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WELCOME TO OUR OFFICE

PATIENT INFORMATION       Date:_____/_____/_____
          (Single    (Married    (Divorced    (Widowed  
Patient Name:_____________________________________

                                  Last 

            First
                                   Middle Initial
(Child  *Parent Name:__________________________________



                 Last 
                       First
Mailing Address: _________________________________




                              Street or PO Box

________________________________________________
                                     City

                      State
                           Zip


Email Address:____________________________________
May we contact you by e-mail?   FORMCHECKBOX 
YES     FORMCHECKBOX 
NO
Hm#:_____-_____-_______Date of Birth:____/____/____  
Wk#:______-______-_________Cell#:______-______-________

Sex: (F  (M      Social Security #:______-______-________    
          (Retired  (Unemployed  (Student   (Employed  

Employer: _______________________________________
 How did you hear about our office? Please check one below 
Location                     Newspaper            Yellow Pages         

Insurance Company   Word of Mouth      Other 
Friend/Relative/Physician__________________________
MEDICAL HISTORY                                                           .
Purpose of appointment:____________________________
Are you currently wearing:     (Glasses?         (Contact Lenses?                 
How old is your most recent prescription?______________
List past eye surgeries or injuries:_____________________
Please list all allergies to food and/or medications:________
________________________________________________

Please list all medications that you are currently taking: (include over- the- counter medication):______________________
________________________________________________
________________________________________________
Do you have any of the following:  (Check all that apply)

 FORMCHECKBOX 
Cataracts
 FORMCHECKBOX 
Arthritis
            FORMCHECKBOX 
High Blood Pressure
 FORMCHECKBOX 
Glaucoma
 FORMCHECKBOX 
Allergies- Seasonal      FORMCHECKBOX 
Thyroid Disease    

 FORMCHECKBOX 
Diabetes  
 FORMCHECKBOX 
Allergies-Non Seasonal     

 FORMCHECKBOX 
Other:______________________________
 
Do you experience…..  (Check all that apply)

 FORMCHECKBOX 
Dryness          FORMCHECKBOX 
Eye strain
      FORMCHECKBOX 
Gritty feeling in eyes
 FORMCHECKBOX 
Itchiness         FORMCHECKBOX 
Double vision
      FORMCHECKBOX 
Objects floating in vision 
 FORMCHECKBOX 
Burning          FORMCHECKBOX 
Sensitivity to light      FORMCHECKBOX 
Trouble seeing at night

 FORMCHECKBOX 
Watery eyes   FORMCHECKBOX 
Nausea or dizziness    FORMCHECKBOX 
Blurry distance vision
 FORMCHECKBOX 
Redness          FORMCHECKBOX 
Glare or reflection     FORMCHECKBOX 
Blurry near vision 
 FORMCHECKBOX 
Soreness         FORMCHECKBOX 
Flashes of light
      FORMCHECKBOX 
Sudden loss of vision
 FORMCHECKBOX 
Headaches      FORMCHECKBOX 
Other:_________________________________
Are you planning to get new glasses today?                           FORMCHECKBOX 
YES      FORMCHECKBOX 
NO       FORMCHECKBOX 
ONLY IF RX CHANGE
REVIEW OF SYSTEMS
Do you currently, or have you ever had any problems in the following areas:      (Check all that apply)

 FORMCHECKBOX 
Fever,Weight Gain/Loss

 FORMCHECKBOX 
Chronic Bronchitis
 FORMCHECKBOX 
Skin Disorder


 FORMCHECKBOX 
Emphysema

 FORMCHECKBOX 
Migraines


 FORMCHECKBOX 
Heart Problems
 FORMCHECKBOX 
Seizures


 FORMCHECKBOX 
Vascular Disease

 FORMCHECKBOX 
Sinus Congestion

 FORMCHECKBOX 
Diarrhea/ Constipation
 FORMCHECKBOX 
Runny Nose/ Post-Nasal Drip         FORMCHECKBOX 
Psychiatric

   FORMCHECKBOX 
Chronic Cough

                FORMCHECKBOX 
Genitals/Kidney/Bladder

 FORMCHECKBOX 
Dry Throat/Mouth                           FORMCHECKBOX 
Rheumatoid Arthritis

 FORMCHECKBOX 
Anemia/ Bleeding Problems            FORMCHECKBOX 
Muscle Pain/ Joint Pain
 FORMCHECKBOX 
Allergic/Immunological                FORMCHECKBOX 
Thyroid/Other Glands                    
SOCIAL HISTORY
This information is kept strictly confidential. This information is important for medical purposes as well as compliance with insurance directives.  I would prefer to discuss my social history directly with 
Dr. Bohac:    FORMCHECKBOX 
YES     FORMCHECKBOX 
NO

Do you use tobacco products?
 FORMCHECKBOX 
YES     FORMCHECKBOX 
NO

      Do you drink alcohol?    
                 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

FAMILY HISTORY
Please note any family members living or deceased (parents, grandparents, siblings and children) that have or had the following:




Relationship to You

 FORMCHECKBOX 
Blindness

_______________________________

 FORMCHECKBOX 
Glaucoma

_______________________________

 FORMCHECKBOX 
Retinal Disease

_______________________________

 FORMCHECKBOX 
Macular Degeneration  
_______________________________ 

 FORMCHECKBOX 
Diabetes

_______________________________

 FORMCHECKBOX 
Other 


_______________________________

VISUAL NEEDS
Do You.....     (Check the box if your answer is yes)


 FORMCHECKBOX 
Wear glasses?
 FORMCHECKBOX 
Have only one pair of glasses?

 FORMCHECKBOX 
Wear bifocals?       FORMCHECKBOX 
Lined Bifocals           FORMCHECKBOX 
 No-Line Bifocals

 FORMCHECKBOX 
Work at a computer for long periods of time?

 FORMCHECKBOX 
Spend a great deal of time outdoors?

 FORMCHECKBOX 
Participate in sports?   What kind? ____________________________
 FORMCHECKBOX 
Prefer not to wear your glasses at times?

 FORMCHECKBOX 
Wear contact lenses?          FORMCHECKBOX 
Soft       FORMCHECKBOX 
Rigid gas permeable

 FORMCHECKBOX 
Have an interest in sleeping in your contact lenses?

 FORMCHECKBOX 
Have an interest in contact lenses?           FORMCHECKBOX 
Colored lenses?

SIGNATURE
All the above information was written to the best of my knowledge or was completed by a parent, legal guardian or the Front Desk by my request. I understand that I will be responsible for the payment of Professional Services and Prescription Glasses and/or Contact Lenses once they have been dispensed, unless charges have been billed to my insurance.
Signature
INSURANCE RELEASE
 I authorize release of all medical information necessary for payment of services and materials provided by this office to myself or my legal ward. I understand that Angel Oak Eye Center is billing my insurance as a courtesy. In the event that my insurance does not pay, I am responsible for the balance due. If I am a Medicare recipient, I am also authorizing information to be released to Health Care Financing Administration and its agents to determine these benefits or the benefits

 payable for related services.
Signature









