Patient Information

Date:__________________

Title:_________ Name:____________________________________________________________ DOB:________________

Address:_____________________________________________________________________ City:____________________

Postal Code:__________________ Phone Number: _______________________________________(Home/cell)

Alternative Phone Number:_________________________________________________________

Email: __________________________________________________ Preferred contact method:  phone/email

SK Health Care Number:____________________________________ Last Eye Exam:_______________________

Family Doctor:______________________________________  Occupation:___________________________________


REASON FOR TODAYS VISIT: ______________________________________________________________________ 



_________________________________________________________________________________________________________


Eye History: Please circle yes or no and elaborate if necessary

(Yes/No) Do you wear glasses? If yes, how old is your current pair?____________________________

(Yes/No) Do you wear contacts? If no, are you interested in trying them?______________________

(Yes/No) Are you happy with your current glasses or contacts?  ________________________________

(Yes/No) Do you use a computer? If yes, how many hours a day?________________________________

(Yes/No) Are you being monitored for any eye conditions? ______________________________________

(Yes/No) Have you ever had eye surgery? _________________________________________________________


Do you experience: (check all that apply)

______ Headaches	______ Eye Strain	______ Blur	______ Double Vision

______ Dry Eyes		______ Eye Pain		______ Floaters	______ Flashes of Light



Medical History:

Medications: Please list all medications that you take including eye drops & vitamins


_________________________________________________________________________________________________________


Do you have any allergies: _________________________________________________________________________

Do you or your family have: (circle)

(Self/Family)	Diabetes?				(Self/Family) Glaucoma?

(Self/Family) High Blood Pressure?			(Self/Family)Macular degeneration?

(Self/Family) Thyroid problems?			(Self/Family) Retinal Detachment?

(Self/Family) Heart Issues?				(Self/Family) Lazy Eye/Eye turn?

(Self/Family) Lung Issues?				(Self/Family) Keratoconus?

(Self/Family) Cancer (or history of)?			Other: ___________________________________

(Self/Family) Arthritis?			____________________________________________________






[bookmark: _GoBack]Please bring completed form with you to your appointment or email completed form to nicolejanierod@gmail.com before your appointment.
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