IMPORTANT: This questionnaire is to be reviewed at each appointment. Please answer all questions./
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PATIENT INFORMATION /& A&}

First Name/ 4 =: Patient’s Last Name /#: Sex/MERI: Q M/8 Q F/%& | Birth Date /4= H#:
Age/F#: / /

Occupation/B2: Employer/ i 3:: Social Security No./ & 22 4985

Street Address/#hit: City/3 3 State/ J1: ZIP Code/ Tl B 4mhlk:

Home Phone No./ & 55 % HE:

‘ Work Phone No./ T.{/E&5E:

Cell Phone No./ TF-#:

E-mail/EFEp(4: ‘ How did you hear about us/f+#8 A :

Emergency Contact Name & Phone No./ B & Bk A4 & BEE:

INSURANCE INFORMATION/ {#i& & 5}

Insurance Card/ID No./ {35 9Eh%:

Type of Insurance/{&F K1 - |0 vsP Q EyeMed Q MES | O Medicare | O BlueCross PPO

Name of Insured/#% &k A\t 44 SSN of Insured/# &k Nt 22 455 0. Birth Date of Insured/#% &k A H 4= H #7:
/ /

Relationship to insured/ . = NS A (247 -

B A T Z Q Self/H 2 | Q Spouse/Ef# | Q Child/&+ | Q Parent/RE | QOther (specify)/ HAh GF42) :

NOTE: INSURANCE CARD AND CO-PAYMENT MUST BE PRESENT AT TIME OF SERVICE.

MEDICAL INFORMATION/jJ& A BEm&Ex}

Allergies/ i Ocular History/JVEHEE 0 Pregnant/t*#
ergies/it4 cular History/ R} 5§ : —
0 None/f 0 None/ OWear glasses/ #1785 _
QOWear contact lenses/# &R 4%
Medication/ZE4): Injuries or Surgeries/F#i: QSoft/#k= Q Hard/f#
O None/#& Q None/ i Q Comfortable/ %71
Social History/ A& EHIE S

Q Doesn't Drive/ A & Q Drive/B = Driving Difficulties/# i K # -

Q Doesn't use Tobacco/ /% O Use Tobacco/#if#  Type/Amt/How long/48%, &=, £A:

O Doesn't Drink Alcohol/ A i Q Drink Alcohol/ &t Type/Amt/How long/$i%Y, &, ZA:

O Doesn't Use Illegal Drugs/ A~ F=lEi%: 24 5 O Use Illegal Drugs/fs fi =l 1%:82 &
Type/Amt/How long/4E%!, &, Z/A:

Premier Vision Optometry Polic i

No refunds allowed. Store credit only. / HERFE B BB A TER. FEAHESEANIERS

Patient/Guardian Signature/ A\ 5 &# A\ % 4 Date/ H#
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PERSONAL Review of Systems. Please check all that apply to you/ 522 8 /774 B i 2% RE

EYES/ R

Q Vision Loss/#i 71k

Q Blurry Vision/#5 /1154

QO Distorted Vision/# 5 4 #h

O Double Vision/F A1

O Dryness/#Z I}

O Redness/A4LHR

O Mucous Discharge/ ¥ HEfX
Q Gritty Feeling/ b i &2
Q Itching/#E itk

Q Burning/ X i

Q Excess Watering/it4 £ 7K
Q Light Sensitivity/ s

Q Eye Pain or Soreness/Hi i Bk
Q Chronic Infection/ {8 B
Q Flashes/[ 44

Q Floating Spots/ % 24

Q Tired Eyes/ L %

Q Cataracts/ (1 N fiE

O Diabetic Retinopathy/# Ji 5 447 4% s 52

Q Glaucoma/#H &R
O Macular Degeneration/# i 51
O Retinal Detachment/ 5 485 i Bk

GASTROINTESTINAL/ BiiE

Q Colitis/#% e #

Q Crohn’s Disease/ fiif B : [1] 5 %

Q Ulcers/i& 5

Q Constipation/{& i

Q Diarrhea/ g5
CONSTITUTIONAL/ 25K

Q Fever/ 3%

Q Weight Loss or Gain/#% = %4k,

Q Fatigue/#% 25

Q Trauma/A5

INTEGUMENTARY (SKIN)/ #hRI¥)
Q Eczema/#Z2Z

Q Rosacea// i i &

Q Psoriasis/

NEUROLOGIC/ ##&

Q Headaches/i

Q Migraines/ i ZE7H

Q Seizures/#Ei

Q Mult.Sclerosis/ % &% EAL IiE
ENDOCRINE/ Py43i

Q Non Insulin Diabetes /3R /% & 24l /R 7
O Insulin Diabetes/ i% 5 2 b R )i

Q Thyroid Dysfunction/ F R B Dt iR
Q Hormonal Dysfunction/ i # 52 2 A iR
RESPIRATORY/ IR

Q Asthma/ % i

Q Bronchitis/ & & %

Q Emphysema /45 i

CARDIOVASCULAR /.01

Q Heart Disease/ U i 7

O Hypercholesterolemiay/ i & % ifi i
Q Hypertension/ & Ifi.
EARS/NOSE/THROAT / B/ &/ Mk
Q Allergies/ i

O Sinus Congestion/ & & 7¢ IfiL

Q Runny Nose/ii &3

O Post Nasal Drip/ &7k

Q Chronic Coughy/1& £ iz 1

Q Dry Throat/Mouth/ A i 57 1
ALLERGIC/IMMUNE / &/ 45

Q Drug Allergies/Z:4it4

Q Seasonal Allergies/Z= i {3t &

Q Lupus/JRHr

Q Arthritis/ i i %
LYMPHATIC/HEMATOLOGIC/ #E /iy
Q Anemia/ & IfiL

Q Bleeding Problems/ H IfiL % &

Q Leukemia/ (A 1fL57%
MUSCULOSKELETAL/ JJLPA&

Q Fibromyalgia/ 4L

Q Muscular Dystrophy/ LA 25 i

Q Osteoarthritis/-& 14 [ & %

Q Ankylosing Spond./ 55 ELPEEFE &
GENITOURINARY/ W R45E &

Q Kidney problems/ & i [ &

Q Bladder problems/ [t [t 78

Q STDs/ 15

Q Other/H:Ath

FAMILY Medical History: Note relation to yourself (example: “mother”)/RER S BEEL, BEHMECKBEE (Bl :&EE)

Q Blindness/ %< 1]
Q Cataracts/ 4 N &

O Macular degeneration/ % it 8 :
Q Glaucoma/# iR

O Retinal detachment/ 148 s i
Q Crossed Eyes/["] %R

Q Lupus/7isE
Q Other/H:Ath

Q Cancer/#iE

0 Lupus/IRsE

Q Heart Disease/ > il & % 5
0 High Blood Pressure/ = IfiL &

0 Kidney Disease/ & i
Q Arthritis/ [# i %¢

Q Thyroid Disease/ H iR iR 5%

0 None/ f:

DISCLAIMER/®H

The above information is true to the best of my knowledge. I understand that I am financially responsible for payment of all services or materials provided to

me. I also authorize Premier Vision Optometry to release any information required to process my claims.

FRERAREN. T, FRATSUI RIS ate . IBIRIE Premier Vision Optometry FEIULMTHT B UME s B PRI R B

Patient/Guardian Signature/Js A\ 5 & # A %5 4

Date/ H 1
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