
   

	

PATIENT INFORMATION FORM 
	

PATIENT	NAME	_________________________________________________________________________________________		DATE	OF	BIRTH	 	________________	
	 													(FIRST)	 	 					(MIDDLE	INITIAL)	 																				(LAST)	

CONTACT	INFORMATION		

	 HOME	PHONE			________________________________________________________	WORK	PHONE			_______________________________________________		

	 CELL	PHONE	 _________________________________________________________			OTHER	(SEASONAL)	 _________________________________________	

	 AT	WHICH	NUMBER	WOULD	YOU	PREFER	TO	RECEIVE	AUTOMATED	APPOINTMENT	REMINDERS?			

	 	 q		HOME			 q		CELL			 q		WORK		 q		OTHER	(SEASONAL)				

	 MAILING	ADDRESS__________________________________________________	 SEASONAL	ADDRESS	__________________________________________	

	 		_______________________________________________________________________	 __________________________________________________________________	

PERSONAL	INFORMATION	

	 SEX:		q		M			q		F																					MARITAL	STATUS:			q		MARRIED			q		SINGLE			q		DIVORCED			q		WIDOWED		

	 LANGUAGE:			q		ENGLISH							q		SPANISH							q		FRENCH								q		OTHER			 ________________________________________________________	

	 THE	FOLLOWING	INFORMATION	IS	REQUESTED	BY	MEDICARE:		

	 	 RACE:			 q		DECLINE	TO	REPORT					q		AMERICAN	INDIAN					q		BLACK	OR	AFRICAN	AMERICAN	 q		CAUCASIAN							
	 	 	 q		OTHER		___________________________________________________________________					 		

	 	 ETHNICITY:					q		DECLINE	TO	REPORT						q		HISPANIC					q		LATINO					q		NOT	HISPANIC	OR	LATINO	

EMERGENCY	CONTACT(S)	

	 NAME	OF	EMERGENCY	CONTACT			_____________________________________________________________________________________________________	

	 PHONE	___________________________________________				RELATIONSHIP	TO	THE	PATIENT	_________________________________________________	

EMPLOYMENT	INFORMATION		

	 EMPLOYER		_____________________________________________________________________________			OCCUPATION	 ________________________________	

	 EMPLOYER	ADDRESS	 ___________________________________________________________________________________________________________________	

DOCTOR	INFORMATION	

	 EYE	DOCTOR		__________________________________________________________________________	 PHONE	 _______________________________________	

	 PRIMARY	CARE	PHYSICIAN		__________________________________________________________	 PHONE	 _______________________________________	



   

	

MEDICAL	HISTORY		
PLEASE	CHECK	ANY	MAJOR	DISEASES,	CONDITIONS,	OR	ILLNESSES.			INCLUDE	ANY	CONDITIONS	FOR	WHICH	YOU	ARE	
TAKING	MEDICATIONS.		INCLUDE	ANY	RELEVANT	DETAILS.	

q		DIABETES	MELLITUS	(SEE	NEXT	SECTION	FOR	SPECIFIC	QUESTIONS)	

q		HYPERTENSION	(HIGH	BLOOD	PRESSURE)	 	

q		HYPERLIPIDEMIA	(HIGH	CHOLESTEROL)	
q		CEREBROVASCULAR	ACCIDENT	(STROKE)	

q		CORONARY	ARTERY	DISEASE	
q		MYOCARDIAL	INFARCTION	(HEART	ATTACK)	
q		CONGESTIVE	HEART	FAILURE	
q		ATRIAL	FIBRILLATION		
q		ARRHYTHMIA,	OTHER	(IRREGULAR	HEART	BEAT)	
q		ANEMIA	
q		COAGULATION	DEFECT	(CLOTTING	DISORDER)	
q		ASTHMA	
q		CHRONIC	OBSTRUCTIVE	PULMONARY	DISEASE	(COPD,	EMPHYSEMA)	
q		SLEEP	APNEA	
q		THYROID	DISEASE	
q		CHRONIC	RENAL	FAILURE	(REQUIRE	DIALYSIS)	
q		MRSA,	VRE	(ANTIBIOTIC	RESISTANT	INFECTION)	
q		AUTOIMMUNE,	IMMUNE	OR	INFLAMMATORY	DISEASE	
q		CANCER	 	
q		OTHER	MAJOR	DISEASES,	OR	EXPLANATIONS	FOR	ABOVE			___________________________________________________________	
	 __________________________________________________________________________________________________________________	
	 __________________________________________________________________________________________________________________	

SURGICAL	HISTORY		
INCLUDE	ANY	RELEVANT	DETAILS	SUCH	AS	APPROXIMATE	YEAR	OF	SURGERIES.	

q		CATARACT	SURGERY	

q		OTHER	EYE		SURGERY		___________________________________________________________________________________________	
q		HEART	BYPASS	GRAFT	(CABG)	OR	HEART	STENT	
q		HEART	SURGERY,	OTHER	
q		CAROTID	ENDARTERECTOMY	(CAROTID	ARTERY	SURGERY)	
q		AMPUTATION	
q		ANEURYSM	REPAIR	



   

	

q		OTHER	MAJOR	SURGERIES	OR	EXPLANATIONS	FOR	ABOVE		__________________________________________________________	
	 __________________________________________________________________________________________________________________	
	 __________________________________________________________________________________________________________________	

PREFERRED	PHARMACY	
PHARMACY	NAME		 __________________________________________________________________________________________________	
	 	
LOCATION	 __________________________________________________________________________________________________________	

EYE	MEDICATIONS	
PLEASE	LIST	ANY	MEDICATIONS	YOU	ARE	CURRENTLY	TAKING	FOR	THE	EYE.	INCLUDE	DOSES	AND	WHICH	EYE.	

________________________________________________________								 ________________________________________________________	
________________________________________________________								 ________________________________________________________	

OTHER	MEDICATIONS	
IF	NOT	PROVIDED	IN	YOUR	OWN	DOCUMENT,	LEASE	LIST	ANY	OTHER	MEDICATIONS	YOU	ARE	CURRENTLY	TAKING.	
INCLUDE	DOSES.	
________________________________________________________								 ________________________________________________________	

________________________________________________________								 ________________________________________________________	

________________________________________________________								 ________________________________________________________	

________________________________________________________								 ________________________________________________________	

MEDICATION	ALLERGIES	
PLEASE	LIST	ANY	ALLERGIES	TO	MEDICATIONS.		INCLUDE	REACTION.	

________________________________________________________								 ________________________________________________________	

________________________________________________________								 ________________________________________________________	

	


