
Vislon lnsurance Provid er:

Name:

Medical lnsurance Provlder:
Date oF last eye exa

Chlef Complaln

Drug Allergles/ Sensltlvlties

Reacflon

Past Surgerle

Current Medlcation

Major llinesses or lnJurle

Asthenoplc;

Glare Sensltivlty

Headaches

Ught Sensltlvlty

Tlred Eyes

Physlologlct

Burnlng

Dryness

Eplphora {Watery Eyes)

Eyelld Swelllng

Eye Paln or Soreness

Forelgn BodySensadon

lnfectlon of Eye Ud

Itchlng

Mucous

Pto5ls (0rooplng Eyeltd)

Rednesf

Sandy or Grltty Feellng

REVIEW OF SYSTEMS:

Ears, Nose, Throat, Mouth

Cardlovascular (htgh Bp, etc,)

neJplratory {asthma, etc,)

Gastrolntestinal

Genltal, (ldney, Bladder

Muscles, 8ones, Jolnts

Skln (rash, skln cancer, etc.)

Neurologlcal

Psychiatrlc (anxtety, etc.i

Endocrl;dldtabetic, etc.)

Blood/l,imph(cholesterol etc.)

Allerglc/tmmunologlc

Pregnant

Nurslng

PLEASE CIRCLE:

YES

YES

YE5

YES

YES

YES

YES

YES

YES

YES

YE5

YES

Yes

YES

YES

YE5

CURRENT EYE SYMPTOMS

VlsualSymptoms:

Blurred Vlslon Dlstance

Blurred Vlslon Near

Dlstorted Vlslon

Double VIslon

Flashes of Llght

Floaters or Spots

FluctuatlnE Vlslon

loss of Central Vlslon

Loss of Slde Vlslon

Loss Of Vlslon

0ther

Eye Dlseasesl

Amblyopla (Lauy Eye)

B lepharltls

Bllndness

Cataract(s)

Color Bllndness

Dlabeflc neflnopathy

Dry Eye Syndrome

Eye lnjurles

Glaucoma

Glaucoma Suspect

Hlgh lilsk Medlcalion

Macular Degeneration

PVD

Retlnal Detachment

Strablsmus {Eye Turn)

Other

Arthrltis

Cancer

Dlabetes

Heart Dlsease

HlBh Blood Pressure

Kldney Dlsease

Lupus

Stroke

Ihyrold Dlsease

YE5

YES

YES

YE5

YE5

YES

YES

YES

YE5

YES

YE5

YES

YES

vEs

YES

YE5

YES

YES

YES

YES

YES

Yt5

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

FAMILY HISTORY:

Eye Olseasesi Systemlc Dlseases:

Amblyopla {Lazy Eye)

Bllndness

Cataract(s)

Colorbllndness

Eye Tumors

Glaucoma

Glaucoma Suspect

Macular Degeneratlon

Retlnal Detachment

Strablsmus (Eye Turn)

YES

YE5

YES

YES

YES

YE5

YE5

YES

YIS

YE5

YES

YES

Y[S

YE5

YES

Do you drlnk alcohol? No / occaslonal / tperday / z_3perday /a+perday
Doyousmoke? N0 / occaslonal I L/2packpet day / lpackperday / t+packperday
computerused? YES / NO Hours p€r day----__--:_ Do you wear contact lenses? yES / NO
Doyou drlve? yEs,/ No oo'iou have vlsual dlfficulty when drlvlng? yEs / No
Do you have a glare problem? yES / NO . Do you hEvs any problems wlth nltht vlslon? yES / NO
0o you currently wear glasses? yES / NO Slnce_ FULITIME / PARIT|ME / DISTANCE / NEAn
GrassEs owNEDr srnsle vlsron progressrve Brfocars safety Glasses sporrs Glasses Back"up Glasses

Bay View Eye Care Center

1930 S, Bascom Ave. Ste. 210, Campbell, CA 95008

Patient History and lnformatlon

YE5

YES

YES

l vts

YES

YES

YES

YES

YES

YES


