGF PGM PGF
Glaucoma M F 8 S MGM MGF PGM PGF
Retinal Detachment M F 8 S MGM MGF PGM PGF
Strabismus M F 8 S MGM MGF PGM PGF

By signing below I authorize all information provided has been answered to the best of my ability and I will contact
Elliott Eye Doctors to provide them with any updates or changes.

Patient Signature Date:

Parent/Guardian Signature Date:




